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SUMMARY

The Johannes Wier Foundation, the Dutch Foundation for Health and
Human Rigths, has-commissioned a delegation consisting of Adriaan
van Es, M.D. and Marijke van Gurp, S.R.N. to visit the Republic
of South Africa and report on health related problems of deten-
tions, especially detention of children, and the reaction of
health professionals, and on violations and limitations of pro-
fessional integrity and human rights related to health care.

The missioh took place from 2 - 15 April 1987 at the invitation
of the National Medical and Dental Association of South Africa.
This professional organization is particularly concerned with
healch effects of apartheid, involved in monitoring human rights
and in the examination and treatment of ex-detainees and victims
of state violence.

During the mission the delegates attended and addressed NAMDA'’s
S5th Annual Conference and visited a large numer of medical, den-
tal and nursing professionals, lawyers, psychologists, university
staffmembers and organizations concerned with (ex)detainees and
health care. They had access to sometimes most confidential in-
formation and had extensive consultations with organizations and

individuals.

The report contains 3 sections. Section I deals with the detri-
mental effects of apartheid regulations and the new constitution
on health. During the mission the delegation as confronted with
several obvious violations of medical ethics as a result of these
regulations.

Section II focusses on detentions. The rapidly increasing number
of detainees are very frequently exposed to mental and physical
torture and abuse.

South African colleagues, lawyers and others related many
distressing and appalling cases of torture. The devastating ef-
fects of detentions and torture on individuals and society became
obvious.

Section III describes limitations and violations of professional

integrity. Violence against and harassment, intimidation and de-



tention of individual health workers who care for ex-detainees
and who defend and promote human rights, are in flagrant
contradiction with international codes and declarations.

The conclusions are reviewed under these internationally accepted
codes and declarations. The recommendations mainly focus on the
recognition and defense of those health workers who defend and
promote human rights and medical ethics. Strengthening of inter-
national contacts with these health workers, notably those orga-
nized in the National Medical and Dental Association is recom-
mended.

The recommendations have been adopted by the Board of the Johan-

nes Wier Foundation for publication and circulation.



INTRODUCTION

Human rights are being violated daily on a large scale in many
countries of the world.

The medical, nursing and paramedical professions have a special
responsiﬁility towards the preservation and promotion of human
rights.

The Neurenberg trials after World War Two have made us aware how
far health professionals can become involved in the violations of
human rights. Since then many treaties and international rules
have been formulated and accepted to prevent such involvement and
to give health professionals a tool for the promotion of - espe-
cially the medical aspects of - human rights.

Wherever human rights are violated, there are people who oppose
these violations, among them health workers. They work indivi-
dually, as groups or in an organization.

They frequently have to oppose strong forces, which are mostly
connected to state or parastatal authorities.

The struggle these people fight need international support and
recognition; they express the most precious aspects of medical
ethics. The identification of these colleagues and the support
they deserve and need, are some of the objectives of the Johannes
Wier Foundation for Health and Human Rights, founded in 1986 by a
group of Dutch health professionals who want to contribute to the
responsibility of the medical, dental, nursing and paramedical
professions for the preservation and promotion of human rights.
South Africa is one of the countries where human rights are vio-
lated on a large scale. The country is unique in maintaining a
legal system of racial discrimination (apartheid) denying basic
human rights to the majority of its population. The recent State
of Emergency has still added to the situation of lawlessness,

especially by detentions and other forms of organized violence.

Apartheid and detentions have penetrated deeply in health and
health care. They have created repression, disparity and physical

and mental suffering.



They have also generated resistance among health professionals.
Individual health workers have since many years challenged
apartheid and .its effects on health. They conceive detentions as
detrimental to health, as an institution itself and in its ef-
fects. Many of these health professionals have organized them-
selves since 1982 in the National Medical and Dental Association
of South Africa (NAMDA). They felt the necessity to form a new
professional organization because of dissatisfaction with the
failure of the MASA (the Medica) Association of South Africa) to
denounce and challenge apartheid and the detention without char-
ge. The formation of NAMDA was accelerated by MASA’s failure to
have the Biko doctors disciplined before the South African Medi-
cal and Dental Council.

Since its formation NAMDA has consistently opposed apartheid and
detentions. NAMDA adheres to the World Health Organization’s
principles of equal health facilities for all, and strives for a
non-racial and democratic South Africa.

NAMDA has made it easier to identify health workers who promote
and protect human rights, sometimes under very difficult cir-

cumstances.

The Johannes Wier Foundation was invited by NAMDA to participate
in its 4th Annual Conference and Annual General Meeting at the
University of Western Cape, Cape Town, from 3 - S April 1987, and
to undertake a tour of visits to major universities and institu-
tions, organizations and individuals in South Africa.

The invitation was accepted. A delegation of two persons, Dr.
Adriaan van Es, M.D., president of the Johannes Wier Foundation,
and Ms. Marijke van Gurp, Senior Nurse, at the invitation of the
Johannes Wier Foundation, undertook the mission to South Africa
from 2 - 15 April 1987. The terms of reference, described in de-
tail in the next chapter, were defined by the Board of the Jo-
hannes Wier Foundation in view of its deep concern about the -
medical aspects of - detentions, the endangered professional in-
tegrity and the influence of apartheid on health, health care and

health professionals.
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During preparatory meetings with NAMDA delegates in Durban and
Amsterdam and with the Board of the Johannes Wier Foundation, it
was agreed that the mission would meet doctors, nurses, psycho-
logists, lawyers, university staff, organization delegates, and
would take as sources of information for this report the personal
and professional information of these people and reports of re-
search on human rights and detentions already available in South
Africa.

Preparatory meetings were further held with international
lawyers and health professionals.

The mission to South Africa was financed by the Johannes Wier

Foundation and the Royal Dutch Medical Association.

During the stay in South Africa many places, institutions and
people were visited, mostly in Cape Town, Durban and Johannes-
burg. Visits were made to universities, hospitals, clinics and
townships. Meetings were held with delegations of Medical Facul-
ties of the University of Natal and of the University of the
Witwatersrand, Legal Resource Centres, Medical Students’ Repre-
sentative Council, Executive members of NAMDA, OASSSA, DPSC, MA-
SA, Lawyers for Human Rights, Health Workers Association, Emer-
gency Service Groups.

Discussions were held with Dr. LeRoex, chairman of the Federal
Council of MASA, Dr. Mji, president of NAMDA, Prof. Arbickle,
Prof. W. Loening, Prof. J. Coovadia, Prof. T. Jenkins, Prof. S.
Browde, Dr. S. Karim, Dr. R. Dyer, Dr. M. Bhikoo, Dr. E. Buch,
Dr. J. éluckman, Dr. C. de Beer, Dr. T. Wilson, Dr. F. Randera,
Dr. D. Rees, Dr. P. Vallabj, Dr. P. Davis, Mr. Nicholson, Mr.
Kearny, Mr. M. Freeman, Mr. L. Vogelman, Mr. N. Manoim, Mr. J.
Browde, Dr. M. and Mrs. A. Coleman, Ms. S. Goldstein, Ms. Daphne,
Ms. S. Manson, Ms. Schneider, Dr. Tlakula, Dr. Nair, Dr. Jinab-
hai, Dr. F. Meer, and many others, some of whom wish to remain
anonymous.

Unsuccessful attempts to contact were made to the secretary ge-
neral of the MASA and the secretary general of the SANA (South

African Nurses Association).



The mission to South Africa was an inspiring and impressive
event.

The conference, described by many as a lnndma(k in NAMDA's his-
tory, was attended .and the delegation members were both invited
to deliver a speech. The papers presented at the conference were
of high quality and most relevant for the cause of human rights.
Among the approximately 500 attendants were 11 speakers from
abroad.

The atmosphere of the conference was filled with discussions
about the future health care in South Africa, and an aforeshadow
of a free and democratic society that nobody doubted South Africa
would become despite of the painful and often bitter transitional
period it 1is going through.

The delegation of the Johannes Wier Foundation would like to
express their feelings of gratitude for the hospitality with
which they were received and for the trust they were given, since
much of the information they received was most personal and con-

fidential.

This introduction is followed by the terms of reference and 4
discription of the Johannes Wier Foundation. Three sections focus
in detail on "health and apartheid” (Section I), "detentions"”
(Section II) and "professional integrity" (Section III), in which
the role of various professional organizations is discussed as
well.

The report continues with the conclusions and recommendations as
adapted by the Board of the Johannes Wier Foundation and eﬁds
with a list of abbreviations, references and appendices with in-
ternational codes and declarations.

The foundation hopes sincerely that this report will contribute
to an increased understanding of the position of and an increased
international support for those health workers in South Africa
who work for the defence of human integrity, human rights and the

implementation of an equitable and just health care.



12

TERMS OF REFERENCE

The Board of the Johannes Wier Foundation defined the following

terms of reference

1. To attend and address the Annual Meeting of the Nartional
Medical and Dental Association (NAMDA) in Cape Town,

2 - 6 April 1987;

2. To express the feelings of solidarity with health
professionals in the Republic of South Africa who are

confronted with violations of human rigths;

3. To assemble up-to-date information about the role of health
professionals in the Republic of South Africa, paying special
attention to the role of health professionals in the treatment
of detainees, in particular children; to collect, moreover,
information about the threats to the professional integrity of
health workers, among others by way of intimidation of both
health professionals and patients; to assemble finally infor-
mation about the care given to victims of violations of human
rights, and, if possible, about sexual harassment against

children in detention centres;

4. To review the assembled information under internationally ac-

cepted norms relating to human rights and medical ethics;

5. To report on the collected factual information and to formu-

late opinions and considerations in this respect;

6. To indicate ways by which organizations of health professio-
nals in the Netherlands, in particular the Johannes Wier
Foundation, may express their feelings of solidarity and may
undertake efforts to bring about an improvement in the posi-
tion and responsibilities of health professionals in the Re-

public of South Africa.
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THE JOHANNES WIER FOUNDATION

The "Johannes Wier Foundation”, Dutch Foundation for Health and
Human Rights, was founded in 1986 A group of doctors, nurses,
dentists and paramedics decided that there was a need for an or-
ganization of health professionals with special concern for human
rights.

The foundation intends to be a platform for the expression of

specific professional responsibility towards human rights. It was

felt that this responsibility could not sufficiently be expressed
and carried out by existing organizations alone, like Amnesty

International, which has a mandate too limited for the objectives

of the foundation.

Human rigths lawyers also have emphasized the need of a profes-

sional organization, for the above mentioned reasons and for the

provision of medical, dental, nursing and paramedical expertise
when needed in human rights research and missions. The objectives
of the Johannes Wier Foundation are parcly similar to those of

Amnésty International and there is cooperation where possible.

The Foundation maintains close relations with the Royal Dutch

Medical Association and the Geneva-based International Commission

of Health Professionals.

The objectives of the Johannes Wier Foundation are as follows:

- the identification and exposure of cases in which health wor-
kers are actively involved in the violation of human rights, in
order to take action as effective as possible;

- the identification and exposure of cases in which health wor-
kers are restricted or harassed in their professional duties in
such a way that human rights are violated;

-~ the identification and exposure of cases in which health wor-
kers are or have been threatened, harassed or punished for
their refusal to take part in the violations of human rights,
or because of their struggle to promote the cause of human
rights;

- the promotion of knowledge of human rights in connection with
health, by means of education, information and publications;

- the enrolment of interested and dedicated specialists from re-
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levant medical, nursing and paramedical sciences, to be invol-
ved 1n human rights missions, possibly togethet with other
disciplines (notably lawyers);

- the expression of solidarity with colleagues who are harassed,
persecuted or punished for their refusal to take part in the
violation of human rights, or their furthering the cause of
human rights;

- the cooperation with international organizations with similar

objectives.

The funding of the Johannes Wier Foundation is by donations from

organizations and private persons.

The board consists of the following persons:
R. Bakker, M.D., district surgeon; Ms. Dr. 1. de Beauforrt,
Ph.D., inst. of bio-ethics, Maastricht, A. van Es, M.D., gene-
ral practitioner, president; Prof. dr. C. Flinterman, dept. of
international law, University of Limburg, E.W. Free, dental
surgeon and forensic odontologist; Dr. H.A. van Geuns, deputy
chief medical officer, dept. of health, vice-president; Prof.
dr. E.L. Noach, former head of dept. pharmacology, University
of Leiden; Ms. J.J. von Nordheim, chief nursing officer, dept.
of health; Prof. A. Th. Schweizer, pediatrician, medical di-
rector University Hospital of Leiden; J.B. van Seters, phy-
siotherapist, treasurer; Ms. Prof. dr. B.H.P. van der Werf-
Messing, head of dept. of radiotherapy, Erasmus University of

Rotterdam, vice-president; D.H. de Witte, lawyer, secretary
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SECTION I HEALTH AND APARTHEID

In the 2,000 bed training and referral King Edward VIII ‘hos-
pital for non-whites in Durban, over 600,000 patients are
treated per year. The wards are constantly overcrowded. The
maternity ward has a bed occupancy rate of over 150% and there
are always floor cases. In the huge 67 bed labour ward over
15,000 children are born annually. Mothers are sent home be-
fore completion of treatment, newborns are admitted to
overcrowded nurseries, exposed to cross infections and acci-
dental changing of babies. The children’s ward, where many
typical third world diseases (gastro/enteritis, dehydraction,
meningitis, tuberculosis, malnitrition) are seen is also
constantly overcrowded. 4

The nearby Addington children’s hospital for whites was re-
cently closed for 50% because there were tdo few sick white

children.

In Johannesburg, Baragwanath Hospital (for Africans), Hillbrow
Hospital (for Indians) and Coronation Hospital (for Coloureds)
are overcrowded, often with floor cases and early discharges.
The Parktown and Strijdom Hospitals (for Whites) have many
empty beds. An Indian patient may be refused at Coronation
Hospital (because it is too full) and has to go to Hillbrow

Hospital, right past the white Strijdom Hospital.

While working conditions for nurses in non-white hospitals are
worse than in white hospitals and salaries usually lower, it
happens that nursing staff is transferred from overcrowded non-
white hospitals to white hospitals to serve white patients (in
case the patients approve) because there is a shortage of

white nurses, leaving non-white hospitals worse understaffed.

"A "white looking" woman was involved in a traffic accident
and was transported to a nearby white hospital. She was trea-
ted in the emergency room and brought into a stable condition.

It was then discovered - by her name - that she was "Indian".



She was subsequently transported to a hospital for Indians -
still in a stable condition -. There the doctor in charge made
an error of judgement and sent the woman home. Her condition
deteriorated quickly and after readmission she died of inter -
nal bleeding.

A SAMDC Disciplinary Committee ruled that the Indian doctor
had made an error of judgement and disciplined the doctor."
(Dr. J. Gluckman - personal remark).

The professionally irrational decision of transporting the

patient to another hospital was not judged upon.

Contrary to tuberculosis ;nd sexually transmitted diseases,
malaria is a perfectly controlled disease in South Africa. An
excellent disease control service operates throughout the
country and meets all internatonal standards, also in remote
areas. Why? The malaria mosquito is not subject to racial

segregation and easily transgresses racial boundaries. 1).

After requests from the Medical Faculty of Witwatersrand Uni-
versity to the Johannesburg municipality to allow black medi-
cal students and housemen to examine white patients, the re-
quest was granted on the condition that the patient gives
permission and with the exception of gynaecology.

The limited granting of the request was not accepted by the

faculty.

A doctor working in a Bloemfontein hospital testified that the
hospital had facilities for kidney transplantation and haemo-
dialysis. These facilities, however, are only available to
whites in the segregated hospital. He had seen several early

deaths from kidney failure of young non-white patients.

By virtue of the Group Areas Act, non-white medical and nur-
sing students are frequently not allowed to live near their
training institution. They have to travel considerable dis-
tances to poor lodgings. The negative effect on study results
is a frequently heard complaint at universities and training

institutions.
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Introduction

South Africa holds a unique position in the world; racial segre-
gation and discrimination are embedded in a legal system which
pervades all sectors of society, including health and health
services.

Although apartheid is a most prominent feature, it must be
emphasized that the economic relations in the country are such
that the means of production are owned by an industrial and
landowning minority, which is largely South African and parcly
foreign. ’
Factors of race and colour lie at the very heart of the economic
and political power relations.

