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Individuals experiencing mental health issues 
may encounter an array of professionals and 
non-professionals trying to intervene and help, 
including family and community members, 
peers, healthcare personnel, police, advocates, 
clergy and educators. The specific response 
offered is influenced by a number of variables, 
such as:  
 

 Where and at what time of day interven-
tion occurs 

 When it occurs within the course of the 
crisis episode, 

 VALUES, PRINCIPLES AND 
ORGANIZATION INFRA-
STRUCTURE IN MENTAL 
HEALTH INTERVENTION 
PRACTICE  

 The familiarity of the intervener with the 
individual and/or with the type of problem 
they are experiencing, 

 The interveners’ training relating to crisis 
services, 

 Resources of the mental health system and 
the ready availability of services and sup-
porters, and 

 Professional, organizational or legal norms 
that define the nature of the encounter and 
the assistance offered  

 
RESPONDING TO A MENTAL HEALTH CRISIS 
  
12 essential values are inherent in an appropri-
ate crisis response:  
 
1. Avoiding Harm. An appropriate response to 
a mental health crisis not only establishes phys-
ical safety, but also the individual’s psychologi-
cal safety. It considers the risk and benefits 
attendant to interventions and whenever possi-
ble employs alternative approaches, such as 
controlling danger sufficiently to allow a period 
of “watchful waiting”. In circumstances where 
there is an urgent need to establish physical 
safety and few viable alternatives to address an 
immediate risk of significant harm to the indi-
vidual or others, an appropriate crisis response 
incorporates measures to minimize the dura-
tion and negative impact of interventions used.  

2. Intervening using a Client-Centred Ap-
proach: Mental health crisis may be routine in 
some settings and perhaps have even come to 
be routine for some individuals. Nevertheless, 
appropriate assistance avoids rote intervention 
based on ”one size fits all” approaches, and 
instead seeks to understand the individual, his 
or her unique circumstances and how that indi-
vidual’s personal preferences and goals can be 
maximally incorporated in the crisis response.  

“To promote patient-centered care, all parties 

involved in health care mental or substance-

use conditions should support the decision-

making abilities and preferences for treat-

ment and recovery of persons with mental/

substance use problems and illness” 
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3. Shared Responsibility. Research has shown 
‘feeling out of control’ to be the most common 
reason consumers cite for being brought in for 
emergency care. An intervention done to the 
individual—rather than with them—can rein-
force these feelings of helplessness. One of the 
principal rationales for client-centred plans is 
that shared responsibility promotes engage-
ment and better outcomes. An appropriate re-
sponse seeks to assist the individual in regain-
ing control by considering the individual an ac-
tive partner in—rather than a passive recipient 
of—services.  

4. Addressing Trauma. Crises are intrinsically 
traumatic and certain interventions may have 
the effect of further imposing physical and/or 
emotional trauma. It is essential that once safe-
ty is established, harm resulting from the re-
sponse is evaluated and immediately addressed 
by individuals qualified to diagnose and initiate 
needed treatment. There is also a dual respon-
sibility relating to the individual’s relevant trau-
ma history and vulnerabilities associated with 
particular interventions, taking into considera-
tion cultural sensitivity/appropriateness; re-
sponders should seek out and incorporate this 
information in their approaches, and individu-
als should take personal responsibility for mak-
ing this crucial information available.  
 
5. Establishing Feelings of Personal Safety. Up-
on experiencing a mental health crisis, an indi-
vidual may have an urgent need to feel safe. A 
display of agitated behavior may reflect his or 
her attempts at self-protection, perhaps to an 
unwarranted threat. Assisting the individual in 
attaining the subjective goal of personal safety 
requires an understanding of what is needed 
for that person to experience a sense of securi-
ty. Providing such assistance also requires that 
staff be afforded time to understand the indi-
vidual’s needs and have latitude to address 
these needs creatively.  

6. Based on Strength. Sharing responsibility 
for a resolution means understanding that an 

individual, even while in crisis, can marshal 
personal strengths and asset in the resolution 
of the emergency. Individuals often under-
stand the factors that precipitated a crisis as 
well as factors that can help ameliorate their 
impact. An appropriate crisis response seeks to 
identify and reinforce the resources on which 
an individual can draw, not only to recover 
from the crisis event, but to also help protect 
against further occurrences.  

7. The Whole Person. For individuals who 
have a mental illness, the psychiatric label it-
self may shape and even dominate decisions 



 

F i r s t  L i g h t  

 

6 

 

F i r s t  L i g h t  

about which interventions are offered and how 
they are made available. However, it is im-
portant to remember that an individual with a 
serious mental illness is a whole person, whose 
established psychiatric disability may be rele-
vant but may not be immediately paramount. 
There may also be a host of seemingly mun-
dane, real-world concerns that significantly 
affect an individual’s response more than the 
mental illness itself: the whereabouts of the 
person’s children, the welfare of pets, whether 
the house is locked, absence from work, and so 
on.  

8. Re-learning the language of Mental Health. 
The casual use of language stigmatizing mental 
illness should be avoided. Instead of saying 
someone is traumatized or is schizophrenic, for 
example, the language should be "This is a per-
son who has gone through trauma" or "This 
person is living with schizophrenia." There is a 
phrase for this type of humanizing sentence 
construction: people-first language, which is 
speaking and writing in a way that acknowledg-
es the person first, then the condition or disa-
bility. It helps people understand that the per-
son is not the disease, the person has the ill-
ness. It does not stigmatize the person -- it gets 
to the point that the individual has something 
that needs to be evaluated and treated. At 
times, it also gives the client a feeling like she 
or he can move past the mental illness and that 
the mental illness is not who they are or who 
define them.  

9. The Person as Credible Source. Assertions 
or complaints made by individuals who have 
been diagnosed with serious mental illness 
tend to be viewed skeptically by others, as 
there may be presumptions that any state-
ments they make are manifestations of delu-
sional thinking. Consequently, there is a risk 
that legitimate complaints relating to such 
matters as medical illness, pain, abuse or vic-

timization will go unheeded. Even when an indi-
vidual’s assertions are not well-grounded in 
reality and represent obviously delusional 
thoughts, the “telling of one’s story” may repre-
sent an important step toward crisis resolution. 
For these reasons, an appropriate response to 
an individual in a mental health crisis is to not 
be dismissive of the person as a credible source 
of information, so as to adequately understand 
that person’s strengths and needs. 
 
10. Recovery, Resilience and Natural Supports. 
When an individual experience mental health 
crises, it is important to recognize an individu-
al’s potential of resilience and his/her support 
system, rather than solely focusing on the 
“deficit”. An appropriate crisis intervention con-
tributes to an individuals’ journey of recovery 
and promote resilience. Such interventions pay 
attention to an individual’s dignity, encourage 
community engagement, and promote the 
sense of hope.  

 

11. Prevention. It is important to raise the pri-
ority given to the prevention of mental health 
issues and to consider the social determinants 
of health. An appropriate crises intervention 
requires action on addressing an individual’s 
basic need, such as food and shelter, as well as 
systemic change.  

12. Psychoeducation. For individuals experi-
encing mental health challenges, ensure in-
volvement of the individual and the family can 
significantly improve the level of understanding 
about mental health including illness and disor-
ders. Providing basic knowledge including 

shared responsibility promotes 

engagement and better out-

comes.  
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symptoms, medications, causes and treatment 
can help the individual and the caregivers 
better understand what to do in crisis situa-
tions, and improve the quality of life and well-
being of the person and his/her family and 
friends network. It is important, although, to 
ensure the individual’s rights including self-
determination, consent and confidentially 
when sharing information with the client’s sup-
port systems.  
 
PRINCIPLES OF ENACTING THE ESSENTIAL VAL-
UES  
 
1. Services in a Timely Manner. Timely access 
to services reduce the intensity and time of an 
individual’s distress. When crisis escalates, in-
tervention options may be limited. Timely ac-
cess presupposes a 24-hours/7-days-a-week 
availability and outreach when an individual is 
unable or unwilling to come to a traditional 
service site.  