Political power is completely in the hands of the whites. The
majority of the people (80%) is black and has no political power.
Since the National Party seized power in 1948 and has held it
without interruption to date, the apartheid regulations and le-
gislation have been perfected and adapted to the economic needs
of the minority white class.

In 1983 the government introduced the so-called “"tricameral”
parliament. Separate parliaments for Indians and coloureds were
added to the existing white one. In-built over-representation of
whites preserves final white ruling power. The tricameral eiec-
tions were heavily boycotted but the government is apparently
carrying through its policy of "own affairs”.

Tae main pillars of apartheid are the division of land by race,
the division of population by race and the division of political
representation by race.

The division of bopulation by race means that at birth everyone
is labelled as black, coloured, Indian or white. This determines
largely the life one is going to live., The "race-tag"” affects all
sectors in life (for example the life expectancy, likelihood of
certain disease patterns and the chance to have certain political
rights like the right to vote or not). '

By the inauguration of the tricameral system the government has
marked an important step towards the perfection of the “"divide

and rule” system. Limited and subordinate administrative power is
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allocated to the different racial groups with the result that
representatives of non-white race groups become accomplices in
the enforcement of apartheid rules, and that its execution gets a
"darker face"”.

A most effective repressive measure is the division of land by
race.

The Africans were dispossessed in 1913 by the introduction of the
Land Act. They were forced to move into the Native Reserves, la-
ter named "Bantu homelands" or “"bantustans”.

Only 13% of the land, largely barren and frequently in scattered
parcels, has been allocated to 71% of the population.

Since 1977 the South African Government has "granted independen-
ce” to 4 of the 10 "homelands": Transkei, Ciskei, Venda and Bop-
huthatswana. Those South Africans who were declared inhabitants
of the "independent homelands" have become foreigners in South
Africa according to South African law.

Poverty related problems and statistics, like high unemployment,
high figures of tuberculosis and malnutrition, were automatically
"exported” to the "homelands".

Cedric de Beer (Health Services Development Unit -~ University of
Witwatersrand Medical School) states: "Should all ten bantustans
be induced to accept independence, it will allow the state to
claim that there are no African South Africans at all. All Afri-
cans resident in "white" South Africa will be regarded as foreign
workers who do not have the rights of citizenship; a neat way
indeed to solve the thorny problem of political rights for Afri-
cans. It also, of course, provides a strange sort of justifica-
tion keeping people from the bantustans, now regarded as foreign
countries out of South Africa. This is central to the state’s
current survival strategy." 2).

Since socio-economic conditions in the homelands are poor and
family life is disrupted because of migrant labour, the effects
on health are obvious.

Poverty related diseases like tuberculosis, malnutrition,
gastro—-enteritis are very high and the infant mortality rate is

estimated close to 300 : 1,000.
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Many authors have argued that these health problems cannot be
solved by increasing hospital beds and doctors, but need a poli-
tical and socio-economic change:

Urban Africans live in townships, where they are not entitled to
possession of land (only 99 years leaseholds). Townships are
usually located far away from urban centres with poor transport
facilities. People living in townships have frequently been sub-
jected to forced removals and "repatriations” to "homelands" or
neighbouring states (25,000 in 1984). 3).

Townships are usually designed in such a way that control of mo-
vement and residency is very easy. They are surrounded by
highways, railroads and open areas and only a few roads, usually
with police or army barriers, give access to the townships. The
delegation visited several townships. Extended families in small
houses or shacks live in appalling squalor under poor hygienic
conditions.

When the government induce material improvements, the basic
structure of control of the township remains, but spontaneous

community development is disrupted.
Statistics

'The existence of both a "first world” and a "third world" in
South Africa is reflected in the health statistics, which reveal
two distinct patterns of diseases for white and black people.
White South Africans have a pattern similar to that of industrial
countries; a low infant mortality rate and a long life expectan-
cy. They form a rich community with a low birth rate and an aging
population.

Black South Africans have a pattern similar to that of a develo-
ping country: a high infant mortality rate and a low life expec-
tancy. They form a poor community with a high birth rate and a

large under-five population.
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Dr. Jacques Kriel of the Medical Faculty of the University of the

Witwatersrand summarizes some differential statistics: 4).

- mean death rate among coloureds is double the rate among whi-
tes;

- death rate from infection diseases among coloureds is 14 times
higher than among whites;

- death rate from tuberculosis is 37 times higher among coloureds
than among whites, and from measles 52 times higher;

- 50% of all deaths among Africans and coloureds occurs under 5
years. Among whites this figure is 7%;

- infant mortalicx rate (per 1,000 live births): whites 12, urban
blacks 90, rural blacks exactly unknown but expert calculations
up to 280 and over;

- although the non-white: white ratio in the country is about 6
1, the hospital bed ratio for non-whites : whites 2 : 1;

- expenditure per patient per day in Baragwanath Hostpital (So-

weto) is R 46,60, in Johannesburg Hospital R 185,50 (1985).

Doctors and nurses

A huge disproportion of doctors exists in rural and urban areas.
Prof. Gear, head of the department of community health at the
University of the Witwatersrand, stated in 1985 that "the doctor
to population ratio in rural areas was 1 : 25,000 whereas in ur-
ban areas it was 1 : 750. Most rural doctors are not South Afri-
cans."” 5).

The effect of race in the doctor to population ratio is still
stronger thant the urban-rural comparison: Among whites 1 : 330
and among Africans 1 : 91,000 (Indians and coloureds 1 : 730 and
1 : 1,200 resp.). .

It follows that there is a relative oversupply of white and In-
dians doctors and an undersupply of coloured and African doctors.
Nevertheless among the medical students at the severe medical
faculties, most students are white, and no policy seems to be

designed or carried out to undo this disproportion.
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The newly created medical school in Bophutatswana (MEDUNSA) will

possibly supply more African doctors.

According to the South African Nurses Association South Africa
had 1.5 African, 1.8 coloured, 1.4 Indian and 6 white nurses for
every 1.000 people (1983). 6).

The W.H.O. recommends 1 nurse to 500 people in developing
countries.

Considering the future health care in South Africa where nurses
have to play a major role in any primary health system, there is
an undersupply of nurses. )

The most severe problem at the moment, however, is the imbalanced
provision of nursing care to the different racial divisions and
the differences of working conditiohs and salaries between white

and black nurses.

Health Management: fragmentation of services.

After the tricameral elections in 1984 the government has, in
spite of the heavy boycotts, started with the implementation of
the new constitution. Most health matters fall under "own af-
fairs", the core of the constitution, which provides for the
dismantling of the present health authorities and the re-alloca-
tion of responsibilities to the various ethnic authorities. Ul-
timately South Africa will have 14 healcth departments: one for
each "homeland”, and four in each so-called communal area: a
white, Indian and coloured "own affairs" and a general health
department.

This fragmentation of health services creates chaos. Multiplica-
tion of burocracies, different health policies, difficult commu-
nication, non-cooperation between different health departments
and competition between services, are counter-productive for the
delivery of efficient health services and cause irrational rules
and effects. Fragmentation of health services is expensive too:
the taxpayer has to take the burden of the salaries and allowan-

ces for all the new administrative and other staff.



23

Competition will be more probable than coordination and it fol-
lows that the racial identity of hospitals will be strenghtened.
One example of the irrational, chaotic and detrimentous decision;
caused by "own affairs”, by Cedric de Beer: "Shiluvane Hospital
lies on land claimed by both Lebowa and Gazankulu. In 1976 the
South African Government took over ghe hospital from the mission
that had run it. There was uncertainty as to which bantustan
should get the hospital but it was put under the administration
of the Lebowa health department until a final decision could be /
made. In 1981 the hospital was taken away from Lebowa and handed
over to the Gazankulu health authorities. One Friday, Gazankulu
health officials arrived to take over the hospital. The next week
the Lebowa government withdrew all Pedi-speaking staff members.
Pedi-speaking patients were loaded into ambulances along with
their files and their drips and taken to other hospitals in Le-
bowa. Thirty patients and 24 out of 38 staff members were moved".

7).

At the 1985 NAMDA Conference Cedric de Beer said that: "In the
healcth sector, as elsewhere in society, the true meaning of the
constitution is this: a growing identity of interest and coordi-
nation of action between the white rules and the political and
economic elites of the other, non-african populations. This will
be combined with actempts to increase control through division
and fragmentation of the poorer sections of the coloured and in-
dian communities and the african population and the sowing of

seeds of discord between them."” 8).
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SECTION II: DETENTIONS

The case of S.N.

The 20 year old black S.N. from KwaMashu Township, Natal, was
detained on the 7th of August 1985 at the police cells in C.R.
Swart Square Police Station, Durban. On August 19th 1985 he
was fetched from his cell for interrogation. He was assaulted
by police officers in the following ways: he was stamped on
the toes with the heels of shoes, slapped in the face with an
opeﬁ hand, banged with his head against the wall; he was or-
dered "to stand as if riding a bicycle for at least half an
hour, with pins under the heels”; he was punched in his sto-
mach; then his hands were handcuffed at his back and a rubber
bag was pulled over his head; he had difficulties in breathing
for several minutes; he was threatened with repeated treatment
until he admitted the accusation (participation of burning a
house). Out of fear of further assaults he admitted.

His head was covered again with the rubber bag and he was as-
ked to mention names: from fear he mentioned names of people
which he did not know whether they were present at the alleged
place or not.

The second assault took place on 29th August. He was
blindfolded, slapped across the face and his head was banged
against the wall several times. He was then tied to a table
and made cohlie flat on his back. His legs were tied with a
damp cloth and he was handcuffed. During the ongoing interro-
gation he was electroshocked at intervals of about 10 minutes.
He tried to scream but could not because he was experiencing
excruciating pain. He was treated in this manner for a period
of 3 hours. Then he was untied and led to his cell.

The medical history on 20th August reveals besides "painful
testes” no abnormalities. The medical history of 2lst August
1985: “"tenderness over xyphisternum and complaints of flu-like
symptoms; treated with panadol”.

The medical history of Sth September: “painful legs;

stiffness, for 5 days increasing in severity: painful testes;
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injuries: none; on examination grossly exaggerated reflexes of
legs; ankle clonus ; admitted to hospital”.

A psychiatrist was consul:ed'and he concluded that the pactient
had a "major depressive episode (DSM III)", the "psychomotor
retardation was a manifestation of his loss of energy". He was
given psychotherapy and neuroleptics.

On l4th October 1985, 3 weeks after release from detention, he
was discharged from hospital.

In response to a request on 20th February 1986 from the lawyer
of S.N., a specialist chemical pathologist, examined the re-
ports of the results of blood tests on S.N. on 12th September
1985. This test showed a creatine kinase level far outside the
normal range for an adult male (1196 U/L, normal range 0 - 110
U/L). The test was repeated on 20th February 1986, the CK was
157 U/L (normal range 22 - 269 U/L at that laboratory). It was
concluded that "a highly abnormal result of this blood test in
September was found, which has now returned to normal, and is
fully consistent with the patient’s account (being electrocu-
ted), complaints and clinical signs and difficult to explain
in any other way."

The lawyer had access to S.N. only after release from his de-
tention. Medical personnel at the hospital was not prepared to
cooperate or give information during the detention time on
grounds of confidentiality. The counter-expertise of the che-
mical pathologist was needed by the lawyer to establish tor-
ture by electroshocks in court.

(Abstracts from S.N.’'s lawyer’'s file).

Introduction

Over the recent years there has been a disquieting increase of
detentions, including a high percentage of children.

Torture and abuses take frequently place during detention, and
the sequelae of this organised violence against individuals
constitute a serous health hazard.

Even if no torture and abuse is reported, the detention as such

constitutes a considerable health threat, both physically and
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mentally. Detentions without trial contradict international human
rights, declarations and treaties.

Medical and psycholdgicul aspects of detention and treatment of
detainees'have been a continuous subject of discussion in the
medical profession, and the profession’s attitude towards deten-
tions has frequently been reviewed.

This section will focus mainly on medical aspects of detentions
and the role of health professionals both individually and orga-

nized.

Detention without trial has for several decades become a perma-
nent feature of the legal system in South Africa. The Public Sa-
fety Act of 1953 provides for summary arrest and detention of
persons under emergency regulations.

In l982 the Internal Security Act (ISA) was introduced. This act
"superceded the old ISA, the Terrorism Act (section 6), and the
General Law Amendment Act (section 22). The ISA contains several
sections for detention of people considered by the security po-
lice to be a security danger to the state.

The State of Emergency (proclaimed on basis of the Public Safety
Act), which currently prevails in South Africa, provides powers
much wider than those under the ISA to "any member of a force",
including the South African Police, the Railway Police, the South
African Defence Force and the Prison Force, or a person nominated
by them. ’
Under the State of Emergency the arrested or detained person is
completely at the mercy of a security force officer to whom al-
most complece immunity is granted. This means that if a police
officer finds it necessary for security reasons to kill a person,
this decision goes unchallenged under the emergency regulations.
Detention without trial is an obvious instrument of repression
and an organized form of violence. It is one element in the wide
spectrum of the repression in South Africa, in which also prede-
tention harassment, police violence in townships and informal

violence should be regarded.
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Detentions also affect the dependents and relatives of the de-
tainee and have a disrupting and devastating influence on commu-
nities and organizations, which is the very aim of the instrument

of detention.

Since the early eighties detentions on the other hand have become
a major issue in organised resistance. The formation of the De-
tainees Parents Support Committee (DPSC) provides information to
and support for the relatives of the detainees.

The DPSC’s monitoring activities play a keyrole in the opposition
against detentions. A number of other organizations align with
DPSC and for some years DPSC has formed together with NAMDA and
OASSSA (Organization for Appropriate Social Services in South
Africa), individual health workers and lawyers the Detainee Ser-
vice,

For health workers the Detainee Service constitutes challenging
but sometimes straining, usually voluntary work in addition to
their full-time job.

The responsibility they assume is embedded in the professional
ethical codes, but in South Africa sometimes subject to strong
pressure from the side of authorities.

They accept the responsibilities of their profession including
the care of victims and the exposure of the causes of their suf-
fering, even if this means that their personal freedom is endan-
gered. Section III of this report describes the risks these col-
leagues run if they persist in maintaining professional secrecy.

Statistics

Detentions under the Internal Security Act have increased over
the recent years from approx. 500 in 1983 to 5,000 in 1986. These
figures include detentions in the "homelands”. Under the State of
Emergency the number of detainees has increased to a total of
30,000 (25,000 under the State of Emergency, in April 1987; in
August 1987 30,000 under the State of Emergency alone). These
figures have been calculated by the Detainees Parents Support

Committee (DPSC).
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The most severely affected target group are community and poli-
tical activists and trade union workers, UDF (United Democratic
Front) and youth. As DPSC’s Max Coleman describes: "The go-
vernment is afraid of its youth, they are crucial in black orga-
nizations and most active in politicising the community"”.

An increasing number of children have been detained and are still
under detention.

The target group is young people of 16 and 17 years old, fre-
quently involved in community activities and school boycotts, but
also younger children of 12 or 13 years old and even younger have

been detained.

The DPSC issues quarterly and annual reports and statistical
breakdowns on detention by area, by length of detention, by age
and sex, by profession or activity under the different ISA-sec-
tions or emergency regulations. 9 - 12).

The figures.are drawn from reports of regional DPSC offices,

which directly recei?e information from ex-detainees, lawyers,

doctors and members of organizations like Black Sash and DPSC
1tsélf.

Figures and data provided by DPSC are accurate, well documented

and authoritative, but at times very conservative. In 1986 DPSC

estimated that 2,300 detentions under the ISA took place. The

Minister of Law and Order released official figures in

Parliament : 4,132 security detentions 13).

Official statistics from the government give a limited picture of

the detentions. Police statistics include only detentions of 30

days and over. Data concerning the State of Emergency are irre-

gularly released and incomplecte.

Statistics exclude informal repression, and repression by means,

not provided for by ISA or State of Emergency. Examples of fac-

tors which decrease the figures of detention and abuse:

- Charging detainees with minor or frivolous charges; the advan-
tage for the government is that overseas demands "charge or
release” are met. In 1984 62% of the detainees were charged (in
1983 only 15%); of these 1.27% were convicted (in 1983 43%).

Charged detainees can be held without bail for long times. This
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tactic to use the courts was successfully applied to remove
leading persons of opposition organizations from "circulation"”.
14).
"Call-in cards” are used to intimidate activists. They receive
a note from the police to report at a police station, where
they are interrogated and held for a short period. No security
legislation is used, so the cases do not appear in statistics
The same applies to the arresting of persons and interrogation
and abuse or torture in police or army vehicles.
Raiding of offices by the police and seizure of files; the re-
current but inconsistent character of this method puts a spell
of prudence and sometimes secrecy on organizations. On several
occasions many offices were raided simultaneously, especially
in the first two months of the State of Emergency, including
NAMDA offices.
Many cases of abuse or torture are never recorded hecause the
victims do not reach the detainees service.
Cases of abuse or torture can be proven in court only if traces
can be shown scientifically.
Telephone tapping, surveillance of offices and individuals,
prevention from hiring offices, meeting places or buses by or-
ganizations, distribution of fake pamphlets with wrong infor-
mation; threats to individuals by telephone or mailing or ac-
tual physical assault or killing by a hit-squad.
Coleman adds to this list: "informal repression was also aimed
at individual activists. They received death and bomb threats.
Bricks were hurled through their windows and their houses were
broken into or fired at with shotguns. Their assailants sprayed
paint onto cars, slashed, overinflated or deflated tyres,
drained oil from the car sump, or removed the ignition. Dead
pets, especially cats were left on the doorsteps or tied to the
door handles of activists homes. Some attacks were believed to
be perpetrated by police, others by unknown individuals who had
access to unlisted telephone numbers and little-knowm addres-
ses”. 14) .
An increasing number of court cases against the police are set

outside court. Apparently when the police fear loss of a case,
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an out-of-court settlement is sought; the government'’'s expenses

for this purpose have grossly increased over the recent years.

While in the period '69 - 73 R 42,916 were paid in settlements
to 87 cases, in the period ‘83 - '85 R 6,068,328 were paid 1in
539 settlements. 15).

Medical care in detention: the district surgeon

Besides law enforcement personnel and the (district) magistrate,
the district surgeon is the only person who has direct access to
a detainee.

Major detention centres employ full-time district surgeons,
smaller centres contract medical practitioners as part-time
district surgeons. The district surgeon is an employee of the
Ministry of Health and accountable to his/her superior in the
Ministry of Health, but has to cooperate with the law enforcement
personnel which is employed by the Prison Service or the South
African Police.

The responsibility for the medical care of prisoners and detai-
nees is entirely in the hands of the district surgeon. He or she
has to monitor hygiene and health conditions of the prison, food
and sanitation and to provide curative medical care. The decision
whether or not to refer to a specialist is taken solely by the
district surgeon. Another duty of the district surgeon is to re-
cord physical and mental signs of torture and abuse, and to re-
port these to the health authorities for appropriate action.
Since this duty clearly conflicts with the interests of law en-
forcement personnel, and largely depends on the professional and
personal interest and courage of the district surgeon, this duty

has become & major field of discussion and comment.

Trefor Jenkins, professor of Human Genetics at the Medical Fa-
culty of the University of the Witwatersrand, about the role of
the district surgeon: "The prison doctor (in South Africa: the
district surgeon) occupies a pivotal position with respect to the
care of detainees. Deprived of virtually all rights, denied vi-

sits from family members and friends, subjected to periods of
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intense and harsh interrogation interspersed with pralonged
stretches of sensory deprivation (solitary confinement), the de-
tainee is very vulnerable and is at high suicide risk. The good
district surgeon will be aware of these dangers and should be the
first to detect any warning signals. Whether the police will heed
his pleadings and permit him To remove the detainee to a less
hostile environment depends entirely on the attitude of the po-
lice. In the Biko case, the security police refused, the doctors
acquiesced, and the detainee died. In the more recent Post Eli-
zabeth incident, Dr. Wendy Orr, a young district surgeon, tried
to intervene on behalf of patients whom she believed had been
abused by the police. She got little encouragement (perhaps even
4n obstructionist response) from her superiors, so she took her
objection to the supreme court and was guccessful in the attemprt.
An interdict was issued restraining the police from assulting he
decainees, ... .. The response of the organised medical profession
was disappoincing. The MASA gave only cautious qualified support,
advising that the outcome of an investigation should be awaited
before committing itself .... It could be argued that even if the
courts were to fail to establish that the police had in fact as-
saulted the detainees, the Association had the moral responsibi-
lity in the spirit of the Declaration of Tokyo, to support the

colleagues’ efforts to act in the interests of her patients.

16).

The MASA’s attitude towards Dr. Wendy Orr was confirmed during
the delegation’s visit to Dr. LeRoex, MASA’'s Federal Council’s
Chairman. Only if the alleged cases would be established in court
and if it was clear that there was no perjury on the side of Dr.
Orr, MASA could come with an official statement of support. The
Orr case fell away with the ending of the first State of Emer-
gency on 7th March 1986; the police paid the costs of the initial

hearing without admitting guilt.

Asked whether it was not unlikely that Wendy Orr’s observations
were not unique, Dr. LeRoex said that no cases have come to the

notice of MASA and that. the proper way of reporting suspected
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abuse by the police is to the district surgeon’s superiors in the
Ministry of Health, where the complaint is communicated to the
Department of Prison Services or to the South African Police for
furcther action.

This formal approach, however, seems to be deficient. Saxe and
Elsworht state that: "The follow-up of notification of injuries
sustained while in police custody is not thoroughly persued. The
notification could be discarded without further action being ta-
ken. These is an obvious gap in procedure”. 17).

But Prof. Jenkins disagrees with Dr. LeRoex: "This is the feeling
that doctors may not have done everything in their power to ex-
pose torture when it has occurred. It is unlikely that the expe-

rience of Dr. Wendy Orr was unique”. 16).

Gilbert Marcus of the Centre for Applied legal Studies of the
University of Witwaterstand writes about the duties of District
Surgeons: "By virtue of the fact that they are employees of the
state there is invariably a crisis of confidence between district
surgeon and detainee, There are many instances of detainees de-
liberately not disclosing evidence of ill-treatment to district
surgeons because they do not perceive the district surgeons to be
independent, nor do they have the guarantee that such complaints
are kept confidential. Indeed, reports of ill-treatment cannot be
confidential.”™ 18).

And the MASA also acknowledges that" as district surgeons are
involved in the medical care of detainees who may be subjected to
harsh methods of detention or interrogation, they (the district
surgeons) are regarded by some persons as part of the apparatus

of indefinite detention ...". 19).

lL.Large sick parades of detainees-patients, especially during ar-
rests and during the State of Emergency make it virtually impos-
sible to properly examine every individual detainee, let alone
monitor and record signs of abuse. In their report "Visits to
prisons" (May 1986) Professor Norma Saxe and Dr. Margaret
Elsworth remark that "when large numers of prisoners have to be

seen, examination is likely to be cursory. Medical supervision,
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already suspected of inadequacy, cannot suddenly be extended to
overwhelming numbers; it is physically impossible for a medical
officer properly to examen 80 prisoners in one day in additipn to
regular duties. At St. Albans Prison there were an extra 300
prisoners during September/October 1985. The importance of care-
ful medical examination on every occasion of admission at
discharge (this includes those who are sent to police headquat
ters or to the courts for trial) must be emphasized: the proha
bility that injuries are sustained during arrest and police cus-
tody is high. It is recommended that doctors and medical person-
nel employed to care for the health of detainees ..... should
refuse to be hustled by the pressure of work.". 17).

The NAMDA paper on the treatment of detainees (1987) reports that
"of the 26% (of the detainees) who reported that they had asked
to see a doctor, 63% alleged that this request was refused"”.

20).

The DPSC Health Subcommittee has issued an extensive protocol for
the examination of detainees by district surgeons. The protocol
was checked and agreed upon by university and independent medical
and juridical experts. 21). Assistance for circulation to all
district surgeon has so far been refused by the government and

the South African Medical Journal.

An additional problem, especially in remote areas and smaller
centres, is that of social identification. The part-time district
surgeon who has an easy social contact with the magistrate and
police officials, is unlikely to identify with a detainee who
sustains an injury inflicted upon him or her by the police. This
lack of identification is even greater if the doctor conceives

the detainee as a security risk, or a "terrorist"

How far politics can penetrate in medical ethical discussions
remembers Prof. Jenkins when a colleague of his, member of the
SAMDC, said that a major part of the special meeting on June 17th

1980 of the council on the Biko-case, was spent on the "communist

threat"” and the "total atrack” against South Africa. 22).
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Detainee Services, lawyers and doctors have reported a lack of
cooperation of district surgeons. Since they are the only doctors
with direct access to the detainees, information largely depends
on their willingness to cooperate. It was reported that only one
of the district surgeons of Johannesburg was prepared to exchange
information with Detainee Service doctors. The others even refu-
sed telephone contact.

Particularly lawyers depend on information from doctors and their

proceeding can be severely paralysed by this lack of cooperation.

Free choice of doctor.

Following the Biko case, the MASA appointed an ad hoc committee
to institute an inquiry into the medical care of prisoners and
detainees.

The committee’s findings were adopted by the MASA’'s Federal
Council in 1983. 19). The committee describes the lack of le-
gislative safeguards and the potential health hazards of deten-
tion ("the circumstances relating to the detention of security-
law detainees in South Africa present potential hazards to their

physical and mental health"). The committee recommends that "a
detainee should under no circumstances be kept in prolonged 1iso-
lation (in any event not exceeding 7 days) in the absence of re-
gular physical and psychiatric assessment”,

About the district surgeon "contact only with members of the
authority detaining the individual is seen as threatening rather
than supportive. The district surgeon as an employee of the sta-
te, may also be regarded in this same light by detainees, their
relatives and sympathizers and may therefore not be acceptablie on
offering independent medical treatment, particularly of a psy-

chiatric nature.” The MASA committee recommends: "Should it be
requested by a detainee, the opportunity should be created for a
medical examination of him by an independent medical practitioner

of his own choice and at his own expense”,
The recommended panel of independent doctors has been seen as a
step forward to the free choice of doctor., Strong criticism, ho-

wever, has been voiced tao.
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The most fundamental criticism is that the MASA fails to chal-
lenge the system of detention as such as a health hazard, and
accepts a 7 days period of solitary confinement, which contra-
dicts the Tokyo Declaration, which holds that "the doctor shall
not countenance, condone or participate in the practice of tor-
ture or other forms of cruel, inhuman or degrading procedures
whatever the offence”.

The implementation of the panel is criticised for the consent
needed by MASA and the government. This renders the independence
futile and the real free choice absent,

The problem of independence and free choice was discussed with
the MASA’s Federal Council President Dr. LeRoex. He explained
that the committees’ recommendations had been achieved after a
long period of negotiations with the government. MASA in this
respect was helped by the WMA (World Medical Association). The
achieved recommendations should be viewed as the best possible
compromise. Asked whether MASA considered this compromise as a
step-in-between in a strife for a real free choice of doctors,
Dr. LeRoex, however, said that MASA considered the compromise as
final and did not intend to open negotiations again. For the MA-
SA, the political attainability apparently prevails over the te-

nacity of principle.

Many doctors and others working with ex-detainees considered that
the panel lacked real independence.

One doctor was not accepted to sit on a panel; he is involved in
detainees work. Another doctor was expected to be withdrawn be-
cause he was politically too outspoken.

Additional thresholds to apply for the service of a panel doctor
is that the request has to pass the district surgeon and that the

detainee has to pay the costs.

TORTURE AND ABUSE

During the mission to South Africa the delegation received many
narrated and written accounts about torture and abuse in deten-

tion.
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The distressing and dramatic personal reports of torture and the
devastating effects it has on health and future life of the de-
tainee and his/her relatives, are of course not fully reflected
in figures and statistics, which already present a gloomy pictu-
re,

The long list of reported abuse and torture is consistent with
orher reports

The authoritative study of Foster, Davis and Sandler reports that
"only 17% of the cases claimed no form of physical torture; 1in
other words 837% reported some form of physical torture during
detention. 23).

Several studies by doctors on ex-detainees following their re-
lease, reveal that the findings during the physical examinations
are remarkably consistent with the claims made by the ex-detai-
nee. This finding conctradicts the frequently heard commonplace of
the "detainee’s exaggerations” and confirms the need to take the
claims of the detalnee serious.

Professionals working with ex-detainees have to develop their own
expertise, and a sensitivity to recognize certain effects and
conditions after release from detention. Dr., Paul Davis, a Jo-
hannesburg general practitioner has worked for many years with ex-
detainees: "in the beginning we did not recognize always condi-
tions like the Post Traumatic Stress Syndrome; it took years be-
fore we had developed that sensitivity” (personal remark). A wide
variety of methods of torture and abuse have been reported to the
delegation by many health professionals and lawyers. They are

summarized as follows:

Psychological methods:

- solitary confinement (almost always related to interrogation);

- enforced nakedness, verbal insults, humiliating language;

- threats with execution, threats with death of family or rela-
tives, belied betrayal by friends, threats to families;

- sophisticated interrogation techniques (by one cruel and one
"friendly" 1interrogator);

- continuous surveillance in cell by close circuit television

monitoring;
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incommunicado detentions;

withholding information about place of detention, expected du-

ration, charge;
pressure to make or sign false statements;

interrogation at gunpoint;

extremely long periods of interrogation by changing (teams of)

interrogators;

use of current fears: e.g. threats with necklacing, incarcera-

tion in dark cell with a human corps, or with a living snake;

forced looking at and touching of a human corps in a mortuary:

this method including threats "once to be like that" is espe-
cially applied to children;

fake execution, fake necklacing.

Deprivation

deprivation of food and drinks;
deprivation of sleep;

continuous loudspeaking of high pitch noises in cells;

delayed stay in too little space: in one case reported the de-

tainee was kept in a "cell” of 60 cm width;
not cleaning of bedsheet or clothes; one man had continuously

one shirt during 2% years without it being cleaned.

Physical

physical assault; beating with fists, kicking with bhoots,
knees; -banging detainee’s head to wall or floor; slapping in
the face;

beating with the sjambok (whip with metal flexible tip) or
stick;

use of teargas (CS) in confined room or vehicle, either by
spraying in the face or by throwing in a teargas canister;
forced standing in non-physiological position e.g. on toes
(with pins under heels) and with bent knees;

forced physical exercise;

delayed standing.and forbidding the use of the toilet,
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resulting in loss of urine and excrements on the spot;

- heating cell to abnormally high temperature;

- forced drinking of contaminated water;
near drowning e.g. in toiletpot;

- falanga: beating on the sole of the feet with a stick,

- beating on ears (causing perforated eardrums);

- hooding: a rubber or canvas hood is pulled over the detainee’s
head causing (near) suffocation;

- beating with wet paper rolls;

~ pressing with burning cigarette on hands, feet, genitals and
elsewhere;

- fixation of detainee under wet sheet on which he or she is
beaten with a stick (reduces traces of abuse);

- helicopter (suspension at legs and arms);

- electric shocks: this widely used technique of torture is
applied in various ways: in prison, police office and in ve-
hicle. For sometimes short, sometimes protracted periods of
time electric shocks are applied to fingers, toes and genitals;

- dogbites;

- poisoning: a case of thallium poisoning;

- drug abuse: some cases of intravenous injections were reported,
invariably with the detainee being blindfolded. The person or
profession giving the injection could not be identified;

- sexual abuse, rape. This was most frequently reported outside

detention areas, in the townships.

In addition to these forms of physical and sexual assaults and

abuses, forms of violence outside the detention centres are:

- Shotwounds: birdshots, buckshots, rubber bullitshots, sharp
bullit shots, causing fractures, wounds and infections, damage
to organs, death.

- Teargas , causing respiratory and ophthalmic damage and death.
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Health related effects of detentions

Many studies, medical and psychological, have been carried out
and published about the health related effects of detentions,

many of which are a direct result of torture and abuse.

Most studies stress that the compiled data on health etfects are
incomplete, since only reported effects appear in the figures
This means that a lot of SUffering remains unexposed.

If one considers the fact that only a minority of the ex-detai-
nees is monitored by the detainee service and that no independent
access to detainees during detention exists, one can only guess
the extent of the results of organized violence.The secrecy in
which detentions take place give rise to suspicion of more se-
rious violence. As one doctor invblved in detainee’s work said
that "Sometimes it is more expedient for security officers to
kill a tortured detainee than to deal with the effects; and it

happens™.