2. Encourage Community Engagement. Emer-
gency interventions should not include re-
striction of individuals’ routine activities. Such 
restrictions might cause or exacerbate individu-
als’ isolation condition. Individuals should be 
encouraged to maintain their supportive rela-
tionships with friends and family, and to stay 
connected with their formal and natural sup-
port system.  

3. Peer Social Support. Services and interven-
tion should promote peer support; such ser-
vices include support groups, befriending pro-
gram, etc. Peer support provides individuals 
opportunities to connect with others who share 
common experience. Individuals will receive 
emotional and social supports, which break 
social isolation and promote sense of hopeful-
ness.  

4. Adequate Mental Health Care with Quality 
Time. In some hospital emergency department 

settings, individuals with mental health crisis 
may experience inadequate services, such as 
involuntary assessments and limited opportuni-
ties to express their concerns and presenting 
issues clearly and concisely. Psychiatric crisis 
intervention should always include face-to face 
counselling time to allow clients to express 
themselves without distractions. Service pro-
viders should develop understanding of an indi-
vidual’s situation when providing services. 
Settings fail to do so should seek an organiza-
tional or systemic change.  

5. Strength-Based Approach. A strength-based 
approach recognizes an individual’s strength 
and capacity in managing his or her own life 
rather than focusing on clinical signs and other 
deficits. A strength-based approach also pro-
mote resilience and empowerment to an indi-
vidual towards self-managing future possible 
crisis.  

6. Emergency Crisis Intervention and Case 
Management. Individuals with severe mental 
health crises often have received health-related 
service or assistance. Crisis intervention must 
take the history of an individual’s past service 
experience (such as any executed psychiatric 
advance directives and crisis plan) into account, 
and assess the current service gap and deter-
mine any possibility of risk. A post-event review 
should also be included as it may be critical for 
possible crisis plan change.  

7. Service Proficiency and Competency. Crisis 
intervention requires professional skills. Service 
providers from different fields, however, do not 
necessary have relevant training. Intervention 
by untrained service providers, such as police 
officers, may result in injuries or even death of 
individuals with mental health crisis. Some po-
lice departments recognize the importance of 
mental health training, and many established 
connections with mental health professionals 
who provide timely on-site assistance. In order 
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to ensure the proficiency of service providers 
and the quality of service, different profes-
sionals must connect across traditional bu-
reaucratic boundaries.  

8. Access to Services without Barriers. Indi-
viduals who do not meet agencies’ eligibility 
criteria should be guided and referred to ap-
propriate alternative service providers. If fail 
to seek alternative services, agencies must 
reconsider their eligibility criteria and take 
action accordingly to meet individuals’ needs 
of mental health services. Individuals should 
also receive services at an early stage to pre-
vent exacerbation of mental health condition 
and use of emergency department services. 
Agencies receive referrals from hospital emer-
gency departments should promote services 
and have regular outreach plans to promote 
service use before mental health crisis occur-
rences.  
 
9. Interveners have a comprehensive under-
standing of the crisis. Meaningful crisis re-
sponse requires a thorough understanding of 
the issues at play. An appropriate understand-
ing of the emergency situation not only in-
cludes an appreciation for what is happening 
at the moment, but also why it is happening 
and how an individual fares when he or she is 
not in crisis. Crises - particularly recurrent cri-
ses - likely signal a failure to address underly-
ing issues appropriately. When crisis interven-
tion occurs outside of the individual’s custom-
ary setting, such as in a hospital emergency 
department or a psychiatric inpatient unit, it 
may be challenging to get a good understand-
ing of the individual’s circumstances. Mobile 
outreach services, which have the capacity to 
evaluate and intervene within the individual’s 
natural environment, have inherent ad-
vantages over facility-based crisis interven-
tion, especially when an individual with lived 
experience is part of the intervention team. 

Such mobile outreach capacity is even more 
meaningful when staff and peers’ familiar with 
the individual have the ability to meet the indi-
vidual where he or she is. When intervention 
within an individual’s normal living environ-
ment is not feasible, hospitalization is not the 
inevitable alternative. Consumer-managed cri-
sis residential programs can represent a viable, 
more normalized alternative that produces 
good outcomes.  

10. Helping the individual to regain a sense of 
control is a priority. Staff interventions that 
occur without opportunities for the individual 
to understand what is happening and to make 
choices among options (including the choice to 
defer to staff) may reinforce a lack of control. 
The individual’s resistance to this may be inac-
curately regarded as additional evidence of his 
or her incapacity to understand the crisis situa-
tion. Incorporating personal choice in a crisis 
response requires not only appropriate train-
ing, but also a setting with the flexibility to al-
low the exercise of options. Informed decision-
making in this context is not a matter of simply 
weighing risks and benefits associated with var-
ious interventions; it also includes an under-
standing among staff that an intervention that 
is of individual’s choosing may reinforce per-
sonal responsibility, capability and engagement 
and can ultimately produce better outcomes. 
The specific choices to be considered are not 
limited to the use of medications, but also in-
clude the individual’s preferences, involving 
whom and with what specific goals. While the 
urgency of a situation may limit the options 
available, such limitations may also highlight 
how earlier interventions failed to expand op-
portunities to exercise personal control. Post-
crisis recovery plans or advance directives de-
veloped by the individual with assistance from 
crisis experts are important vehicles for opera-
tionalizing this principle.  
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11. Services are congruent with the culture, 
gender, race, age, sexual orientation, health 
literacy and communication needs of the in-
dividual being served. Being able to effective-
ly connect with the individual is crucial. Varia-
bles reflecting the person’s identity and means 
of communication can impede meaningful 
engagement at a time when there may be 
some urgency. Establishing congruence re-
quires more than linguistic proficiency or staff 
training in cultural sensitivity; it may require 
that the individual be afforded a choice among 
staff providing crisis services whenever possi-
ble. In addition, to ensure clients are able to 
express themselves, language barriers need to 
be addressed. Using of professional and ap-
propriate interpretation services are im-
portant in providing individuals access to ser-
vices.  

12. Rights are respected. An individual who is 
in crisis is also in a state of heightened vulner-
ability. It is imperative that those responding 
to the crisis be well-versed in the individual’s 
rights. It is critical that appropriately trained 
advocates be available to provide needed as-
sistance. Correctly or not, many individuals 
with serious mental illnesses have come to 
regard mental health crisis interventions as 
episodes where they have no voice and their 
rights are ignored. Meaningfully enacting val-
ues of shared responsibility and recovery re-
quires that the individual have a clear under-
standing of his or her rights and access to the 
services of an advocate. It is also critical that 
crisis responders not convey the impression 
that an individual’s exercise of rights is a defi-
ant act.  

13. Services are trauma-informed. Adults, 
children and older adults with serious mental 
or emotional problems often have histories of 
victimization, abuse and neglect, or significant 
traumatic experiences. Their past trauma may 

be in some ways similar to the mental health 
crisis being addressed. It is critical to under-
stand how the individual’s response within the 
current crisis may reflect past traumatic reac-
tions and what interventions may pose particu-
lar risks to that individual based on that history. 
Because of the nature of trauma, appropriately 
evaluating an individual requires far more sen-
sitivity and expertise than simply asking a series 
of blunt, potentially embarrassing questions 
about abuse and checking off some boxes on a 
form. It requires establishing a safe atmosphere 

for the individual to discuss these issues and to 
explore their possible relationship to the crisis 
event.  
14. Recurring crises signal problems in assess-
ment or care. Many organizations providing 
crisis services - including emergency depart-
ments, psychiatric hospitals and police - are 
familiar with certain individuals who experience 
recurrent crises. In some settings, processing 
these “high end users” through repeated ad-
missions within relatively short periods of time 
becomes so routine that full reassessments are 
not conducted. While staff sometimes assume 
that these scenarios reflect a patient’s lack of 
understanding or willful failure to comply with 
treatment, recurrent crises are more appropri-
ately regarded as a failure in the partnership to 
achieve the desired outcomes of care. Rather 
than reverting to expedient clinical evaluation 
and treatment planning that will likely repeat 
the failed outcomes of the past, recurrent cri-
ses should signal a need for a fresh and careful 
reappraisal of approaches, including engage-
ment with the individual and his or her support 
network.  