On the data which are available, however, a lot of research has
been done. The legal, medical and psychological reports that were
produced from this research, present an overwhelming evidence of
the detrimental effect of detentions and torture on physical and
mental health.

Doctors and psychologists working in the detainee service inva-
riably reported serious physical and psychiatric ailment follo-
wing detention.

Torture sequelae may be direct, such as loss of function of a
limb, or finger due to electric shocks, or problems in walking
due to falanga, or impo;ence following genital abuse, or indirect
such as problems due to poor living conditions, lack of stimula-

tion or physical exercise, or due to exhaustion.

The most severe and the most common sequelae of torture are
psychological. They are frequently persistent and may cause con-
siderable stress after the events of torture; they may arise long

time after release from detention.
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The pychological sequelae have been described in terms of Post
Traumatic Stress Disorder, depression and anxiety related
symptoms, and expressed in problems of sleep disturbances, rela-
tion ana marital problems, sexual problems (notably impotence),
drugs or alcohol-addiction, obsessive promiscuity, irritability,
concentration weakness, memory loss, anxiety states, hyperreac-

tivity, passiveness, psychosomatic disorders.

Traces, scars and biochemical evidence are needed for legal ac-
tion against tortures, but it may be difficult to find traces of
torture applied some time ago. This places the lawyers and fo-
rensic doctors before a particularly difficult problem.

Dr. J. Gluckman, consultant pathologist and former president of
the MASA’s Southern Transvaal Branch knows by experience how
difficult it is to obtain evidence in time. He remembers a four:
teen year old boy who was tortured by means of electric shocks
and was released very soon after the torture. He reached Dr.
Gluckman’s office within 48 hours after having been tortured. A
histology could be taken proving that electric shocks were
applied. In that respect the boy was "fortunate" because his
court case had a good chance to be won, but, as Df. Gluckman
acknowledged, many more are not so "fortunate”, and the traces
have disappeared before release from detention. In some cases it
is possible to establish visual evidence by a doctor, who coope-

rates with the detainee’s lawyer.
Children

People are detained in South Africa without discrimination for
age. State violence and the detentions do not exclude children.
On the contrary, a large proportion of the detainees is, accor-
ding to definitions in the law in South Africa, a child: over 40%
(DPSC figures). The NAMDA report on treatment of detainees also

reports that "40% of those seen were under 18 years"™. 20).

The extensive report "The war against children” of the Lawyers

for Human Rights Committee has exposed the extensive suffering of
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children, 24). Other reports also contain many statements and
affidavits of children. 25, 26).

The Johannesburg DPSC office has compiled data of 2,300 torture
cases, out of which 950 are children of 18 years and younger

The Durban DPSC office had counted in November 1986 a number of
865 detainees; 65% of those of whom the ages were knowm, were
minors. On a list of detainees known to have been nsséulted,
compiled by Durban lawyers, 66 out of the 119 assaulted detainees
were children (18 years and younger), some as young as 12 years.
27).

A particularly striking abuse of children is incarcerating them
with criminals, which exposes them to additional physical, psy-
chological and sexual abuse.

The MASA has recently issued a code, which was prepared for MASA
by the South African Pediatric Association, on the treatment of
children in detention. 28). The code which in detail recommends
safeguards against maltreatment of children and for the protec-
tion of their development, was welcomed as a contribution to the
improvement of the condition of children in prison, also by PDSC,
NAMDA and OASSSA. These organisations, however, stated that the
"goal is not to have children in detention at all"” and that "de-
tention of children could not be made acceptable by improving
conditions in prisons" 29).

Parents and psychologists have for years continuously stressed
the disastrous effects of detentions on children. The risk of a
distorted mind, a debilitated mental health and stability provo-

kes enormous problems for the future. 23, 24, 26, 30, 31, 32).

Sexual abuse

The proportional figures of sexual abuse is relatively low. The
figure may, however, not be accurate, but an underestimation.
Sexual abuse is not as openly discussed in South Africa as other
forms of abuse. It is not specifically asked for by the DPSC and
NAMDA workers. The absence of concrete and direct questions about
sexual abuse in combination with the generally well-known self -
censured silence of victims of sexual abuse, constitutes a bias

for a low figure of sexual abuse.
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While sexual abuse in detention is not reported frequently, it is
mentioned as a form of informal violence outside detention, es-
pecially in townships

In April 1987 a case was reported of an 18 year old detained
girl, who was transported in a prison vehicle with 12 male cri-
minals. During the ctransport she was raped several times and
subsequently killed.

The MASA’s code for the handling of children in detention 28),
advises separation of sexes and from criminals and adults, for

reasons of abuse, notably sexual abuse.

Detainee service

Detentions have become a major site of resistance. In the wake of
the death in detention of Dr. Neil Aggett and the detentions of
trade union workers and leaders in 1981/1982, the Detainee’s Pa-
rent Support Committee was formed.

The DPSC compiles, describes and reports extensive data of indi-
viduals in detention and provides information for relatives about
detainees. 9 - 12). The DPSC has established credibility natio-
nally and internationally for its reliable informaction.

One of the activities of DPSC is the compilation of a comprehen-
sive report on each individual detainee upon his or her release,
provided that the detainee conctacts the DPSC. The report compri-
ses length and place of detention, legal aspects, charge (if
present), complaints, medical and psychological aspects. The de-
tainee is helped to find his or her way to a lawyer and a doctor
The doctor takes a detailed history and performs detailed physi-
cal examination. In addition, he makes a psychological assessment
of the ex-detainee and, i1f necessary, refers him of her to a
psychologist or psychiatrist for psychotherapy or counselling.
NAMDA has developed a comprehensive protocol for the examination

of ex-detainees. 33).

This network of committed voluntary and professional people is
called the Detainee Service, and ex1sts 1n a8 growing number of

(major) centres. The Detainee Service 1s ilmportant in two dis-
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tinct ways: the ex-detainee is helped in an optimum way, and the
compiled data provide an impressive amount of documents that
contribute to challenging the system of detentions.

The Detainee Service, however, is limited in resources and per-
sonnel. Those working in the Detainee Service usually have a full
time job and are often overloaded with work.

The "offices" of the Detainee Service - DPSC, doctors, lawyers,
psychologists - are often far away from places of detention or
residences of ex-detainees. This means that an ex-detainee - e.g.
a resident from a remote area in a "homeland"” - may find it dif-
ficult to find funds, and motives to visit a faraway place and to
tell in full detail the emotional story of his detention and the
rortures he or she went through to subsequently a DPSC worker, a
lawyer, a doctor and eventually a psychologist.

Large numbers of ex-detainees nevertheless find their way to the
Detainee Services and receive the assistance they need and pro-

vide the service with up-to-date information on detentions.

Counselling

When the ex-detainee is examined by a docgor, the psychological
assessment may indicate a need for psychological counselling. In
that case the ex—~detainee is referred to a psychologist or psy-
chiatrist, often within the context of OASSSA (Organization of
Appropriate Social Services in South Africa).

The objectives of the counselling or psychotherapy are described
as follows: "alleviating feelings of guilt, fear and humiliation;
and restoring the individual to his/her premorbid level of
functioning™. 34).

The first goal is to offer the ex-detainee an empathic atmosphere
to relate his or her history of detention and to normalize
his/her feelings. Sharing of experiences and fears in group ses-
sions 1s considered beneficial.

Psychological counselling of ex-detainees in South Africa differ
widely from counselling violence victims in other countries,
where refugees seek and receive help far away in place or/and

time in a friendly environment. In South Africa, however, psy-
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chologic counselling usually is a short process (basically one
session therapy) because the ex-detainees can never be certain to
come again, for geographical or security reasons, or because they
have been redetained or killed. As Lloyd Vogelman, head of OASSSA
and a Clinical psychology and Community mental health care lec-
turer at the University of the Witwatersrand said: "torture re-
habilitation centres in Europe removed survivors from the envi-
ronment in which they had been persecuted. In South Africa, ho-
wever, victims of state violence not only returned to townships
virtually occupied by Security Forces, but often engaged in po-
litical activity which increased the threat of further persecu-
tion. 35).

An intriguing discussion 1s going on in NAMDA and OASSSA about
the view and position of the ex-detainee.

On the one hand psychologists stress the need to expose the
psychological damage to individuals, families and society by or-
ganized violence, and on the other hand they warn against indi-
vidual victimization and decontextualisation. In other words: is
every ex-detainee because of the suppression he or she went
through, a psychiatric patient? The answer is negative: the many
thousands of ex-detainees cannot be regarded as individual pa-
tients; the psychologic counselling some of them need, should be
placed in the context of the sociopolitical reality of South Af-
rica, and in the perspective of the liberation from repression.

31)
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SECTION III: PROFESSIONAL INTEGRITY

The case of Dr. K.

Dr. K. is a general practitioner in a black township. As an
African he was trained at the open (multiracial) Medical Fa-
culty of Natal University in Durban and worked there after
graduation for 3 years. He remembers that violence victims
could not safely be treated in the hospital he worked in. Some
hospital staff voluntarily divulged names of unrest victims,
especially when having gunshot wounds, to the police. The po-
lice sometimes intruded emergency wards in order to arrest
patients after treatment.

Unrest victims often chose not to report at emergency rooms. It
became necessary to develop a safe network for treatment of
unrest victims. Dr. K. became one of those actively involved.
Unrest victims were admitted through a hospital backdoor -
after sometimes having been collected in the doctors’ private
cars. They were given fake names, and X-rays and laboratory
tests were performed by Dr. K. himself. The treated person was
dismissed under the same fake name. Now, working as a general
practitioner in a township, Dr. K. faces similar problems when
treating violence victims. During unrests he frequently expe-
riences trouble caused by police or army, His secretary was
asked for names, or the entrance of his practice was blocked
by police trucks (casspirs) preventing patients to go in or
out. Patients were sometimes harassed or arrested. Severely
wounded patients were unable to leave the township in order to
report at the hospital because the township was sealed off by
police or army. Ambulances were at times not trusted because
the driver was possibly a plain-clothes policeman. And Emer-
gency Service Teams were prevented by the police to come into
the township when they wanted to enter the township.

These experiences necessitated Dr. K. to take refuge in one of
the townships’ churches during unrest. The church 1s more
difficult to be blocked by cars and police are less likely to

come in.
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It was necessary to develop safe facilities for transport of
wounded people. Dr. K. now participates in First Aid programs
for township inhabitants, in cooperation with the Emergency

Services Group (personal account Dr. K.).
Introduction

As many other countries in South Africa the integrity of the me-
dical and nursing profession is frequently impinged upon and
violated.

Individual health workers and organizations or institutions have
faced intolerable limitations of this professional integrity.
These limitations are of very different character: they may be
individually imposed upon health workers, like detention or ban-
ning, or they may exist as a threat: to be expelled from medical
practice, as informal violence, or as a state or self-imposed
censorship.

In this report the different forms and extents of limitations and
violations of professionai incegrity will be described.

The position of professional medical and nursing bodies and their
reactions to structural or incidental violations of professional
integrity will be discussed.

Professional integrity is defined as the freedom to perform the
professional medical and nursing duties to patients entrusted to
the care of doctors and nurses, in their full extent, according

to the internationally accepted ethical standards.

For centuries doctors and nurses have been aware of their duty to
be dedicated to the care of their patients, and of the duty to
keep their secrets.

After the Second World War international organizations like the
World Medical Association and the United Nations have been very
specific about the preservation of professional integrity.

Not only does the text of the Declaration of Geneva (WMA 1948,
1968, 1983) read:

"The health of my patient will be my first consideration”;

"I will not permit considerations of religions, nationality,
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race, party politics or social standing to intervene between
my duty and my patient"”,
but it is also specified in "Regulations in times of Armed
Conflict"” (WMA 1956, 1957, 1983) that:
"Medical Ethics in time of armed conflict is identical to medical
ethics in time of peace”;
"The members of medical and auxiliary professions must be granted
the protection needed to carry out their professional activities
freely .... .... Free passage should be granted whenever their
assistance 1s required. They should be afforded complete pro-
fessional independence”;
"The fulfilment of medical duties and responsibilities shall in
no circumstances be considered an offence. The physician must

never be prosecuted for observing professional secrecy".

The United Nations’ "Principles of Medical Ethics” (1982) state
(Principle 1) that:

"Health personnel, particularly physicians, charged with the me-
dical care of prisoners and detainees have a duty to provide
them with protection of their physical and mental health and
treatment of disease with the same quality and standard as is
afforded to those who are not imprisoned or detained."

The principle of professional integrity is also laid down in the

United Nations "Code of Conduct for Law Enforcement Officials"

(article 6):

"Law enforcement officials shall ensure the full protection of
the health of persons in their custody and, in particular, shall
take immediate action to secure medical attention whenever re-

quired. "

The importance of professional integrity is also stressed in the
report of the Special Rapporteur to the United Nations Commission

on Human Rights. 36).

It is laid down 1n internationally accepted codes of medical
practice that the protectioti of proféssional integrity is the

responsibility of the international community.
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Paragraph 6 of the WMA Declaration of Tokyo (1975) states that:
"The WMA will support and should encourage the international
c;mmuniry, the national medical associations and fellow doctors
to support the doctor and his or her family in the face of
threats or reprisals resulting from a refusal to condone the use
of torture or other forms of crual, inhuman or degrading treat-
ment ",

And the British Medical Association also believes that: "The me-
dical profession has a responsibility to support any practitioner
who refuses to keep silent about abuses of human rights” and that
"doctors having knowledge of any activity covered by the Tokyo
Declaration have a positive obligation to make those activities

publicly known.

The above mentioned quotations of international codes and decla-
rations make it clear that violations and limitations of profes-
sional integrity should be taken seriously and exposed to the

international professional and lay community.

Limitations and violations of professional integrity

During the visit to South Africa a considerable number of limi-
tations of professional integrity of various kinds have been re-
ported to the delegation. The major part of information was re-
ceived from health professionals themselves who had been or still

were exposed to these limitations.

Physical and situational limitations

Although the most obvious violation of professional integrity
occurs during unrest, it should be mentioned that health workers
in South Africa have to "live" with daily limitations of profes-
sional integrity following apartheid regulations.

The Group Areas Act prevents e.g. black doctors to practise in
white designated areas, black nurses and students are not allowed
to have accommodation near the hospital where they work if the
hospital is located in a white designated area; they are forced

to travel considerable distances to their townships.
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Apartheid regulations force health workers to take decisions,
which have no medical or nursing grounds e.g. transport of pa
tients to a racially designated hospital. These decisyons ave
irrational and at times dangerous (delay in time) and have even
resulted in casualties,

In times of unrest practices of private doctors and emergency
rooms of hospitals have become part of the public area of
confrontation between citizens and police or army.

In several places the police have forced their way into emergency
rooms to arrest suspects and wounded victims. Actual prevention
of medical care took place by blocking the entrances of health
care premises by vehicles and police or army personnel.
Especially during the State of Emergency medical treatment has on
several places physically been prevented by policemen. In 1986
two doctors in Chamdor near Krugersdorp had policemen in their
surgery threatening them not to treat gunshot victims: the fami-
lies of the doctors were also threatened. These kinds of inci-
dences happen regularly and have at times led to tense rela-
tionships between health workers and police,

Other ways of preventing medical care are: arrests of suspects in
surgery, in waiting rooms, announcing arrest as soon as first-aid
treatment is finished, and harassment of patients in hospitals
(e.g. by handcuffing them to a bed). Some sources had the
impression that there was at times a special strategy of arres-
ting suspects: by shooting them it was more "convenient" to ar-

rest them in a hospital or clinic, than outside on the street.

The fear of "unsafe" hospitals has caused many unrest victims to
stay away and not to attend hospitals, resulting in disease, dis-
ability and even death.

South African black townships have been designed in such a way
that it is very easy to seal them off. The few roads to and from
the township, with roadblocks for police and army control, make
this possible. In times of political violence or civil war the
townships are sealed off and ambulances and doctors cannot get
in. Official health services collapse and community based health
services, which are being developed by community (women, youth,

trade union) groups are of increasing value,
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It is estimated that several thousands people received gunshot
injuries in Crossroads and NTC squatter camps (Cape Town) during

the 1986 unrests

Violation of professional secrecy

Violation of professional secrecy is a frequently heard
complaint.

Besides suspected or established telephone tapping, history ta-
king is overheard by plain-clothes policemen in overcrowded
emergency rooms where privacy is absent. Doctors, nurses and ad-
ministrative staff are asked for names of victims, and if "non-
cooperative” they are forced to give information, usually by
threats of violence against the health worker or his/her family.
If they are prepared or forced to cooperate with the police, they
give the police a copy of the daily emergency room admission re-
giscer.

Generally nurses and clerks are, because of lower social status,

more likely to suffer from police pressure to give information.

One of the most notorious breaches of professional secrecy was
the incident at Alexandra Clinic in Johannesburg in 1986.

After a manifescation in Alexandra Township where a crowd was
shot at by the police using shotguns, the police requested pa-
tients files, especially of those with shot wounds. The clinic’s
medical director turned down the request on grounds of profes-
sional secrecy. The police then seized the patient files by for-
ce. Only after the medical director informed the police that they
were actually obstructing proper medical care, the files were
returned. The incident caused a national and international
outcry.

Less known is the remark of Dr. F.P. Retief, Director-General of
the Department of National Health, that Alexandra Clinic "was the
only clinic on the Reef which had refused to cooperate with the
police”. "This", according to Alexandra Clinic’s medical director
Dr. T.M. Wilson, "was meant to be an insult, but I regarded it as
a compliment”. It was rather sad to learn that other clinics ap-
parently lend the police easier access to confidential informa-

tion."



53

The district surgeon’s duties towards professional secrecy are
particularly difficult. In several places the doctor’s notes are
directly accessible to prison authorities.

The fact that the district surgeon has a legal obligation to give
confidential information upon court order (security legislation
makes this provision easy) and that a detainee must be accompa-
nied by his full medical record when being transferred, the pro-
fessional secrecy of the district surgeon and the confidentiality

of the detainee’s information is a utopia.

At the time of the 5th NAMDA Conference (april '87) a newspaper
reporter was subpoenaed to divulge the names of the doctors who
did research on the sequelae of detentions and torture. The re- -
porter had published the outcome of the research.

The doctors might subsequently be subpoenaed to divulge the na-
mes of their informers, i.e. their ex-detainee patients. If,
then, the doctors maintain their professional secrecy and refuse
to give their patients’ names, they are liable to serve prison
sentence for up to 5 years. If they give the names, they violate

their professional duty and spoil the trust of ex-detainees.

Detentions, imprisonments and bannings

Several members of the medical and nursing professions have been
detained without trial. In these cases no charge is known, but
political activity or reasons following professional ethical at-
titude can safely be assumed. Some have been imprisoned for po-
litical reasons, some have been banned. Among those who have been
in detention are:

Dr. Essop Jassat, Dr. Zola Dabula, Dr. Vuyisile Madikizela, Dr.
Aubrey Mokoape, Dr. Mamphele Ramphele (detained and banished upon
release), Dr. R. Saloojee, Ms. Albertina Sisulu, S.R.N., Dr.
Mvuyo Tom, Dr. Deliza Mji, Dr. Farook Meer, Dr. Joe Phaahla, Dr.
Zweli Mkhize, Dr. Riedman Pillay, Dr. Vijay Ramlakan, Dr. Maxwell
Dhlomo, Dr. Mike Nazo, Dr. Motala, Dr. U. Chetty, Dr. Frances
Hlahla, Dr. Abubaker Asvat, Saths Cooper (psychologist) and the
medical students Percival Mahlati, Lulamile Xate, Pumeza Nxiweni,

Arleta Ngobese, 37, 38)..
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Deaths in detention

The DPSC has lisged 65 deaths in detention since detention wi-
thout trial was introduced in 1963, and 26 persons who died while
being held in police custody since 1984. Among the victims are
the following health workers:

Pr. Nanaoth Ntshuntsha (died 8-1-1977), Dr. Hoosen Mia Haffejee
(died 3-8-1977), Steven Bantu Biko (died 12-9-1977), Dr. Neil
Aggett (died 5-2-1982), Dr. Batanda Ndondo (died 24-9-1985). All

showed traces indicating torture.

Informal violence

Anonymous threats by letter or by telephone ;re regularly recei-
ved by health workers associated with progressive or human rights
organizations,

During the mission to South Africa one of the hosts of this de-
legation received a sophisticated postcard with rubber toy tire
and a text suggesting threat with necklacing.

Dr. Fabian Ribeiro, a Mamelodi (near Pretoria) general practi-
tioner, and his wife were murdered in their house by a death
squad. Newspaper reporters and witnesses could trace the car used
by the murderers to & police officer. The case has never been

satisfactorily dealt wicth.

Suspension of duty

Some health workers have been prevented to do their duty for ob-
vious political reasons.

A matron in an Unlazi hospital (near Durban) disciplined a nurse
who was campaigning for Inkatha (the political movement of chief
Butheiezi). The matron was subsequently suspended and transfer-

red, and her disciplinary action was overruled.

Kwazulu’s Chief Minister Gatsha Buthelezi demands of all people
in the Kwazulu Government Service that they sign an oath of al-

legiance. Many health workers have refused to sign the oath, and
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have come in trouble. Some doctors have been dismissed from,
others were not employed, because of their refusal, in Prince

Myshiyeni Hospital in Umlazi township near Durban.

Dr. Wendy Orr, after she had exposed torture cases in detention,
was suspended from her duties as prison doctor: she was not al-
lowed to contact detainee-patients. Curious detail is that her

superior who issued the suspension, was Dr. I. Lang, one of the

disciplined Biko-doctors.
Censure

Different kinds of censure can be regarded as limitations of
professional freedom or integrity. A considerable degree of self
or imposed (informal) censure occurs in many clinics, where
"health talks" are organized for clinic attendants.

Various health related, sometimes highly topical subjects like
poverty related diseases, waterborne diseases, housing and sani-
tation in relation to health, occupational diseases and disabi-
lity (following a mine-disaster), malnutition, and health effects
of forced removals, are relevant health issues, but also politi-
cal issues. Clinic authorities sometimes collide with local or
municipal authorities and the "health talk" 'is formally or in-

formally forbidden, for obvious political reasons.

Expatriate doctors and nurses have a position which forces them
to be very cautious for the risk of being expelled from the
country. Particularly in community based primary health care
projects when political issues are at stake, an outspoken point

of view may collide with authorities with risk of expulsion.

One expatriate (Polish) doctor gave evidence in court in a tor-
ture case against the police.. Fear of problems afterwards made

him to flee the country soon after having given evidence.



56

Disciplining the profession: the SAMDC

The official body to discipline the medical and dental protession
in the South African Medical and Dental Council (SAMDC).

The SAMDC holds a register of all medical and dental practitio-
ners and has the task to discipline doctors and dentists when
necessary. The SAMDC is a statutory body, composed of 3 sections:
only one third exists of elected members of the medical and den-
tal profession, the others are state appointed and ex officio

members.

Although the purpose of disciplining the profession 1is the pre-

servation of professional standards some remarks can be made.

Apartheid regulations may lead to decisions or actions which are
medically irrational and occasionally this has led to casualties.
Since the SAMDC is a government body, it has not challenged the
apartheid regulations where this would be necessary from a medi-

cal point of view.

The SAMDC has consistently refused to conduct a full investiga-
tion into the alleged involvement of doctors in the death of
Steven Biko, now ten years ago. Steve Biko, a black conscious
movement leader and medical student, was tortured in detention,
and after having been transported from Port Elizabeth to Preto-
ria, died on 12th September 1977 on a Pretoria prison floor. The
doctors who saw Biko ignored the signs of the brain damage he
showed, and had agreed to the 700 miles transport by road.
Although already in december 1977 a complaint was lodged with the
SAMDC against the responsible doctors (Tucker and Lang), it took
over 2 years before, during a special meeting of the council of
April 1980, the committee of preliminary inquiry concluded that
"there was no prima facie evidence of improper conduct on the
part of the practitioners. The committee thus therefore resolved
that no further action be taken in the matter". 39).

In reaction to the widespread criticism with the decision, the

President of the SAMDC said after a special meeting on June 17th



57

1980 that "the matter was thoroughly debated and is now closed”
4a0) .

One member of the council told Prof. Jenkins later that cthat
special meeting was devoted partly to a discussion on the "com-
munist threat" and the "total attack” on South Africa. 22).

The MASA’s executive council "was satisfied that the decision of
the council was in no way subject to extraneous influences and
that the integrity and motivation of the members of the council
with regard to this matter are beyond question."™ 22).

Many medical professionals were critical about the SAMDC's ruling
and MASA’'s attitude, and privately or in public disagreed
strongly. 41).

It was through the persistent action of a group of concerned in-
dividual doctors (Prof. Tobias, Prof. Ames and Prof. Jenkins)
that finally the Transvaal Supreme Court early in 1985 ordered
the SAMDC to hold an inquiry into the conduct of the doctors
concerned. Dr. Tucker was eventually removed from the register

and Dr. Lang was suspended.

The Biko case is the most notorious case in which the political

preference over medical ethics became clear.

Complaints against district surgeons about ill- or non-treatment
have been lodged with the SAMDC (e.g. on behalf of Mbonjeni
Bentley in 1980 and Marcus Motaung in 1982, both alleged ANC-

members). The council has not investigated the complaints.

On the other hand the SAMDC has used its disciplinary powers
against politically active doctors. In December 1985 doctors who
supported nurses and other hospital workers who undertook trade
union actions in Baragwanath Hospital in Soweto, and doctors who
had protested against military presence in townships, were rebu-
ked. 37).

In 1985 Dr. Aubrey Mokoape received a letter from the SAMDC in
1985 ordening him to appear before a disciplinary committee for
holding a criminal record. In 1977 Aubrey Mokoape - then a medi-

cal student - had peacefully rallied for Frelimo in Durban and



was arrested for political reasons. He was found guilty under the
Terrorism Act and subsequently sent to Robben Island where he
served a 5 years prison sentence. Upon release he finished medi-
cal school and started a private practice in Durban. .

He appeared before the disciplinary committee; the case was
eventually dismissed over a technicality (there was no complai-

nant) .

In his opening address to the 12th meeting of the SAMDC in April
1986, the President, Prof. F.G. Geldenhuys, said: "... practi-
tioners should act within the law. If a practitioner is convicted
in a court of Law Council must consider the matter. In the case
of an offence, whether it be politically or criminally inspired,
Council would in my view, take disciplinary steps if the practi-
tioner concerned, and that includes all persons registered with
the Council, participated in any action which caused injury or
damage to a person. Such action cannot be reconciled with the
tradition of the profession”, and "Council must strive to enhance
the health of the population. It follows that council cannot
condone any action which is aimed at impeding the promotion of
health, such as for instance calls on overseas practitioners not
to come to South Africa to render assistance to local pracrtitio-

ners and patients". 42).

Since South African law and especially security legislation and
provisions under the State of Emergency make it extremely easy to
identify any opposition or political action as criminal, it fol-
lows that those practitioners concerned are not only threarened
by law but also by disciplinary action from the SAMDC. The "of-
fences" include maintaining professional secrecy, political op-

position, and advocating an academic boycot.

The above mentioned examples illustrate that the SAMDC is not an
impartial body to protect only the medical and dental standards
but also has shown political preferences: allegations that the
SAMDC have been a part of state repression seems to have ground.

38).
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PROFESSIONAL ORGANIZATIONS

Health professionals in South Africa deal in many different ways
with lawlessness, apartheid, violation of human rights and pro-
fessional integrity. As in any other country, health professio-
nals are partly a product of their society.

However, both individually and organized, the health professions
have produced strong advocates of human rights and strong oppo-
nents of apartheid, detentions and violations of human rights and
professional integrity.

Some do so on & strictly private basis, others take initiatives
which are very instrumental in the struggle for justice and human
rights.

Individual doctors took the initiative to force the SAMDC to
discipline the "Biko-~doctors"”.

The Faculty of Medicine of the University of the Witwatersrand
resolved on June 27,, 1980, to publicly dissociate itself from the
decision of the SAMDC.

Trefor Jenkins, head of the ethical committee of the same facul-
ty, recommended a8 modified Hippocratec Oath, since many students
felt that the Hippocratic Oath could not be taken in present-day

South Africa. 43).

The Medical Association of South Africa (MASA)

MASA is the largest medical professional organization in South
Africa, with membership of the majority of all South African
doctors. It is a non-statutory body serving and promoting the
interests of its members and the quality of medical care.
Dentists in South Africa are organized in a similar association:
DASA (Deptal Association of South Africa).

"MASA wants to be a home for all doctors", says Dr. LeRoex,
chairman of the Federal Council of the MASA "and stays out of
politics”. Portraying NAMDA as an organization of political ac-
tivists rather than health professionals, he confirms that the
MASA regards subjects like apartheid, the new constitution, and
detentions as political affairs on which MASA will not make any

statements.
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The imposed independence of the "homelands" of South Africa was
formally underlined by MASA by its support of the formation of
the Transkei Medical Association.

Althouéh many individual MASA members have expressed their con-
cern and reject detentions, the MASA has not officially denounced
detentions.

Dr. LeRoex considered the role of MASA in the Biko case as "un-
fortunate”, MASA issued a "Report on Medical Care of Pri§oners
and Detainees” on 21st May 1983, advocating safeguards for proper
medical care and independence of the district surgeon.

The report, however, does not denounce detentions as such and
accept a period of 7 days of solitary confinement, which is in
contradiction with the declaration of Tokyo of the World Medical
Association, which the MASA as a member of the WMA is supposed to

endorse.

South African Medical Journal (6AMJ)

The SAMJ is the official organ of the MASA, and in South Africa
the most widely circulated forum of information and discussion
for the medical profession.

Individual practitioners have access to the correspondence co-
lumns of the SAMJ. The Federal Council of MASA has decided, ho-
wever, that letters or articles from NAMDA "should not to be
published in the SAMJ".

Censuring NAMDA from SAMJ has made it difficult for NAMDA to de-
fend itself against allegations from colleagues that it is advo-
cating an academic boycott. This "hot issue” has been discussed
at the 1986 AGM of NAMDA, but never reached a stage beyond "pro-
posal”. The motion has not been accepted. 44).

The exclusion of NAMDA from SAMJ has necessitated NAMDA to pu-
blish in foreign medical papers,

It seems that the SAMJ has no real editorial independence and has
unfortunately disqualified itself as a freely accessible forum

for discussions on health care and policy.
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World Medical Association

Following the refusal of Japan to grant visas to MASA delegates
to attend the WMA meeting in 1976 in Japan, the MASA withdrew
from the WMA.

Secretary General of the WMA, Dr. André Wynen, has been instru-
mental in the readmission of MASA to the WMA in October 1981.
During & visit to South Africa in February 1980 Dr. Wynen stated
that "South Africa’s medical service is amongst the best in the
world and we would like to have her back in the family".

MASA’s readmission caused a large numer of members to leave the
WMA. Medical associations of black African Countries have subse-
quently established the Confederation of African Medical Asso-
ciations and Societies (CAMAS).

The WMA planned to have its 1981 annual congress in Cape Town,
but after strong domestic and foreign protest the WMA council
decided to switch the venue to Brussels. At the same time the
council decided to send an investigative team to see what the

conditions in medicine truly are in South Africa.

The secretary of the British Medical Association, Dr. John Havard
wrote to the secretary general of the WMA, Dr. André Wynen:

"1 have been asked by the representatives of the national medi-
cal associations of Denmark, Finland, Ireland, the Netherlands,
Norway, Sweden and the United Kingdom, meeting in London on 15-
16 February 1985 to convey to the council of the World Medical
Association in the strongest terms their disapproval of the de-
cision to hold the 37th World Medical Assembly in the Republic
of South Africa. This decision, together with the fact that cthe
Transkei Medical Association will be participating in the
meeting as a national medical association, is bound to be in-
terpreted as an endorsement by the WMA of the apartheid policy

in South Africa", 45).