Intervention by untrained service pro-

viders, such as police officers, may re-

sult in injuries or even death of indi-

viduals with mental health crisis.  
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15. Meaningful measures are taken to reduce 
the likelihood of future emergencies. Consid-
ering the deleterious impact of recurrent crises 
on the individual, interventions must focus on 
lowering the risk of future episodes. Improving 
an individual’s prospects for success requires 
not only good crisis services and good dis-
charge planning, but also an understanding 
that the crisis intervener - be it police, hospital 
emergency department, community mental 
health program, or protective service agency- 
is part of a much larger system. Performance-
improvement activities that are confined to a 
single facility or a specific program are sharply 
limited if they do not also identify external 
gaps in services and supports. Although ad-
dressing certain unmet needs may be beyond 
the purview of one facility or program, captur-
ing and transmitting information about unmet 
needs is an essential component of crisis ser-
vices.  
 
INFRASTRUCTURE 
  
An Organization’s infrastructure should sup-
port interventions consistent with the values 
and principles listed above. Given the nature of 
individuals with mental or emotional problems, 
these values and principles are applicable to a 
very broad array of organizations. While need-
ed infrastructure will necessarily vary by 
setting, population served and the acuteness of 
crises being addressed, there are some im-
portant common denominators:  

 Staff that is appropriately trained and that 
has demonstrated competence in under-
standing the population of individuals 
served, including not only from a clinical 
perspective, but also from their lived expe-
riences. 

 Staff and staff leadership that under-
stands, accepts and promotes the con-

cepts of recovery and resilience, the value 
of consumer partnerships and consumer 
choice, and the balance between protec-
tion from harm and personal dignity. 

 Staff that has timely access to critical in-
formation, such as an individual’s health 
history, psychiatric advance directive or 
crisis plan. Such access is, in part, reliant on 
effective systems for the retrieval of rec-
ords, whether paper or electronic. 

 Staff that is afforded the flexibility and the 
resources, including the resource of time, 
to establish truly individualized person-
centered plans to address the immediate 
crisis and beyond. 

 Staff that is empowered to work in part-
nership with individuals being served and 
that is encouraged, with appropriate organ-
izational oversight, to craft and implement 
novel solutions.  

 An organizational culture that does not 
isolate its programs or its staff from its 
surrounding community and from the com-
munity of individuals being served. This 
means that the organization does not limit 
its focus to “specific” patient “universal” 
strategies that target prevention within the 
general population. The intent here is not 
to dissipate the resources or dilute the fo-
cus of an organization, but to assure recog-
nition that its services are a part of a larger 
spectrum and that it actively contributes to 
and benefits from overall system refine-
ments. 

 Coordination and collaboration with out-
side entities that serve as sources of refer-
rals and to which the organization may 
make referrals. Such engagement should 
not be limited to service providers within 
formal networks, but should also include 
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natural networks of support relevant to the 
individuals being served. 

 Rigorous performance-improvement pro-
grams that use data meaningfully to refine 
individuals’ crisis care and improve program 
outcomes. Performance improvement pro-
grams should also be used to identify and 
address risk factors or unmet needs that 
have an impact on referrals to the organiza-
tion and the vulnerability to continuing cri-
ses of individuals served. 

Health Care Providers Strategies to reduce 
Compassion fatigue, Burnout and Vicarious 
Trauma.  
 
Staff is aware of his or her own emotional, psy-
chological, and physical condition when 
providing service. Service providers and organ-
izations should take action to maintain good 
physical and psychological health condition in 
order to effectively assist individuals who expe-
rience traumatic experience. Practice self-care 
can ensure service providers have sufficient en-
ergy to deal with crisis situation, and to avoid 
burnout and compassion fatigue. These strate-
gies include: 

 Increase awareness of need for balance be-
tween personal life, work & family. 

 Self-awareness: recognize work-stress and 
the impact it has in your body. It will help to 
understand how your own body works and 
what kind of strategies the organization and 
the individual could take in place to reduce 
stress symptoms.  

 

 Provide structure and regular debriefing 
and clinical supervision, which are key fac-
tors to the staff’s wellbeing and mental 
health given that it provides an opportunity 
for encouragement within colleagues, use 
of a solution focused approach, to share 

concerns and new strategies to deal with 
difficult cases.  

 Manageable workload including time for 
administrative tasks and number of clients 
seen per day.  

 

 Promote knowledge and information about 
employee benefits, which somethings it 
includes self-care options, such as massag-
es, acupuncture, psychotherapy sessions, 
dentist services among other benefits.  

 

 Provide opportunities to professional 
growth and leadership skills, including train-
ing opportunities, retreats among others. 
As well as training and resources to effec-
tive communication and conflict resolution 
in the workplace environment.  

 

 Opportunity and space where employees’ 
suggestions and feedback are considered. 
For instance, staff meetings are key to com-
municate updates, recognise work done, 
share new ideas, and request feedback 
from employees.  

 

 Peer and social support are fundamental to 
reduce work related stress and increase 
productivity to provide effective services for 
individuals served. Social support also in-
cluded community engagement and partici-
pation in broader common causes to break 
alienation, isolation, cynicism and feelings 
of helplessness.  

 Being proactive in taking care of one’s own 
mental well being seems to be a key factor 
for successful work. It includes physical ex-
ercise which could contribute to the well 
being and bring long term benefits to em-
ployees. Organizations can promote physi-
cal exercise activities, by including 1-hour 
activity per week, such as yoga, Zumba, Pi-
lates among others.  
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A physician’s report that presents, in a clear and 
impartial manner, the physical and psychological 
evidence that a person has been tortured is an 
invaluable document for a CCVT client making a 
refugee claim in Canada. 
This guide offers suggestions for preparing a re-
port that have proven useful in the experience of 
CCVT physicians and lawyers. 
PRELIMINARIES 

Include your C.V., listing degrees and hospi-
tal and professional affiliations.  Include 
special degrees or credentials in addition 
to medical degrees.  If you have had 
several years’ experience doing medico-
legal assessment of torture, state this.  
List any conferences attended or papers 
given relevant to torture survivors. 

 
State whether an interpreter was present. 

If you felt the interpretation was ade-
quate for the purposes of your ex-
amination, state this in the letter. 

If you felt the interpretation was not ade-
quate, or that the client seemed hes-
itant to speak through the interpreter 
(as sometimes happens with inter-
preters of the opposite sex, for ex-
ample), then discuss with the client’s 
lawyer about the possibility of get-
ting another interpreter. 

If no interpreter was present, and the 
client’s English was not fluent but 
was adequate for the purpose of 
your examination, state this in the 
letter. 

TAKING THE HISTORY 
Do not repeat the details of the client’s Per-

sonal Information Form (PIF) in your 

letter, as this increases he possibility of 

inadvertent discrepancies.  For example, 

“around the end of December several 

GUIDE TO MEDICO-LEGAL 
DOCUMENTATION 

General Practitioners and 

Family Physicians 

soldiers arrested her” may be preferable 

to “on December 28th five soldiers arrest-

ed her”.  You may state that you have 

read the PIF and you will not repeat this 

information except where relevant to the 

medical findings. 

Record in you letter details of the detention 

and torture that are not already con-

tained in the PIF.  For example: 

The torture experience (where, 

time of day, duration, fre-

quency, people present, 

instruments used, etc.) 

Conditions of detention (cell, 

bedding, food, water, heat, 

cold, insects, rats, toilet fa-

cilities, sanitation, clothing, 

blindfolds, shackles, noises, 

lights, sleep, deprivation, 

solitary confinement, over-

crowding, etc.) 