During a visit of WMA’'s Council chairman Dr. L.L. Wilson to South

Africa in 1984, he apparentely was satisfied with "MASA’s policy
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that there should not be discrimination between the services
rendered to individuals on the basis of race or colour.". 46).
Dr. Wilson’s visit has been instrumental in establishing the
"independent doctors panels" as recommended by the MASA. Accor-
ding to Dr. LeRoex, the visit made the government to accept the
achieved compromise. The WMA has not commented on the contradic-
tion between the WMA Declaration of Tokyo and the retention of
isolation and the whole process of detention, in MASA’s report

"Medical Care of of Prisoners and Detainees"

The South African Nurses Association (SANA)

The South African Nurses Association is the largest association
of health professionals in South Africa. The association is clo-
sely linked with the South African Nurses Council (SANC), a sta-
tutory body which holds a register of all nurses and maintains
the quality and discipline of the profession.

In 1983 the SANC had registered approximately 60,000 nurses. ).
Registration is on racial basis.

The SANA has reinforced the government’'s homeland policy by
creating "independent”™ nurses associations in "independent home-
lands".

Membership of the SANC and SANA is obligatory and membership dues
are deducted at source. Apartheid has penetrated strongly in the
SANA. The Executive Council consists of 5 white membersb(for
30,000 white nurses), 2 African, members (for 24,000 African nur-
ses), 1 Indian member (for 1,000 Indian Nurses) and 1 coloured
member (tpr 5,000 coloured nurses)

This strictly unequal representation guarantees white domination,
The SANA is not a member of the International Nurses Council be-
cause of its racial discriminatory organization.

The SANA does not challenge apartheid. Especially by African
nurses, the SANA is experienced as an instrument of repression
rather than a body of representation.

As SANA membership is obligatory and strike is forbidden, an al-

ternative means of organization is very difficult. For South Af-
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rican nurses it is virtually impossible to organize themselves in
a democratic way. Another reason is that nurses work in a fairly
hierarchic structure with strong vertical control, and have no
alternative but government or corporation service. Unlike doc-
tors, nurses cannot "go private”,

While nurses have a pivotal position in health care, are largest
in number, and are considered by mAny to be the stronghold of
South Africa’s health care, they have a most vulnerable position.
Failure to represent or support nurses by SANA was demonstrated
during the incident of Baragwanath Hospital (Soweto) in 1986.
Over 2,000 hospital workers, including 1,000 student nurses were
summarily dismissed over a stay-away action following alleged
failure of hospital authorities to hear grievances of working
conditions. Trade unions and progressive organizations like the
Health Workers Association supported the student nurses, but the
SANA said that "These students have ruined their position in che
nursing profession and damaged public trust in the profession”.

47).

The feasibility of an alternative (democratic) nurses organiza-
tion has been discussed thoroughly, i.a. within NAMDA. Although
the importance of such an organization is recognized by NAMDA, it
was decided on the 1987 AGM of NAMDA that nurses could only be

associate members.

National Medical and Dental Association (NAMDA)

This is a professional organization of doctors and dentists as
full members, and medical and dental students and other parame-
dics as non-voting associate members.

NAMDA has over 1,000 members (since early 1987 fast growing),
with branches in every major centre and most of the countryside
of South Africa. o

The organization was founded in 1982, by doctors and dentists,
who were desillusioned in the way in which the existing medical
organization MASA (Medical Association of South Africa) had fai-

led to challenge the effects of apartheid on health and had fai-

led to urge the South African Medical and Dental Council to di-
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scipline the doctors who were responsible for Steve Biko when he

died. It was felt that MASA had only cautiously commented on

violations of human rights by the detentions and other torms of
organized violence,

The professional responsibility for the implementation of a

health policy is expressed in the preamble of the constitution of

NAMDA 48). ; we

- Accept the WHO definition of health as a state of complete
physical, mental and social wellbeing and not merely as the
absence of disease or infirmity.

- Believe that the right to health is a basic human need which
should be assured to all people irrespective of sex, race, co-
lour, political bhelief, economic or social condition.

- Commit ourselves to create the conditions for optimum health in
South Africa which can only exist in a free and democratic so-

ciety.

NAMDA’s program of activities can be divided into 3 areas.

1. Healcth policy; challenging the government on the effects of
aparctheid on health, challenging the effects of fragmentation
of health services, and the development of alternatives for
health policies in a free South Africa.

On many occasions NAMDA has challenged effects of apartheid;
in many studies and analyses the ill effects were substantia-
ted and alternatives were offered. 49, 50, 51)

An extensive program of primary health care projects has been

initiated 52).

2. Health under repression: detentions and emergency services.
The effects of detentions are documented. NAMDA provides me-
dical services to ex-detainees. Together with other organiza-
tions like DPSC, OASSSA and LRC'’s, NAMDA constitutes a detai-
nee service.

Emergency services are related to police activities in the
townships. Teams for emergency service are offered in time of
unrest or expected confrontation, and community members from

the townships are trained in first aid and health care orga-
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nization. NAMDA participates in the organization of Emergency
Services Groups; presently. over 900 first aiders from commu-
nity, youth and women organizations have been trained and
provided with essential materials.

NAMDA has researched and reported on the effects and use of
teargas (CS), especially in confined spaces, issued recommen-
dations, 50) and about ballistics and wounds caused by dif-
ferent types of bullets 50).

Research is done and reports are published about the medical

care of detainees, about the effects of torture. 20).

3. Mobilizing the medical and dental professions to play a mea-
ningful role in changing South Africa into a free and non-ra-

cial society.

The Association has established many international contacts, and
visited international congresses. NAMDA's president Dr. Diliza
Mji received this year the Samuel Reuben Peace and Justice Award

(UsA).

The fourth annual conference of NAMDA was a milestone; according
to the executive council of NAMDA it was the most successful
conference and marked the increased momentum that NAMDA gained.
The conference was attended by over 500 delegates, including
eleven overseas guests, and was widely covered by the press,

The conference theme was "Towards a National Health Service",
papers presented included a historical view of National Healrth
éervice, analyses of facilities, manpower and education, papers
on privatisation and fragmentation.

A major part of the conference was dedicated to "health under
repression”. In this section papers were presented about the ef-
fects of repression on children, the treatment of detainees, pa-
tient care under repression and emergency service,

During this part of the conference the delegates of the Johannes
Wier Foundation have delivered their speeches.

The impression one got of the conference is probably best

described in terms of dedication and inspiration. The large lec-
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ture hall of the University of Western Cape contained the
hundreds of dedicated members from all parts of South Africa,
from faraway corners of the rural areas to universities and re-
search institutions, from various backgrounds and "colours". Ir
impressed as an aforeshadow of post-apartheid South Africa.

The sincere and high-level discussions of experts on the effects
of various health systems and the quality of the analyses of the
present situation marked the collective conviction of the need of
change in South Africa. The question was not "if" but "when" and

"how".
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CONCLUSIONS

APARTHEID

1. The racial segregation policies of the government of South
Africa strongly reinforce socio-economic inequality in South
Africa, and has to a large extent an impact on the health de-
terminators and accessibility of health facilities of the va-

rious race-groups in South Africa.

2. Independence imposed by the South African government on the so
called "homelands", has resulted in a concentration of
unemployment, undernourishment, high infant mortality and low

life expectancy for inhabitants of the "homelands”.

3. Medical and nursing decisions are sometimes irrational and
even fatal because they are not solely made on medical or
nursing grounds but also in the framework of the existing

apartheid policies.

4., Fragmentation of health services for the various race groups
following the introduction of the new constitution in 1983
increases medical irrational behaviour and management; it
deepens the interracial gaps and creates a burocratic elite in
the non-white groups, which has an interest in maintaining

apartheid.

5. Disciplinary supervision of the medical profession operates
within the context of the apartheid regulations. These are
irrational from medical and nursing point of view and are in-
compatible with international ethical standards.

6. Professional bodies:

a. The South African Nurses Association (SANA) is a racially
structured body. The majority of non-white nursés is "rep-
resented"” by a statutory white majority in the executive

council. Membership is obligatory for all nurses. Many
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nurses regard SANA as an instrument of repression rather

than as a representative body.

SANA has stimulated the “"homelands"™ to create their "own"
nurses associations. SANA is not a member of the Interna-

tional Council of Nurses, because of its racial structure.

The Medical Association of South Africa (MASA) is a non-
racial, white dominated organization representing the ma-
joricty of South African doctors.

Although many individual members have challenged apartheid,
the MASA has not done so as an organization.

The MASA has not sufficiently been able and willing to ac-
commodate professional opposition against apartheid and
detentions as oppressive policies.

The MASA has supported homeland policy by the creation of

the Transkei Medical Association.

The National Medical and Dental Association (NAMDA) is a
national non-racial organization of medical and dental
practitioners, representing a minority of doctors and den-
tists. The members of this association have individually
and as an organization committed themselves to a democratic
and non-racial society and system of health care in South
Africa.

They consistently monitor and expose health effects of
.apartheid, detencions and violations of human rights. NAMDA
doctors participate in the detainee service and regularly
publish about the effects on the health of persons subjec-
ted to detention or torture.

NAMDA participates increasingly in international conferen-
ces.

NAMDA offices have been raided at least 3 times by South
African police. Executives and members of NAMDA have been
the victims of harassment, detention and abuse by security

forces and informal violence or threats.



69
DETENTIONS

1. Being the most obvious aspect of a wide range of repressive
methods, detentions constitute a serious threat to the mental
and physical health, both during and after detention of the
detainee and a considerable stress to his or her relatives and

social support system,

2. Torture and other forms of cruel, inhuman or degrading treat-
ment, both of phisical and psychological nature, are applied
to large numbers of detainees,

Various forms of physical and psychological ways of torture
have been reported. o

Alleged assaults are remarkably consistent with the findings
of examining doctors. Physical sequelae may sometimes be vi-
sible and disability may follow. Post detention psychiatric
syndromes frequently occur, especially the Post Traumatic

Stress Disorder, and Major Depressive Episode (DSM IIT).

3. About 40% of the detainees are children (persons of 18 years
and below). Children are and have been tortured and maltreated
to the same extent as adults.

Children are exposed to additional violence since they are
frequently incarcerated with adults and at times with convic-

ted criminals who abuse them sexually too.

4., Sexual abuse is relatively unfrequently reported. The reported
incidence is probably low because of the taboo coﬁnected with
this subject in South Africa. Ex-detainees are not interviewed
specifically about sexual abuse (contrary to other forms of

physical abuse) by the detainee service.

5. The Medical Association of South Africa has produced a report
on the treatment of detainees and prisoners. The recommenda-
tions of the report are considered as a positive step, but too
limited in scope, and concessive to political pressure from

the government.
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o \
The MASA does not per se denounce detentions as detrimental to
health. It accepts a limited (7 days) period of solitary con-
finement.
MASA considers its report as the best achievable; however, the
contents partly contradict the Declaration of Tokyo (1975).
One of the recommendations provides for the establishement of
a panel of independent doctors. The conditions upon which a
doctor may ‘sit on the panel and may be consulted by a detainee

do not guarantee a free choice of doctor.

Medical care and safeguards for adequate medical care in de-
tention by the district surgeon are insufficient., Several re-
ports reveal the physical impossibility of examining huge
numbers of detainees following political unrest. In a consi-
derable number of cases a request by a detainee for medical
attendance is either denied or ignored, Surveillance and re-
porting signs of torture and abuse in detention is insuffi-

cient.

Legal representatives have no access to detainees. Many
district surgeons consider it a breach of confidentiality to
give medical information to the lawyer of a detainee. Since
the lawyer has no access to the detainee, he or she cannot
communicate with the detainee about permission to ask medical
information from the district surgeon. Legal procedures as to
the protection of detainees can be seriously blocked by this

vicious circle,

An extensive network of lawyers, doctors, psychologists and
other professionals, either as individuals or within organi-
zations like the Detainees Parents Support Committee (DPSC),
NAMDA, the Organization for Appropriaée Social Services in
South Africa (OASSSA) and the Legal Resource Centres (LRC),
constitute the detainee service. Although the service rendered
to detainees is insufficient to reach all ex-detainees, espe-
cially in remote areas, the work done, in very difficul: cir-

cumstances by highly motivated and committed people, is not
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only important for the detainee but forms also a platform of
protest against detentions and serves as a source of reliable

information.
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PROFESSIONAL INTEGRITY

Failing safeguards for medical and nursing care and for the
professional integrity of healcth professionals - physical sa-
fety, professional secrecy, free access to places where needed
- especially in times of political unrest or civil war, are
serious violations of internationally accepred codes and de-
clarations.

The sealing off of townships, the prevention of medical and
nursing care and of transport of unrest victims, the seizure
of medical records and personal data of patients, and the ar-
rests made in health care premises and the prevention of ac-
cess to such premises, are a serious contradiction to inter-

national codes.

Violence against and harassment of individual health workers
and organizations have been reported. Several health workers
have died in detention, some have been banished. An important
number of health workers has been in detention.

Informal violence, varying from written or telephone threats
to murder, are directed against committed and political active
health workers. .

The NAMDA offices have been raided several times by the poli-

ce,

Doctors in the Detainee Service who, according to internatio-
nal ethical codes, are obliged to make the findings of their
examination publicly known, may face prison sentence, in cases
in which a court rules that the names of detainees should be
divulged, but those doctors decide to remain silent. For the
protection of detainees and the preservation of the trust of
their present and future decainee-patients, it is, however, of

the utmost importance that they remain silent.

Health professionals - doctors, nurses, dentists, paramedics -

who have identified themselves as protectors of human rights,

‘who struggle for the integrity of their professions according
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to internationally accepted declarations and codes of conduct,
and who - with risk of harassment or inprisonment - maintain
the prevalence of professional ethics over apartheid regula-
tions and security legislation, are not protected and at times
obstructed by the organizations of professional establishment,
notably the SANA, the SAMDC and the MASA.

The formation of NAMDA has changed this situation and provided
a platform for those health workers who have committed them-
selves to the promotion of human rights, medical ethics and

the defence of professional integrity. .



RECOMMENDATIONS
The Board of the Johannes Wier Foundation,

taking notice of the report of the mission of its delegation to

the Republic of South Africa,

bearing in mind the relevant international codes concerning human
rights and medical ethics, especially the U.N. Principles of Me-
dical Ethics (1982) the U.N. Declaration against Torture (1975),
the U.N. Standard Minimum Rules for the Treatment of Prisoners
(1977), the U.N. Code of Conduct for Law Enforcement Officials
(1979), the ICN Sctatement of the Nurse’s Role in Safeguarding
Human Rights (1983), the ICN Role of the Nurse in the care of
detainees and prisoners (1975), the WMA Declaration of Tokyo
(1975), the WMA Declaration of Geneva (1983) and the WMA Regula-

tions in time of armed conflict (1983),

concerned about the violations of human rights as a result of the
existence and application of apartheid regulations, the deten-
tions and the health effects of detentions and the limitations

and violations of professional integrity,

encouraged by the reported efforts and achievements of several
individual and organized health workers who are committed to the
struggle for human rights and a just health care and to the pre-

servation and promotion of medical and nursing ethics,

considering its own objectives, which include i.a. the identifi-
cation and exposure of cases in which human rights relating to
health care are violated, the identification and support of those
health workers who have become victims of human rights viola-
tions, and support of those health workers who have committed

themselves to the protection and promotion of human rights,

adopts the following recommendations, presented by the authors of

the present report:

1. It has sufficiently been established that the National Medical

and Dental Association, (NAMDA) is a solid organization which
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provides a platform for health workers committed to the pro-
tection and promotion of human rights, to the plight of de-
tainees, and to a critical monitoring, opposing and challen-
ging of apartheid regulations, detentions and torture, parti-
cularly in the light of the health effects of these policies
and practices.

NAMDA as an organization and its representatives should, the-
refore, be strongly supported by the international professio-
nal communities. Support should be given to the establishment
of formal contacts between NAMDA and foreign medical associa-
tions, international medical organizations and other non-go-
vernmental organizations.

Participation of NAMDA in international conferences and
meetrings on such matters as health care, health policy, and
treatment and rehabilitation of detainees, should be encoura-

ged.

Support should be given to South African initiatives to es-
tablish a non-racial, free and democratic nurses’ organiza-

tion.

The establishment of contacts between NAMDA and overseas donor

agencies should be supported.

All measures of support of and all contacts with South African
health professionals should be aimed at the furthering of hu-
man rights and the strengthening of the Rule of Law in the
Republic of South Africa. Other contacts should be discoura-

ged.

Provision of funds and personnel to institutions, projects and
agencies in South Africa as well as overseas training of South
African health personnel should be carefully monitored as to
the places and purposes of such institutions, projects and

agencies.
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The establishment of a special working group on South Africa
within the Johannes Wier Foundation with the task to monitor
developments and to maintain contacts with appropriate

partners in South Africa, is recommended.

The MASA should be urgently insisted upon to reopen negotia-
tions with the South African government in order to achieve a
real free choice of doctor for the detainee, to publicly de-
nounce the policy of detaining opponents of the apartheid re-
gime as harmful to the mental and physical health of the de-
tainees, and to‘denounce openly the use of any solitary con-

finement as a violation of the WMA Declaration of Tokyo.

The Federal Council of the MASA and the Chief Editor of the

South African Medical Journal should be insisted upon to open
the columns of the SAMJ for contributions from NAMDA so as to
gain credibility as a genuine open platform for discussion on

matters of health policy.

The MASA should be urgently requested to study closely the
problem of confidentiality of medical information in cases in
which lawyers do not have direct access to their clients, as
in the case of detainees under security legislation - which is
by itself a clear violation of a basic human right of the de-
tainee - and in particular to consider the adoption of a rule
that in such cases the provision of medical information to the
lawyer of a detainee does not amount to a breach of confiden-

tialicy.

The Board of the Johannes Wier Foundation should express its
deep concern to the government of the Republic of South Africa
about the effects of the apartheid policies and the new
constitution on health and health care, abour the existence of
detentions as a health damaging repressive measure, and about
the violation and limitation of professional integrity by se-

curity forces,
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The Board of the Johannes Wier Foundation considers the imple-
mentation of these recommendations to form an important aspect of
its program of activities. The Board will, in this respect, make
all possible efforts to involve the support of other organiza-

tions of health professionals in the Netherlands.
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List of Abbreviations

CAMAS

DASA
DPSC
ESG
HWA
ICHP
LRC
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NAMDA

OASSSA

SANDC
SAMJ
SANA
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WHO
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Confederation of African Medical Associations and So-
cieties

Dental Association of Soucth Africa

Detainees Parents Support Committee

Emergency Services Group

Health Workers Association

International Commission of Health Professionals
Legal Resource Centre

Medical Association of South Africa
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Organization for Appropriate Social Service in Soucth
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South African Medical Journal

South African Nurses Association

South African Nurses Council

World Health Organization

World Medical Association
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THE_DECLARATION OF GENEVA
{World Medical Assoclation, 1948, 1968, 198))

The World Medical Associatlion was formed in 1947. #High

on its initial list of prioritics was the formulation of

a modern equivalent of the Hippocratic Oath. First

adopted by the Second World Medical Assembly in 1948, the
Deciaration of Genava was amended by the 22nd Asscmbly

of the WMA meeting in Sydney, Australis (n 1968 and agaln
by the JS5th World Medica) Assembly mmeting In Venice, ltaly
In 1983.

The text, as amended, reads as follows:

DECLARATION OF GENEVA
AT THE TIME OF BEING ADMITTED AS A MEMBER OF THE
MEDICAL PROFESSTON:

T SOLEMNLY PLEDGE myself to consecrate my life to
the service of humanity;

I WILL GIVE to my tcachers the respect and gratitude
which 1s their due;

I WILL PRACTICE my profession with conscience and
dignity;

THE HEALTH OF MY PATIENT will by my first
considerattion;

I WILL RESPECT the secrets which are confided in me,
even after the patient has died:

I WILL MAINTAIN by all means in my power, the honor
and the noble traditions of the medical profesesion;

MY COLLEAGUES will be my bhrothers;

1 WILL NOT PERMIT considerations of religion,
nationality, race, party politics or social standing
to intervene between my duty and my patient;

I WILL MAINTAIN the utmost respect for human life
from its beginning even under threat and I will not
use my medical knowledge contrary to the-laws of
humanity,

I MAKE THESE PROMISES solemnly, freely and upon my
honor.

STAKDARD MINIMUM RULES FOR THE TREATMENT OF PRISONERS
AND RELATED RECOMMENDATIONS
(United Nations, 19S5, 1977)

(nbetrocty)

8. The different categories of prisoners shall be
kept in separate institutions or parts of
instlitutlons taklng account of thelr scx, age,
criminal record, the legal reason for their
detention and the neccssities of their treatment.
Thus .,

(a) Men and women shall so far as possible be
detalned in separate Inatlitutions; in an
ifnstitution which receives both men and
women the whole of the premises allocated
to women shall be entirely separate;

(b) Untrtied prisoners shall be kapt separate
from convicted prisoners;

(c) Persons imprisoned for debt and other civil
prisoners shall be kept separate from persons
imprisoned by reason of a criminal offence;

(d

Young prisoners shall be kept separate from
adults.

24. The medical officer shall see and examine
every prisoner as soun as poeslble after his
admission and thercafter as necessary, with a
view particularly to the discovery of physical
or mental illness and the taking of all necessary
measures; the segregation of prisoners suspected
of infectious or contagious conditions; the
roting of physical or mental defects whicl mighe
hamper rehabilitation, and the detetrination of
the physical capacity of every prisoner for work.



54

25. (1) The medical officer shall have the carec of
the physical and men:al health of the prisoners
and should dally see all sick prisoners, all
who complain of tllness, and any prisoner to
whom hils attention ls specially directed.

The medical offlcer shall report to the
director whenever he considers that a
prisoner's physical ot mental health has bean
or will be injuriously affected by continued
imprisonmant or by any condttion of imprisor-
ment .

2

J1. Corporal punishment, punishment by placing in a
dark cell, and all cruel, inhuman or deqrading
punishments shall be completely prohibitca as
punishments for disciplinary offences.

INTERNATIONAL CODE OF MEDICAL ETHICS
{WMA, 1949, 1968, 1981)

ODrawing on the Declaration of Geneva, the WMA formulated
a more detailed code of ethics which was approved by the

Third Asscmbly of the WMA meeting in Londor in 1949,
International Code of Mecdical FEthics was subsequently

amended in 1968 by the 22nd Assembly in Sydney and ayain

in 19683 by the JS5th Asscmbly of thae WMA at Venice.

The text, as amended, reads as follows:

INTERNATIONAL CODE OF MEDICAL ETHICS

Duties of Physicians in General

A PHYSICIAN SHALL always maintain the highest
standards of professional conduct.

A PHYSICIAN SHALL not permit mottves of profit
to influence the free and independent exetcise
of professional judgment on behalf of patients,

A PNYSICIAN SHALL, In all types of medical
practice, be dedicated to providing competent
medical service in full technical and morasl
independence, with compassion and respect [nr
human dignaity.

A PHYSICIAN SHALL deal honestly with patients
and colleaques, ard strive to erpose those
physicians duficient in character or competence,
or who ¢ngage i1n fraud or deception.

The following practices are deemed to be unethical
conducts

a) Self advertising by physicians, unless pormitted
by the laws of the country and the Code of Ethics

of the National Medlcal Assoctiation.
b) Paying or receiving any fee or any other

consi{deration solely to procure the referral of

a patient or for prescribing or referring a
patient to any source.
A PHYSICIAN SHALI, respect the rights of patients,
ot colleaques, and of other health professionals,
and shall safcquard patient confidences.

A PHYSICIAN SHALL act only in the patient's (nterest

when providing medical care which might have the

cffect of weakening the physical and mental condition

of the patient.

A ‘PHYSICIAN SHALL use great caution in divulging
discoveries or new techniques or treutment through
non-professional channels.

A PHYSICIAN SIIALL certify only that which he has
personally verified.

Dutles of Physicians to the Sick

A PHYSICIAN SHALL always bear {n mind the obligation

of preserving human life.

A PNYSICIAN SHALL owe his patlents ccmplete loyalty

and all the resources of his sciencu. Wheanever an
examination or treatment is beyond the physician's

capacity he should summon another physictan who has

the necessary ability.
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A PHYSICIAN SHALL prescrve absolute confidentialtty
on sll he knowe about his patient even after the
patient has dled.

A PHYSICIAN SHALL give emergency care as a
humanitarian duty unless he is assuted that others
are willing and able to give such care.

Duties of Physicians to each other

A PHYSICIAN SHALL behave towards his colleagues
as he would have them behave towards him.

R PHYSICIAN SHALL NOT entice patlicnts from his
colleagues.

A PHYSICIAN SHALL obscrve the principles of the
“Declaration of Geneva”™ approved by the World
Medical Association.

REGULATIONS IN TIME OF ARMED CONFLICT
(WMA, 1956, 1957, 1981)

These regulations or guldelines set out the WMA's
standards on the medical ethical position of the
physician during a period of war or other armed
conflict, The statement was approved by the 10th

World Medical Assembly (n Davana in 1956, was edlited

by the 1i1th Assembly meeting in Istanbul the following
yecar and was amended by the J}Sth World Medical Assembly
in 1983.

The amended text reads as follows:

REGULATIONS IN TIME OF ARMED CONFLICT

1. Medical Ethics in time of armed conflict ts
tdentical to medical ethics in time of peace,
as established (R the Intecnational Code of
Medical Ethics of the World Medical Assoclation.
The primary obligation of the physictian is hls
professfional duty; in performing his profossional
duty, the physician's supreme guide is his
conscience.

2. The primary task of tho medical profession is
to preserve health and save life. Henco it is
deemed unethical for physiclans to:

A. Glve advice or parform prophylactic,
diagnostic or therapeutic procedures that
are not justifiable in the patlient's interest.

B. Weaken the physical or mental strength of a
human being without therapeutic justification.

C. Employ scientific knowledge to imperil health
or destroy life.

3. MHuman experimentation {n time of armed conflict
is governed by the same code as In time of peace;
it is strictly forbidden on all persong deprived
of their liberty, especially civilian and military
prisoners and the population of occupied countries.

4. In emergencies, the physician must always give
the required care impartially and without
considetation of sex, race, nationality, religion,
political affiliarion or any other similar
criterion. Such medical assistance must be
continved for as long as nccessary and practicable.

S. Mecdical confidentiaiity must be preserved by the
physician in the practice of his profession.

6. Privileges and faclilities afforded the physician
must never be used for other than professional
purposes.
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Rules governing the care of sick and wounded,

particularly in time of conflict

A

1. Under all clircumstances, every person,
military or civilian must recelive promptly
the care he needs without conslideration of
sex, race, nati{onality, religlon, political
affiliation or any other similar criterion.

2. Any procedure detrimental to the health,
physical or mental integrity of a human
belng is forbidden unless therapeutically
justifiable.

t. In emergencies, physicians and associated
medical personnel are required to render
fmmediate service to the best of their
abtlity. No distinction shall be made
between patients except those justified by
medical urgency.

2. The members of medical and auxiliary
professions must be granted the protection
needed to carry out their professional act-
fvities (reely. The assistance necessary
should be given to them in €fulfilling their
responsibilities. Free passage should be
granted whenever thejr assistance is
required. Thay should be afforded complete
professional 1ndependence.

J. The fulfillment of medical duties and re-
sponsibilities shall’in no clrcumstances be
considered an offence. The physician must
never be prosecuted for ubserving professional
secrecy.

4. In fulftlling thefr professional duties, the
medical and auxtliary prolessions will be
identified by the distinctive emblem of a
ted serpent and staff on a white field. The
use of this emblem is governed by special
regqulation.

THE _DECLARATION OF TOKYO
(WHA, 1975)

The Declaration of Tokyo has, since its adoption in

1975, been the most comprehensive statement produced by

the medical profesaion on the question of the torture and
cruel, tnhuman or deqgrading treatment of detainees. It

was ddopted by the 29th vorld Medical Assembly, Tokyo, Japan.

The text is as follows:

DECLARATION OF TOKYO

1t (s the privilege of the medical dector to puictuse medecene
in the seavice of humincly, to presesve and vestore boduly and
mental heaf th wethout dostunction as 0 pevsons, o comfors
and (o ease the suffcring of hus on her pateents. The utmost
nespect gox human life s fo be mauntained even under thyeac,
and no use made of any medical knowledge contrary to the laus
o4 humanety.

For the purpose o4 thes Declaration, tovtuve «8 defuned aa the
delibenate, systematoc vr wanton wgloction of physical ov
mental suhferang bu one o moae porsons actang alowe ov on the
onders of any authevity, to foace anothen person to yaeld
wnformation, (0 makc a confedscon, oA for any other reason.

The doctor shall not countenance, condone or
participate in the practice of torture or other
forme of cruel, inhuman or degrading procedures,
whatever the offence of which the victim of such
procedures is suspected, accused or quilty, and
whatever the victim's beliefs or motives, and in
all situations, including armed conflict and
civil strife.

The doctor shall not provide any premises,
instruments, substances or knowledge to facilitate
the practice of torture or other forms of cruel,
inhuman or degrading treatmant or to diminish the
ability of the victim to resist such treatment.

The doctor shall not be present during any
procedure during which torture or other forms

of cruel, tnhuman or degrading treatment is used
ot thieatened.
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A doctor munt have complete clinical independence
in dociding upon tha care of a person for whom he
or she ig medically responsible. The doctor's
fundamental role is to alleviate the dirtress of
his or her fellow men, and no motive whether

personal , collective or political shall prevail

against this higher purpose.

5. Where a prisoner refuses nuurishment and 1is
considered by the doctor as capable of forming
3n unimpafred and rational judgment concerning
the consequences of such a voluntary refusal of
nourishment, he or sha shall not be fed arti-
ficially. The decision as to the capacity of
the prisoner to form such a judgment should be
confirmed by at least one other independent
doctor. The consequences of the rafunal of
nourishment shall be explained by the doctor to
the prisoner.

6. The World Medical Association will support, and
should encourage the international community,
the national modical associations and fellow
doctors, to support the doctor and his or her
tamily in the face of threats or reprisals
resulting from a refusal to condone the use of
torture or other forms of cruel, inhuman or
degrading troatment.

CODE OF CONDUCT FOR LAW ENFORCEMENT OFFICIALS
adeg'ed by the United Natcns Ganeral Asserrtly

17 December 1979 \abstractS)

Ariicle §

Mo law enlorcement official may inthct, instigate or tnterate
any act ol lorture cr oihver cruel. inhuman or ¢egracing treatment
or puishment. nor may any law enforcement olfictal invoke
sucanar orders or axceplional crcumstances such as a siate of
war or 3 threat of war, 3 Ihreat 10 national secunty. internal pohti-
cal instability or any other public emergency as a justilicaton of
lonure or othar cruel, inhuman or degrading treatment of
punishment

Article 8

Law anlorcement oficials shall ensure the full protection of
the health of persons n their custody and. n particular, shall
\ake immediale action 10 secure medical allenlion whenever
requited

Commentary:

(a) "Mecical attenton’, which relers 10 scrvices rendeced
by any medical personnel, including certified medical prac-
ttioners and paramedics, shall be secured whan neeced of
requested

(D) While the medical personel arg hikely to be attached 10
the law enforcament coeration. law enforcement ofticials must
take into account (he judgement o such personnel when they
tecommend providing the person in custody with aporoprate
treatmant through. or 1n consultaion with, medical personnel
from outsida the law enlorcement operation

fc) Nis understocd thal law enlorcemant ofMicials shall also
secura mecical attention for vichms ol viotatong of law or of
accidents occutning  the cuurse of violations of faw
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DECLARATION AGAINST TORTURE
(United Nattions, 1975)

The Declaration on the Protection cf all Persons from Torture
and other Cruel, Inhuman or Degrading Treatment or Punishment
(Declaration against Torture) was adopted without a vote by
the Untted Natlons General Assembly on 9 December 1975. It
calls upon states to take effective measures to prevent
torture and lists saome of the most important safeguards and
remedies to be provided. It is one of the most important
international documents on torture.

DECLARATION ON THE PROTECTION OF ALL PERSONS FROM
TORTURE AND OTHER CRUEL, INHUMAN OR DEGRADING

TREATMENT OR PUNISHMENT

The United Nations General Assembly adopted on 9 December 1975
a Declavation condemnung any act of tor@ure on other cwel,
whuman or degrading Creatment as “an offence to humin dignity”.
Under (s tewms, no State may peamct on tolerafe torture or
othev whuman on degrading treatment, and each State (s
tequested to tabe effective measures o prevent such treat-
ment fiom beong practised withan (88 jurisdictson.