Medical care during and after 

detention. 

Ask the client bout specific torture tech-

niques, as often this information is not 

volunteered.  If possible, become familiar 

with the common techniques in the coun-

tries of clients you are assessing.  

(CCVT staff may be able to help with 

this.)  You can then state in the letter that 

the client’s experiences are consistent 

with the pattern of torture in that country. 

Where there is a specific physical finding, 

such as a scar, state in detail how the 

injury came about (e.g. type and size of 

weapon, material it was made of, how 

many times the client was struck, etc.). 

Ask about techniques used to avoid scarring, 

e.g. wrapping limbs in cloth, use of plas-

tic pipes or rubber truncheons. 

You may wish to include diagrams of torture 

techniques. 

Ask about head injuries, asphyxiation 

(suffocation, hanging, water immersion), 

and loss of consciousness, and their 

possible sequelae (e.g. irritability, per-

sonality changes, memory deficits, head-

aches, hearing deficits, impulsivity).  
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Consider a neurology consult to back up 

your suspicions.  You may wish to discuss 

this with the client’s lawyer first. 

Ask about verbal abuse, death threats, mock 

executions, sexual assault (children, men, 

and women), witnessing others being tor-

tured, and threats to family members. 

Ask about the physical sequelae of torture: 

Immediate – e.g. bruising, swell-

ing 

Long term – e.g. blood in urine 

for several weeks 

Current – e.g. deaf in one ear, 

constant headaches 

 
PHYSICAL EXAMINATION 

Give the results of your physical examination.  

If possible, use diagrams for scars or oth-

er physical signs, in addition to your writ-

ten description. 

Cite pertinent negatives.  For example, if you 

notice a scar and the client says it was 

caused by a childhood injury and not the 

torture, state this in the letter.  Commonly 

there are no scars as a result of torture, 

and if a technique was used to prevent 

scarring, describe it. 

OTHER INVESTIGATIONS 
Consider ordering confirmatory investigations, 

e.g. chest x-rays to document old rib frac-
tures. If a client has already been investi-

gated in Canada for a relevant symptom, 
consider getting the client’s permission to 
obtain records of previous medical inves-
tigation and treatment.  If you feel such 
documentation is necessary and there is 
not enough time to obtain it before the 
hearing date, discuss with the client’s 
lawyer the possibility of delaying the hear-
ing. 

PSYCHOLOGICAL ASSESSMENT 
(This may not be necessary if the claimant is also 
getting a report from a psychiatrist) 

Assess for current psychological sympto-

matology, paying particular attention to 

the DSM diagnostic criteria for Post Trau-

matic Stress Disorder.  Where possible be 

specific about symptoms; “he gets palpita-

tions and starts to sweat if he hears a 

door 

slam” is preferable to “he startles easily”.  

Where possible, be specific about the 

frequency and content of nightmares and 

flashbacks. 

In addition to Post Traumatic Stress Disorder, 

assess for possible coexisting conditions 

such as Major Depressive Episode. 

Observe the patient’s manner in your office, 

and describe it where relevant (e.g. tear-

ful, anxious). 

If you think the client will make a poor witness, 

anticipate this in your letter and explain 

why (e.g. bland effect, confusion, incon-
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sistency, poor memory and emotional 

distress may all be the result of Post 

Traumatic Stress Disorder; fear and anxi-

ety:  cultural considerations; depression; 

head injury, etc.). 

In rare cases you may wish to advise the law-

yer that this client should not testify in 

person as it would be too traumatic. 

If a psychiatry consult has not already been 

arranged by CCVT and you feel it could 

be of benefit to the client and his/her 

case, discuss this with the client and the 

lawyer. 

 

GENERAL POINTS 
 

Consider citing published papers and corrob-

orating statements from medical col-

leagues or other professionals (e.g. 

CCVT staff) re: conditions in the client’s 

country to back up the client’s statements 

about torture techniques, sequelae of 

torture or conditions of detention. 

If you recommend a specialist referral to the 

patient (e.g. psychiatrist, plastic sur-

geon), or refer him/her for specific ser-

vices (e.g. services for assaulted wom-

en), or prescribe medication (e.g. NSAID, 

anxiolytic), state this in your report. 

Keep your letter impartial, clear, and profes-

sional in tone.  Avoid statements such as 

“This unfortunate man has several razor 

blade scars from his terrible ordeal”.  

Instead say “On his left upper back are 

five linear, hypertrophic, parallel scars 

ranging from 12 to 18 cm long.  They are 

consistent with lacerations from a sharp 

object.” 

It may be useful to provide a summary state-

ment, e.g. “In summary, Mr. … presents 

with … Scars and …psychological symp-

toms which are consistent with his ac-

count of torture involving….” 

 

Prepared and Developed by Jill Blakeney, Family 

Doctor, Board Member and member of the Health 

Committee of the Canadian Centre for Victims of 

Torture (CCVT) with input from the Legal and 

Health Committee of the CCVT. 

Kubra was born in He-
rat, Af- ghanistan, 
into an educated, 
middle class family 
in 1964. At the age of 15 
she moved to 
Kabul where she 
completed her educa-
tion and received her 
bachelor degree as a 
pharmacist from Faculty of Pharmacy, Kabul 
University, while also working and raising a fam-
ily. 
Her career with the UN-Habitat Afghanistan 
started in June 2000 as City Manager where 
she was supporting hundreds of women to in-
crease their contribution to the community and 
continued until 2008.  From 2008-2011 she 
worked as a Gender Advisor in Kabul, which 
was often very dangerous, like in 2002 when 
she was arrested by the Taliban and languished 
in prison for 24 hours.  Due to ever-increasing 
threats and dangers, working in that sensitive 
position, it became impossible and risky for her 
to continue working as a woman in a country 
plagued with generalized violence. These 
threats put her life in imminent danger and not 
only forced her to quit her job, but also to es-
caped Afghanistan for Canada, where she 
hoped to find peace for her and her family. 
Kubra arrived in Toronto on December 24

th
 

2011. She began a new chapter in her life 
where everything from the environment, the cul-
ture, people and the food were new and un-
known to her. She had no friend and felt as if 
landed in the middle of nowhere. The only ray of 
hope in her was her younger son who had come 
to Canada three months before Kubra. She 
found it inevitable then to start her life all over 
from the scratch. 
Kubra filed for refugee protection claim on Janu-
ary 3

rd
 2012. Her case was accepted on Novem-

ber 26
th
 2012. In this period, she utilized the ho-

Kubra Zaifi: From A 

Client to A Counsel-

lor 

Kubra Zaifi: From A Cli-

ent to A Counsellor 
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listic services of the Canadian Center for Vic-
tims of Torture (CCVT) as a client. What will 
follow is Kurba’s reflection about CCVT: “I re-
ceived regular settlement and trauma counsel-
ling that enhance my wellbeing. I also benefited 
from a psychological assessment and report 
that were highly effective for her hearing. I was 
happy being supported by a professional cen-
tre.” 
Kubra accepted the challenge of a refugee 
woman’s integration into the Canadian society. 
She enrolled in different courses to improve her 
English and skills. In an attempt to participate 
meaningfully in social life, she enthusiastically 
began volunteering at various agencies as a 
field worker helping children and parents in the 
settlement process. At the same time, she 
found a job as a cashier at Pizza Pizza to pay 
her bills. This, however, was extremely hard. 
She continued with her endeavor and kept 
pushing for better opportunities. .  
Kubra was diligent and worked hard. Her per-
sistence and determination led to a position, as 
a part time Social Worker, with the Afghan 
Women’s Organization, a non-profit organiza-
tion that supports newcomer women and their 
families. Kubra was excellently suited for this 
position, as she possessed firsthand personal 
experiences of loss and trauma from the same 
community. Kubra enjoyed her new job, as her 
dreams as a refugee woman had come to the 
reality. She was in a position to offer her skills, 
insights and knowledge to support those refu-
gee women suffered like herself. The sorrow-
hearted Kubra knew sorrow.”   
In 2015, Kubra attended a job interview for the 
positon of Settlement and Trauma Counselor at 
the Canadian Center for Victims of Torture 
(CCVT) and was hired. Since then, she has 
been serving survivors of torture, war, genocide 
and crimes against humanity coming to Canada 
from different countries. To date, Ms. Kubra 
Zaifi has served over 1500 clients from different 
ethnicities and backgrounds including LGBTQ 
clients.  
Ms. Zaifi loves her job and has settled in Cana-
da successfully. She is now reunited with her 
both sons and has done her best to provide 
them with the best education. She has currently 
bought a two-story house in Toronto, despite 
being a single mother. She continues to over-