The Declaration was §iws€ adopled and referred to the Assembly
by the Fifth United Nations Congress on the Prevention of Crume
and Treatment of Uffenders, held in Geneva in September 1975

In adoptug the Declaration wethout a vote, the Assembly noted
that the Undiversal Declaration of Human Rights and the
Intewvnateonal Covenant on Civel and Tolitical Rights provide
that no one may be subjected to torOure or to cwed, imwuman
ot degrading treatment or punishment,

The Assembly has vecommended that the Dcclau,uok ‘erve as a
guideline for all States and other entities exencds ing
e4fective pourn.

The text of the Declaration §ollowss
Mticte !

1. For the purpose of this Declaration, torture means
any act by which severe pain or suffering, whether
physicsl or mental, s intentionally (nflicted by
or at the inetigstion of a public officisl on a
person for such purposes ae obtaining from him or
a third person information or confession, punishing
him for an act he has committed or is suspected of
having committed, or intimidating him or other
persons. It does not include pain or suffering
arising only from , Lnherent in or incidental to,
lawful sanctions to the extent consistant with
the Standard Minimum Rules for the Treatmant of
Prisoners. -

2. Tocture constitutes an agyravated and deliberate
form of cruel, inhuman or degrading treatment or
punishment.

Articte

Any act of torture or other cruel, inhuman or
degrading treatment or punishment is an offence
to human dignity and shall be condemned as a denial
of the purposes of the Charter of the United Nations
and as a violation of the human rights and funda-
mental freedoms proclaimed in the Universal Declaration
of Human Rights.

Mticle 3
No State may permit or tolerate torture or other
cruel, inhuman or degrading treatment or punishment.
Exceptional circumstances such as a state of war or
3 threat of war, internal political instability or
any other public emergency may not be invoked as a
justification of torture or other cruel, Lnhuman or
degrading treatment or punishment.

Mtecte 4

Each State shall, in accordance with the provisions
of this Declaration, take effective measures to
prevent torture and other cruel, inhuman or degrading
treatment or punishment from being practised within
ite jurisdiction.
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Anticle

The training of law enforcement personnel and of other
public officials vho may be responsible for persons
deprived of their liberty shall ensure that full
account is taken of the prohibltion against torture
and other cruel, Inhuman or degrading treatment or
punishment. This prohibition shsll also, whare
appropriate, be included in cuch general rules or
instructions as are {ssued In regard to the duties

and functions of anyone who may be involved in the
custody or treatment of such pereons.

Avtacle 6

Each State shall keep under systcmatic review
interrogation methods and practices as well as
arrangements for the custody and treatment of persons
deprived of their liberty in {ts territory, with a
view to preventing any cases of torture or other cruel,
inhuman or deqrading treatment or punishment.

Articte 7

Each State shall ensure that all acts of torture ss
defined in article 1 are offences under its criminal
law. The same shall apply in regard to acts which
constitute participation in, complicity in, incite-
ment to or an attempt to commit torture.

Aticle ¢
Any person who alleges that he has been subjected
to torture or other cruel, inhuman or degrading
treatment or punishment by or at the lnstigation
of a public official shall have the right to complain
to, and to have his case (mpartially examined by,
the competent authorities of the State concerned.

Atictle 9

Wherever there is reasonable ground to beli that
an act of torture as defined in article ) has been
committed, the competent authorities of the State
concerned shall promptly proceed to an impartial
investiqgation even Af there hae been no formal
complalint.

Aticle 10

If an investiqgation under article 8 or article 9
establishes that an act of torture as defined in
article 1 appears to have been committed, criminal
proceedings shall be instituted againet the alleged
offendet or offenders in accordance with natjonal
law., If an allegation of other forms of cruel,
inhuman or degrading treatment or punishment is
considered to be well founded, the alleged offender
or offenders shall be subject to criminal,
disciplinary or other appropriate proceedings.

Mrticte 1.

Where it is proved that an act of torture or other
cruel, inhuman or degrading treatment or punishment
has been committed by or at the instigation of a
public official, the victim shall be afforded redress
and compensation in accordance with national law.

Article 12
Any statement which is established to have been made
as a result of torture or other cruel, inhuman or
degrading treatment may not be invoked as evidence
against the person concerned or against any other
person in any proceedings.

PRINCIPLES OF MEDICAL ETHICS
(United Nations, 1982)

The principles are elaborated within the text of Resolution
37/194 adopted by the United Nations General Assembly,
18 December 1982.

PRINCIPLES OF MEDICAL ETHICS®
The Geneaal Assembly. ..

DESIROUS of t(ttcnz further atandands in this 2‘(14 whuich ought
to be implemented by health persomned, partecularly physicians,
and by Goveanment officcals,

1. ADCPTS the Principles of Medical Ethics relevant to the
aole o(.htatth personnel, particularly physicians, in the
protection of prisonens and detainees against toature and
othea cwuel, inhuman on degrading treatment oa punishment
det forth in the annex to the present resolition;
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1. CALLS UPON all Governments o give the Prunceples of
Medical Ethics, together with the present resolution, the
widest possible distribution, in particulan among medicat
and parumedical associationds and vwlitulions of detenmtiom
Or {mprisonment {n an official language of the State;

5. INVITES afl relevant inter-goverrmental orgamizateons, in
particulan the Wonld Health Organization, and non-govern-
mental oaganizations concerned o brung the Puinciples of
Medical Ethecs o the attention of the widest posscble
group 0f individuals, especrally those active in the
medical and paramedical feld.

PRINCIPLES OF MEDICAL ETHICS RELEVANT TO THE ROLE OF
HEALTH PERSONNEL, PARTICULARLY PHYSICIANS, IN THE
PROTECTION OF PRISONERS AND DETAINEFES AGAINST TORTURE
ANO OTHER CRUEL, INHUMAN OR DEGRADING TREATMENT OR
PUNISHMENT

Princdple |

Hedlth personnel, particularly physicians, charged with
the medical care of prisoners and detainees have a duty
to provide them with protection of their physical and
mental health and treatment of disease of the same
quality and standard as is afforded to those who are
not imprisoned or detained.

Principle 1

It ls a gross contravention of medical ethics, as vell

as an offence under applicable tnternational instruments,
for health personnel, particularly phyelclane, to

engage, actively or passively, in acts which constitute
participstion in, complicity in, incitement to or
attempts to commit torture or other cruel, inhuman or
degrading treatment or punishment.!

Principle 3

It is a3 oontravention of medical ethics for health
personncl, particularly physicians, to be involved
in any professional relationshlp with prisoners or
detainees the purpose of which s not solely to
evaluate, protect or improve their physical and
mental health.

Puinciple 4

It is a contravention of medical ethics for health
personnel, particularly physicians:

a) to apply their knowledge and skills {n order to
assist in the interrogation of prisoners and
detainecs in a manner that may adversely affect
the physical or mental health or condition of such
prisoners or detainees and which is not in
accordance with the relevant itnternational
instruments;’®

b

To certify, or to participate in the certification
of, the fitness of prisoners or detalnees for any
form of treatment or punishment that may adversely
affect thelr physical or mental health and which

is not In accordance with the relevant international
instruments, or to participate in any way in the
infliction of any such treatment or punishment which
is not In accordance with the relevant international
instruments.

Princaple §

It 1s a contravention of medical ethics for health
personnel, particularly physicians, to participate
in any procedure for restraining a prisoner or
detainee unless such a procedure is Jetermined in
accordance with purely medical criterla as being
necessary for the protection of the physical or
mental health or the safety of the prisoner or
detatnee himself, or his fellow prisoners or
detainecs, or of his quardians, and presents no
hazard to his physical or mental health.

Pranceple 6

There may be no derogation from the foregoing principles
on any grcunds whatsoever, including public emergency.
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OF THE NURSC IN_THE CARF_OF DETAINECS AND PRISONERS

At the
of the
Auqust

(International Council of Nurses, 1975)

mceting of the Council of National Represnntatives
International Council of Nurses In Singapore in
1975, the folloving statement was adopted:

ROLE OF THE NURSE IN THE CARE OF DETAINEES AND °
PRISO!

WHEREAS the ICN Cede 4oy Murses specifically atates that:

1. “The {undamental rcaponsbulaty of the mirse ¢4 §ourfold:
€0 piemete health, ta prevent «llness, to vestore health
and (0 alleviate suffewung.

. "The nunse's promaty resporsibilitly ia to those people
uho QUL mAYing care.

3. "The avse when acting <n a professional capracity Alvou(d
at all tumes mauntaon dtandards of personal conduct which
veflect credit upon the prodession.

4. "The mirse takes appropriate action to safeguard the
wndevedual when his carne (4 endangered by a co-worken on
any othea peuscn, "
and

WHEREAS  an 1973 ICN reaffitmed support for the Red Cross Rights
and Dutees of Miases unden tie Geneva Conventions of 1949,

whech specfacally scate that, (n case of aamed conflict of
aitemnateonal as well as naleonal character li.e. intewnal
dusevders, cwvel wers, awvned vebellions)

] Members of the avmed f{ovrces, pridoners and persoms taking
ne ac((ve parl ot the hostelities
al shall be entitled to protection and care (§ wounded on
suck,
bl shatl be treated humanely, that is:

- they mav not be subjected to physical mutilation or (o
medecal or scaantifec experiments c’ any kand which arne
nol gustified by the medical, dental ov hospital theatment
of f‘( Prasonen concenced and carvied oul in his intereat,

= thew shall not be wl fully Ceft wethout medical assiatance
and cave, nov shall conditeons exposuing them o contagion
0% utfection be created,

- Chey shall be (reated humanely and caved for by the Pavrty
1 conflict «n whose power they may be, without adverse
distinetion founded on sex, race, nationality, religion,
voletacal cpunawn, on any other similar criferaa.

1. The {ollewing acts ave and shall vemaim prohebeted at any
Cime and «n any place whatsoever with respect o the above-
menfened peasensy
al veelence to Lafe and persen, O particulan rurder of

all kinds, mitdation, cruel treatment and tevtuae;
bl cutrcges upen personat daanity, in particnlay
humitiating and degrading tveatment.

WHEREAS (n 1971 ICN endovsed the United Mations Universal
Ceclaration cf Mumn Rights and, hence, accepted thaty

T "Lvetwone s entetled to all the nights and {recdoms, set
forth in thas Occlanation, wethout distinetion 0§ any kind,
duch as wace, coluur, asex, language, teligicn, palitical oa
athen opincon, naticnal ey sceinl owgen, prerenty,
birch oV ofhex sCatus (Anr. 7, ’

1. "No onme shall be subjected to forture or to cwel, inhuman
ot degrading treatment on punishment (Ane.$)"; and

WHEREAS (n velaticn tc detainees and prisoners of conscience,
(1fe11cgateon procedues ave increasingly being mplovtd which
sl e o LU effects, oflen pevmanent, on the person's mencal
and rhysccal health;

THEREFORF BE IT RESOLVED that ICN condemns the use
of all such procedures harmful to the mental and
pPhysical health of prisoners and detainees; and

FUPTHER BE 1T RESOLVED that nurses having knowledge
of physical or mental fll-treatment of detainees and
Prisoners take appropriate action Including reporting

“he matter to appropriate national and/or {international
bedies; and

FURTHER BE 1T RESOLVED that nurses partlicipate {n
clinical research carried out on prisoners, only ff
the frecly glven consent of the patient has beon
secured after 8 completo explanation and understand-
ir] Ly the patlent of the nature and risk of the
research: and

FINALLY BF 1T RESOLVFED that the nurse's flrst
feseonsibility ts towatds her patients, notwith-

standing considerations of natjional security and
Interese
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STATEMENT ON THE NURSE'S ROLE
IN_SAFEGUARDING HUMAN RIGHTS
(ICN, 198))

Responding to requests from national mamber associations
for guidance on the protection of human rights of both
nurses ynd those for whom they care, the Council of
National Representatives of the International Council
of Nurses adopted the statement given below at 1its
meeting in Brasilia in June 1983,

STATEMENT ON THE NURSE'S ROLE IN SAFEGUARDING
HUMAN_RIGHTS

This document has been developed «n resporse to the requests
0f national munsed adsociations for guidance im asssling
nutses to dadeguarnd thear oum human Aights and those forn whom
they have professional reaponssbility. 1€ 44 meant to be
uded in conjunction with the I1CN Code fon Nurses and
Awaolutions relevant to human rightd. Nurses ashould also

be familiar with the Geneva Conventions and the additional
protocols as they relate Lo the Aedponsibilities of nuraes.

The current world situation «4 such that thgre are inmumerable
clrcumatances in wiich a nuwe may become wwolved that requine
action on her/his part to safeguard human aughtsa. Nurses

are accountable for their oum professional actions and must
theneqore be clear as Lo what 44 expected of them in such
stuations .

Also conflict situations have (ncreased in numben and oflen
dnclude wternal political upheaval, and strife, or anter-
national war, The natune of uwan 4 changing. Increasingly
nrses find themselves having Lo act or Aespond in complex
sdtuations to which there seems Lo be mo clean cut salution.

Changes in the field of communications alio have incaeased
the auaneness and sendlivily of all groups o those comflect
dituations.

The need fut nuraing actions to safeguand humtn rights ia
not vestuicted to times of polatical upheaval and wan. [t
can also andise (n prusons on in the novmal work situation
0§ any murse wheae abuse of patients, muases, on otheas s
witnessed on suspected. Nurses have a respordability in
each of these situations to take actiom Co sajeguarnd the
nights of those involved. Physical abuse and mental abuse
are equally of concean to the murse. Uver or unden treat-
ment s another area (o be watched., There may be presaures
applied o use one's knowledge and skills in unys that are
not beneficial to patienta ox others.

Scientific discoveries have brought about more sophisticated
forms of tontire and methods of resuscitation so that those
being fortuved can be kept alive fur repeated sesscoms. It
48 1n such creumstances that nurses must be clear about
what actions they must take ab n no way can they particepate
in such tonture, on tornture Lechniques.

Nevses have andividual vesponsdbility but often they can be
move effective (f they approach muman Aights issues as a
gtoup. The national nuvses associations need to ensure that
Yrein stucture provides a realistic mechanism through which
minses can beek confidential advice, counsel, support and
assdstance in dealing with these diffecult situations.
Verifdication of the facts veported will be an important farst
alep in any particular situation.

Af times (€ will be appropriate fox the NNA to become a
$prhesmin for the nurses (nvolved. They may also be
Aeguaned Lo negotiate for them. 1¢ <& esaential that
confdentiality be munctaned. In vave cases the personal
Judgment of the munse miy be such chat othev actions secm
mote approprcate than approaching the associateon.

The mutse (nifiating the actions Tequtes knowledge of Ren
owt and otheva’ human 1eqhts, méval coiovage, a weel Chonaht
thiough plan of action and a commutment and detcamnation
to see that the necessary follow-up does occur. Fersonmal
sk 43 a factor that has to be cons«dered and each perscn
misC use hev/hes beat judgment in the aituation.
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ights of those In nced of care

licalth care is a right of all individuals.
Fveryone should have access to health care
regardleas of financial, political, geographic,
Tacial or religious conalderations. The autse
should seek to ensure such impartial treatment,

Hurses must cnsure that adequate trcatment {8
provided - within available resoucces - and in
accord with nursing ethics (ICN Code) to all
those tn need of care.

A patient/prlsoner has the right to refuse to
cat or to refuse trcatments. The nurse may
aeed to verify that the patient/prisoner under-
stands the implications of such action but she
should not participate in the adminlstration of
food or medications to such patients.

Rights and duties of nurses

- When considering the rights and duties of nursing
personnel it needs to be remembered that both
action and lack of actlon can hsve s detrimental
effect and the nursing personnel must be consi-
dered accountable on both counts.

Nurses have a right to practise vithin the Code

of ethics and nursing legislation of the country
in which they practise. Personal safety - fraedom
from abuse, threats or intimidatlion - are the
rights of every nurse.

National nurses associatlions have a responsibility
to participate in development of health and social
legislation relative to patients' rights and all
related topics.

- It is a duty to have informed consent of patients
ctelacttve to having research done on them and in
receiving treatments such as blood transfus;ons,
anesthesta, qrafts etc. Such informed consent
is a patient's right and must be ensured.
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