come cultural boundaries and empower herself 
and her beloved clients.  
Kubra has also integrated herself well into the 
community and has made numerous friends 
from diverse backgrounds. This is manifestation 
of her sincere services and successful settle-
ment in this great country. She continues to give 
back to the Canadian society through working at 
the CCVT, proving face-to-face settlement and 
trauma counselling, referral and running a wom-
en’s empowerment support group as well as 
helping refugee children.  
She is ever grateful to the Canadian people for 
opening the door for her when she needed asy-
lum. She is also thankful to CCVT for empower-
ing her to stand on her feet and enjoying am 
opportunity to grow and explore her talents to 
give back to the society. Kubra is obliged to her 
Canadian friends who offered her their uncondi-
tional love. To Kubra love is of universal power.  
 

The International Committee 
of the Red Cross (ICRC) 
 

The ICRC is one of the oldest NGOs working 
for the protection of victims of war and torture.  
It was founded in 1863 in Geneva, as an im-
partial and private humanitarian body.  The 
ICRC works on the basis of neutrality be-
tween the parties in conflict.  In cases of inter-
national conflicts among parties to the Gene-
va Conventions, the ICRC is permitted to visit 
all places where prisoners of war or civilians 
are held.  In cases of non-international armed 
conflicts, the ICRC  offers its services to the 
conflicting parties and - with their consent - 
can have access to places of detention.  In 
situations of civil war or unrest, it extends hu-
manitarian assistance, including visiting secu-
rity detainees.  Visits by the ICRC have, in 
many cases, improved the physical and psy-
chological conditions of detainees and have 
prevented their torture and ill-treatment.  The 
ICRC delegates try to meet the challenge of 
talking freely to detainees without witnesses.  
Individual follow-up of the detainees’ wherea-
bouts are also part of ICRC visiting proce-
dures. 
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Human rights and the politics of separation 

In the middle of June 2018 and because of an 

executive order of the US president Donald 

Trump, over 2500 children, including babies and 

toddlers, have been forcefully separated from 

their parents at the US-Mexico border and im-

prisoned in metal wire cages, military camps and 

a former Walmart compound. The news caused 

outrage and protest by national and international 

leaders, including first ladies, congressmen of 

both parties, our Canadian Prime Minister Justin 

Trudeau, NGOs and individuals the world over. 

The media have kept apace with the news hour 

by hour. The US president in response to this 

protest soon reversed the order. Nevertheless, 

those children remain separated from their par-

ents, their present situation as imprisoned crimi-

nals and their future is uncertain, and the Presi-

dent’s Zero Tolerance Policy with “illegal” migra-

tion, regardless of motives, is still in place.  

The legal, human rights and political aspects of 

this situation are beyond the scope of this paper. 

Suffice to say that, in principle, it is in contraven-

tion of important national and international legal 

instruments such as the Universal Declaration of 

Human Rights, the UN Convention Relating to 

the Status of Refugees, the Convention against 

Torture, and the Convention on the Rights of the 

Child, to name only the main ones. As for the 

political implications of this measure, it has been 

regarded as one more step in the career of a 

president who has acted with the intention of 

destroying the most basic national and interna-

tional values and institutions of a liberal society 

built on the rule of law and in great part with the 

initiative of US personalities and governments 

over the past 250 years that has made the US 

the leader and beneficiary of this liberal order. 

While attacking this order, this president promis-

es, moved by his own will, to “Make America 

Great Again” and above all other nations.  His 

anti-immigration rhetoric is directed to a domes-

tic audience in preparation for the next legisla-

tive elections due this November. It served him 

well in the past elections of 2016 and he expects 

the same results in November. It would be worri-

some indeed were it not for a general population 

whose large majority, according to recent opin-

ion polls, views positively immigration and be-

lieves that it should stay fixed or go up. Mr. 

Trump is testing the strength of those democrat-

ic national institutions and individuals that so far 

are resisting his most destructive interventions.   

Clinical and research evidence  

Witnessing the tears and crying of a child, your 

own or someone else’s, when it is separated 

from its mother, even if it is only for a moment, is 

a universal experience. The child’s reaction is 

much more distressing if the separation is con-

ducted suddenly, forcefully and results in its re-

moval to a totally alien environment. This ex-

plains the almost universal condemnation of this 

THE PARENT-CHILD FORCEFUL SEPARATION AT US-MEXICO BORDER: 

HEALTH AND PSYCHOSOCIAL CONSEQUENCES 

By Federico Allodi, MD. 
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separation of Central American children at the 

Mexican border. Everybody is familiar with the 

tears and crying, the despair of the child and, if 

the situation is not reversed and continues, the 

subsequent manifestations of exhaustion, loss of 

hope, the sentiment of helplessness, apathy and 

deep sadness of the child, that most people and 

child care experts would identify with a form of 

clinical depression.  

The severity and depth of the traumatic effects of 

this adverse event depend also on the age and 

critical stage of development of the child. But 

even if the separation is reversed and the family 

is reunited, the long terms consequences can 

still be very severe. There is plentiful clinical, 

epidemiological and historical evidence with dif-

ferent groups of children on the risks and proba-

ble consequences of parental child separation, 

much more severe when it is forced or perma-

nent.  

Sigmund Freud, in his work on Mourning and 

Melancholia, 1917, described the child’s reaction 

to maternal separation as the loss of the most 

significant nurturing and protective relationship 

with its entire world in the same terms and stag-

es that are valid today, namely, anxiety, grief, 

and finally mourning. In the mourning stage the 

principle of reality takes over, the hope of recov-

ering the parents’ love and protection wanes and 

the new situation is accepted. Freud spoke of 

“internal or psychic pain”, a term given by our 

common language to the unpleasant emotional 

reac tion to the loss of a love object. We can on-

ly guess what that is; what we know better is that 

at this stage of mourning subsequently the pre-

occupation with coping with the loss of the par-

ents takes up much of the energy and attention 

of the child, leaving little of it for the other tasks 

of development and growth. (Freud, 1917) 

After the Second World War, members of the 

psychoanalytic school described the immediate 

and long-term effects of separation from the 

mother in the process of a child hospitalization or 

institutionalization. The separation or loss of the 

mother as a primary source of nourishment and 

protection disturbed the formation and equilibri-

um of the infant’s psyche, leading to a clinical 

pictured called” anaclitic anxiety or depres-

sion” (from the Greek, leaning back or again). 

(Spitz, 1945) Not all the fear and anxiety result-

ing from the separation or loss of parents 

evolves to melancholia or depression, or preoc-

cupation with bodily symptomatology; part of it 

can turn into anger with symptoms of a social 

nature, the child or adult becoming a misfit, self-

destructive or openly antisocial. One of those 

Freudian insights, that losing one’s mother be-

fore the age of 9 years increases the risks of de-

veloping melancholia in adult life, was tested as 

a hypothesis in a study using a scientific control 

design and hard data by a sociologist and psy-

chologist team in London. (Brown and Harris, 

1968) They compared adult depressed patients 

and average matched normal citizens and found 

that the depressed sample had higher rates of 

losing their mother before the age of 9 years 

than the normal sample. Out of the large sample 

of the children separated from their parents at 

the US Mexican border a good proportion must 

be age 9 years or under and, in accordance with 

those clinical and research reports, one would 

expect, beyond the fears, anxiety, rage and grief 

reactions experienced at the present time, higher 

abnormal rates of depression in their adult lives. 

According to Jean Piaget’s ideas of cognitive 

development of the child, for a child of less than 

2 years of age, the experience of its world is 

sensorial, concrete and fixed in the present. 

Gradually it learns that things that are not seen 

continue to exist (permanence of objects or ob-

ject constancy). In time the child develops the 

capacity to think in symbols and logically, and 

finally after the age of 12 years it develops the 

ability to manipulate mental representations of 

the world in abstract form, or formal operations. 

Until then, depending on age, when a mother, or 

any other object, is out of sight she is also iout of 

its world, forever. A toddler cannot mentally keep 

an image of the mother and reconstruct in its 

imagination a return of the mother in time. What 

for an adult is a momentous absence, for an in-
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fant is a loss for ever, not reversible, with, in fact, 

devastating impact, like death for an adult. 

(Piaget, 1936) Such experience in the youngest 

of the children at the US-Mexico border would 

severely damage the course of normal and 

healthy psychological and emotional develop-

ment. Thus, we should expect a higher rate of 

traumatized and mentally handicapped adults 

coming out of this cohort of Latin children be-

cause of this separation. 

Piaget also pioneered studies in the moral devel-

opment of the child. In normal stable environ-

ments a child develops along various stages the 

capacity to distinguish between good and bad. 

At the age of 5 to 10 it begins to absorb rules as 

absolute and identifies good with what is reward-

ed and bad as what is punished. Thus, rules are 

external, given by others (heteronomous). From 

the age of 10 to adult life, rules acquire a more 

complex perspective, and morality is based on 

compliance with rules agreed with others, they 

can be negotiated, and decisions affect every 

one (autonomous). (Piaget, 1966) Lawrence 

Kohlberg, professor of psychology at the Univer-

sity of Harvard, expanded on Piaget’s ideas and 

distinguished three stages of moral develop-

ment, Pre-conventional, Conventional and Post-

conventional. The first or lowest level, proper of 

the child from birth to 10 years, coincides with 

the early sensorial and pre-formal operations 

stage of Piaget, in which good is what is reward-

ed and bad what is punished. The second or 
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Conventional stage (10 year to adult life) repre-

sents the morality that believes that what is mor-

ally good is what is good for the family, the inner 

group, social class, our country, nation or race.  

The morality of the Post-conventional stage is 

based on reason, the social contract and univer-

sal religious or moral principles and conventions. 

It protects also individual rights. (Kohlberg, 1984) 

In a study on a random sample of 48 convicted 

torturers interviewed in a jail in Managua, all 

were found to fit within the lowest stages of pre-

conventional or conventional moral develop-

ment; none could be placed at the highest post-

conventional level or operating according to mor-

al universal principles. (Allodi, 1982) It was in 

fact, the same pattern of response that Stanley 

Milgram found among his subjects in his famous 

experiments on Obedience to Authority.( Mil-

gram, 1974) If one takes into account the state-

ments by reliable observers and critics of this 

situation at the Mexican border as one of 

“torture”,  “close to kidnapping of children” and of 

“state terrorism”, one could very well dare to say 

that this is the level at which most, if not all, the 

personnel directly involved in the separation of 

children at the Mexican border are operating. 

As for other potential behaviour and personality 

disorders consequent to the loss of maternal 

love and care, the evidence is also overwhelm-

ing. In a series of studies of mental hospital and 

jail populations conducted under the aegis of 

World Health Organization of the ONU in 1951, it 

was found that children brought up in orphanag-

es and followed up to their adult lives ended up 

in abnormally high rates in prison and in mental 

hospitals. Similar studies, with a retrospective 

methodology, looked at the family and childhood 

background of adults in jails and in mental insti-

tutions and found the proportion of those brought 

up in orphanages significantly higher than in the 

general population. (John Bowlby, 1951) Those 

findings contributed to the institution of policies 

and practices promoted by the UN to abolish 

orphanages and warehousing of children the 

world over. Subsequently, the concepts of at-

tachment, separation anxiety, loss and anger, 

and the issue and the debate over “adequate 

parental substitute” arose and gave origin to the 

rules and regulations in the field of child adop-

tions. (Mary Ainsworth, 1962) Later develop-

ments by Michael Rutter of the Tavistock Clinic 

in London and others, reassessing the effects of 

maternal deprivation have shifted the exclusive 

focus on the mother to the father and siblings 

and have given them important roles in the de-

velopment of the child. (Rutter, 2001) The cur-

rent US presidential policies on parent child sep-

aration or its variation of putting the children and 

parents together in warehouses or military 

camps, in fact, putting children in prison, could 

not be more retrograde.  The hypocrisy of the 

Orwellian new-speak of “tender age migrant 

shelters” has not fooled anybody. Some of the 

children and adolescents within this group may 

react with anger and a resentment, now inhibited 

or repressed, but that eventually may transform 

itself into targeted or indiscriminate antisocial, 

disruptive, inadequate or psychopathic behav-

iour. They will suffer, indeed, but the rest of us 

will be also the losers, so, if it were only for self-

interest, it is imperative that we should care.  

The images of children kept in metallic wire cag-
es that have appeared in the media have been 
particularly distressing to a normally sensitive 
public. For the health care professional aware of 
the classic baby monkeys’ studies with terry tow-
el cloth-covered mannequin mothers compared 
to naked wire mothers, the images of those Latin 
children in wire cages are ominous indeed and 
told them that their growth and emotional devel-
opment have been seriously compromised. Psy-
chologist Harry Harlow in the 1950s and 1960s 
working with macaque monkeys (rhesus maca-
cus) in the University of Wisconsin proved that 
maternal separation and isolation of the child 
disrupted the process of attachment, security 
and dependence, overwhelming other factors, 
like physical nourishment, and impeded normal 
psychological development and growth. (Harlow, 
2010, 2013). The deleterious effects of maternal 
separation of those infant monkeys at a critical 
stage of development affected their adult behav-
iour, rendering them incapable of being affec-
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tionate and caring mothers. The effect of the 
separation of children at the Mexican border will 
likely have not only immediate and long-term 
effect but also affect the next generation. The 
maternal substitutes that the US government 
agencies, now in shambles, may be able to find 
cannot possibly compensate the loss of love, 
caring contact and attachment with their own 
mothers and fathers at this critical stage of de-
velopment. 

 

Epidemiological and historical evidence 

Separation of children from their families was 

always a very frequent risk within the phenome-

non of slavery and in native populations in cir-

cumstances of colonialism, occupation or con-

quest. The similarities between slavery and the 

current situation in the separation of families at 

the Mexican USA border are obvious. Besides 

profit, material or political, the main common mo-

tives both in slavery and in the separation of chil-

dren at the Mexican border are punishment and 

deterrent. The day after the separation was an-

nounced, in an editorial of the Globe and Mail of 

Toronto, the suffering and internal pain inflicted 

on the refugee and migrant children and parents 

at the US border was labelled as “torture” (June 

18, 2018), and Amnesty International, like many 

articles in the public media, has also called this 

policy and action cruel and inhuman punishment 

or treatment which are criteria for the definition 

of torture. In fact, it is also well known that this 

inhuman and cruel treatment or torture has been 

planned as a mechanism of deterrence, with the 

US government using the suffering of children as 

pawns or as a tool to force the parents to desist 

in their attempts to escape the risk of persecu-

tion or death in their own country and coming to 

the North where they may find relative peace 

and security. 

The language used in the world of slavery in the 

19th century in the US was also like the one used 

now in the Mexican-US border. Then the rhetoric 

to justify their slavery and keeping them subju-

gated was intended to sow the fear of 

“Africanization of the cities”, and how the Blacks 

that would escape to the North would spread 

poverty, disease, disorder and crime, thus, then 

like now, criminalizing people who wanted to be 

free. Sometimes the stigma of mental illness 

was used to diminish and demonize them. A 

medical diagnosis was concocted, tapetomania, 

supposedly an obsession that possessed some 

slaves with this “abnormal” compulsion to run 

away. (Fernando, 2010, 2017) In his own lan-

guage, now President Trump calls these Latin 

refugees drug abusers, sexually perverse and 

criminals. 

The Jewish Holocaust under the Nazi 

regime in Germany produced a trove of historical 

and scientific information on the consequences 

of forceful parent child separation. Those studies 

have provided wrenching examples of the harm 

done directly to victims, families, communities 

and the whole society. In September 1939 the 

German armies invaded Poland where before 

the war there lived millions of Jewish children. 

Only a few survived the genocidal holocaust and 

mostly because they were hidden or adopted by 

Christian families. In 1945, after the war the par-

ents or relatives who survived looked for them 

and tried to return them to their former families 

and communities. Most of them were found but 

there were serious problems: the parents had 

turned into strangers, the children knew nothing 

about their former religion or identity, they were 

confused, and adoptive and biological relatives 

were caught in a serious dilemma and struggle. 

(Michlic, 2008) In the Netherlands, after the Ger-

man occupation in May 1940, similar results 

were obtained with the Jewish children hidden in 

Christian homes or adopted by Christian families 

As in Poland hiding children was costly, risky 

and a constant source of fear and stress both for 

the families and the kids.  At the end of the war 

two and a half years later, nearly all parents 

found and recognized their children, but for the 

children it was not so easy; some failed to recog-

nize them or doubted that they were their par-

ents. The natural parents were ambivalent to-

ward the adopted parents who in turn felt that 



 

S u m m e r  2 0 1 8  

 

21 

 

F i r s t  L i g h t  

 

they had the right to continue to educate the chil-

dren in their own fashion. The children felt con-

fused particularly on the issue of their own Jew-

ish or Christian identity, a good proportion 

choosing to keep the adopted religion that they 

deemed to be much safer. About a third of natu-

ral parents regretted that their relationship with 

their kids was not what it was before the separa-

tion. (Evers-Emden, 2007) In fact, this stage of 

reunification after the trauma of separation was 

so distressing that the authors of a very sophisti-

cated and comprehensive study on a sample of 

over 200 adults who were child victims of family 

separation during the Holocaust in Europe used 

the concept of sequential traumatization or re-

traumatization. The natural parents were either 

absent or so exhausted that they could not take 

care of the children who subsequently were 

tossed left and right, moved from families to fam-

ilies, changing from organization to organization 

and even from one  country to another. The au-

thors concluded that this later stage of post-

trauma, involving care and the intervention of 

gentile and Jewish organizations providing good 

or bad care, could either reduce or exacerbate 

the effects of the initial trauma and overall was 

more significant in determining the final state of 

health and wellbeing than the initial trauma of 

separation. (van der Hal-van Raalte,  Van 

Ijzendoorn, and Bakermans-Kranenburg, 2007) 

This finding is of paramount importance if we are 

to remedy some of the damage potentially wait-

ing these children after the trauma of their deten-

tion and separation at the Mexican border. 

 

Canadian evidence 

The trauma and consequences of the arrival, 

conquest, dispossession, and colonization by 

European people of the North American conti-

nent and its indigenous population is still the un-

resolved problem of Canada. For the last few 

decades the governments and religious orders of 

Canada have been dealing with the human 

rights and legal consequences of the indigenous 

children who were taken, forcefully or with con-

sent, from their villages and families to be edu-

cated in boarding schools during the best part of 

the 20th century. The Canadian Indian Residen-

tial School System was a boarding school sys-

tem for indigenous people legally funded by the 

government within the Indian Act of 1876 and its 

amendment of 1884, and administered by the 

Christian churches. It was initiated by Prime Min-

ister Sir John A. MacDonald who borrowed the 

ideas and policy of “aggressive civilization” from 

the US where already they had been put into 

practice.  Children were taken from their families 

and villages and placed in residences well away 

from their communities to minimize contact with 

their families and indigenous culture. The inten-

tion was to assimilate to the predominant Cana-

dian culture those children, whose culture, in the 

eyes of government, had proven incapable of 

serving the needs of modern “civilized” life, or in 

the words of Prime Minister Sir John A. Macdon-

ald, “to take the Indian out of the child.” About 

30% of the 150 000 native children went through 

the system. Reports of physical and sexual 

abuse caused in 2008 the Prime Minister Ste-

phen Harper to apologize to victims and indige-

nous leaders for those abuses, and to establish 

the Truth and Reconciliation Commission that 

collected evidence of abuses from former resi-

dents. The Report published in 2015 compiled 

those testimonies and declared that the Resi-

dential School System amounted to “cultural 

genocide”. Epidemiologically the trauma of that 

separation and deprivation added to the loss of 

aboriginal culture and identity that has been 

linked to the very high prevalence rates of post-

traumatic stress disorder, alcoholism, substance 

abuse, imprisonment, homicide and suicide, 

which persist in their communities.  

In this saga of the separation of Canadian indig-

enous children from their families the most re-

cent episode has been the adoption of aboriginal 

and metis children by Christian and Jewish fami-

lies in British Columbia, Manitoba, Ontario and 

Quebec, between 1951and 1961. Some 20 000 

children are believed to have been involved in 
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what has been called the Sixties Scoop. Prime 

Minister Justin Trudeau has allocated 750 million 

dollars in compensation to the survivors and 

families that lost children through adoption. The 

motives for the adoptions were the same as 

those for the transfer to the residential schools, 

poverty, family and community disorganization, 

ill health and the desire to give children a better 

environment, but, nonetheless, neglecting the 

loss of parental attachment, aboriginal language 

and cultural identity. An aspect that we do not 

hear often is the search of a separated and lost 

child, years later, by its own brother or sister. 

This has been heard of adopted native children 

and we may expect it to result from the current 

events of Central American children separated 

from their families at the US Mexican border. 

Already relatives are in anguish trying to locate 

some of those over 2500 kidnapped children 

sequestered somewhere in a disorganized sys-

tem in a vast country. 

Conclusions and response 

When beliefs and attitudes are expressed by 

prominent public figures or enacted as govern-

ment policies, they acquire social dimensions 

and have an impact on peoples’ lives, even if 

they are shared only by a minority of the popula-

tion. The terrorist attack on the New York World 

Trade Center with its 3000 victims, a first in US 

history for such an invasion on national territory, 

for many people was a severe trauma. Similar 

shocks and sudden social changes took place in 

European countries with the smaller terrorist at-

tacks in their own cities and the overwhelming 

massive waves of refugees trying to escape war, 

destruction and poverty in Middle East and North 

African countries. The response of the host 

countries has varied. In some cases, like the UK 

with the Brexit movement or the ascendance of  

far-right wing parties in some member states of 

the European Union, the response has meant 

further isolation and building up of  barriers of a 

nationalist, populist or openly racist nature. Oth-

er countries, like Spain, some Scandinavian 

countries and Canada, have succeeded in con-

trolling immigration by accepting immigrants that 

can be absorbed within the economic and em-

ployment process of the country.  On the other 

hand, a good part of US voters, fed by a dis-

course rich in the imaginary threat and fear of 

the foreigner, have chosen to follow a leader 

who is openly racist and discriminatory against, 

among others, his southern neighbours. The 

children of refugees’ families are the most direct 

victims of these attitudes and policies.   

The response of law abiding citizens with a dem-

ocratic, liberal and humane conscience has 

been already tangible and effective. The illegal 

measures voiced by this US president have 

been challenged and partly stopped. The next 

steps of searching for the children, localizing and 

reuniting them with their families have already 

began in a desultory, private and independent 

manner. It must continue in a well-organized, 

systematic way under government and NGO 

initiative and sponsorship. Those agencies 

should seek resources to provide integrated 

counselling, social and other support services to 

these families and children affected by  this ad-

versity of forced family separation. 

Finally, and based on the evidence of reports on 

coping with major community disasters, legal 

complaints should be launched by individuals 

and groups against the various levels of the US 

government for the multiple abuses of interna-

tional and national legislation that these 

measures against the refugees and immigrant 

families have, prima facie, contravened. This 

recommendation is fully justified from the mental 

health point of view. It has been reported that 

individuals, victims of a disaster, natural or acci-

dental, when they get together and act in a legal 

process against the perpetrator responsible for 

their suffering and losses, recover better from 

the anxiety of the trauma than those who do not 

organize and engage in a legal demand. One 

example often cited is the Buffalo Creek dam 

disaster in West Virginia in 1972. The families of 

the 135 mining people killed and 1211 injured 

received 13.5 million in US dollars for their lost 
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families and property and for psychological dam-

age. “The company was forced to pay for the 

mental anguish it had caused.” It does not mean, 

however, that after the settlement, even if justice 

and retribution was accorded to them, they had 

become symptom free. When followed up 17 

years later, the victims of the accident still had 

higher anxiety scores than their neighbours in  a 

village like their own that had not suffered the 

flood and losses. (Erikson, 1978) The im-

portance of the lawyers’ involvement as a deter-

minant in mental health status should not be a 

surprise; after all lawyers, like nurses and medi-

cal doctors, are part of the formal or professional 

network of personal support, which together with 

the informal network of family, friends and neigh-

bours, represent the most effective determinant 

of health and wellbeing in the response to critical 

adverse events, such as family separation. 

Federico Allodi, MD 

Associate Professor of Psychiatry (Ret.), Univer-

sity of Toronto 

Founding Chairman, Canadian Centre for Vic-

tims of Torture. 

Toronto, June 26, 2018. 
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Let America Become America Again 

The America that I knew 

Opened her arms to me 

And placed me next to her children. 

I had fled my homeland 

Where my wife was executed. 

A peshmerga took me to Turkey 

A lawyer to France 

And a sponsor to America. 

Thus I became a citizen of this country. 

But today,  Those who separated 

Infants from their mothers 

At the Mexican border 

Want to remove my citizenship. 

No! This is not the America that I knew 

The America where French Protestants 

And English Catholics migrated, 

The America where German Jews 

Soviet defectors 

And non-European refugees took refuge. 

Let America become America again* 

Return infants to asylum seekers 

And embrace all of her children equally. 

 

Majid Naficy July 11, 2018 

*- “Let America be America again” Langston 

Hughes 

“Until he extends his circle of com-
passion to include all living things, 
man will not himself find peace.”  
 
From Dr. Albert Schweitzer (1875-

1965), theologian, organist, writer, 

humanitarian, philosopher, and phy-

sician.   
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text:  The original version of this article was pub-
lished as a Blog at the Canadian Medical Associa-
tion website in July 2017, at a time when the Cana-
dian Medical Association was inviting suggestions 
and debate leading to an updated Code of Ethics 
for Canadian doctors. Many Canadian doctors 
have advocated that the new Code include a state-
ment that specifically addresses physician involve-
ment in torture. As it happens, the Committee 
charged with revising the previous Code and pre-
senting the membership with a new draft has in-
cluded an explicit statement prohibiting physicians 
from participating in or condoning torture; the entire 
newly-proposed Code will be put to a vote for for-
mal acceptance by the CMA later in 2018.  
 
In the thirty-odd years I have worked with torture 

survivors, I have heard countless versions of the 
following story. When Azad* was a 22-year-old uni-
versity student in his home country, he participated 
in a public demonstration, criticizing the govern-
ment’s financial cuts to social programs important 
to his minority group. He and many other demon-
strators were apprehended and brought to a crowd-
ed holding centre. They slept on the floor, had lim-
ited access to a dirty toilet, and were given a cup of 
water with a small amount of non-nutritious food 
twice a day. Azad was taken for interrogation on 
three occasions. He was accused of having links to 
terrorist organizations outside the country, and of 
spreading seditious ideas (his interrogators had 
found political leaflets in his backpack). They de-
manded the names of organizers. While being 
questioned he was struck repeatedly on his back 
and thighs with police batons, and on the third oc-
casion they beat the soles of his feet. Afterwards 
he could not walk and had to be dragged back to 
the holding cell. He was released after five days 
but expelled from his university. 
 
He was arrested again while putting up posters for 
an upcoming election. This time, as well as endur-
ing blunt beatings, he was threatened at gunpoint 
with execution and had his head repeatedly sub-
merged in a tub of dirty water until he lost con-
sciousness. It took his family a month to locate him 
and gain his release. They decided it was best for 
him to leave the country. 

When I saw Azad, more than a year after his last 
detention, he was still suffering from daily back 
pain, knee pain, and a host of psychological 
symptoms. He was afraid to do physical work or 
play sports and he was fearful of anyone in uni-
form. He felt guilty because his family members 
continued to receive threatening phone calls 
from people demanding to know his wherea-
bouts. His brother had been fired from his job in 
the civil service. 

 

Now is the Time for our Medical Code of Ethics to Pro-
hibit MD Involvement in Torture  
 
By Dr. Wendell Block 

https://cmajblogs.com/tag/torture/


 

F i r s t  L i g h t  

 

26 

 

F i r s t  L i g h t  

To me this is a familiar story of an insecure gov-
ernment using torture to quash dissent, gain infor-
mation, and punish individuals along with their 
families and communities. Depending on the per-
son’s resilience and resources, recovery can take 
more time than one life provides. And so along 
with many others, my heart sank last winter as I 
listened to the new U.S. president talk about bring-
ing back torture, “because it works”. Even if 
Trump’s defense advisers, for now at least, have 
convinced him to keep torture out of bounds, he 
has already promoted the destructive message 
that international and domestic laws prohibiting 
torture can, and should, be set aside. If the U.S. 
sustains another 9/11 type of attack, there will be 
enormous pressures from the White House, sec-
tors of the public, and other agencies to “take the 
gloves off” once 
again. Meanwhile, 
dozens of govern-
ments who routine-
ly use torture can 
do so with added 
justification. 
 
What about here in 
Canada? Besides 
planning for a con-
tinuing flow of tor-
ture survivors to 
Canadian clinics, I 
believe that Cana-
dian physicians, 
along with other 
health profession-
als, should have 
another response. In an epoch of declining support 
for human rights, we as physicians need to make it 
clear to each other, to our political leaders, and to 
the public, that we will adhere to both international 
and Canadian law and never participate in torture. 
The current work to revise our Canadian Medical 
Association Code of Ethics gives us that opportuni-
ty. While the Code presently contains relevant di-
rections such as “Refuse to participate in or sup-
port practices that violate human rights” and “Take 
all reasonable steps to prevent harm to patients”, 
we should add very specific language stating that 
physicians will oppose and report torture, will not 
be present when torture is occurring, and will not 
facilitate torture in any way. The American Medical 
Association’s contemporary Opinion of the Council 

on Ethical and Judicial Affairs chapter 9.7.4-9.7.5, 
as well as the British Medical Association’s Armed 
Forces Ethics Toolkit, provide excellent examples 
of how this can be done. 
 
The American experience post 9/11 illustrates the 
many ways health professionals can become in-
volved in torture. Although psychologist James 
Mitchell published his book “Enhanced Interroga-
tion” to defend his role, he clearly describes how 
he and another psychologist, both with experience 
in training U.S. military personnel to resist coercive 
interrogations, led the design and implementation 
of the CIA techniques, including waterboarding. 
CIA medical staff were used to monitor the “rough” 
interrogations of high value detainees. The U.S. 
Senate Intelligence Committee Report on Torture 

includes staff e-mails 
describing an occa-
sion when an interro-
gator gave a “xyphoid 
thrust” to resuscitate 
a detainee after wa-
terboarding, “with our 
medical staff edging 
toward the room”. In 
an incredibly awk-
ward way, the moni-
toring role of medical 
staff was meant to 
protect interrogators 
from future charges 
of torture--the Depart-
ment of Justice, 
through a series of 
memos in 2002, used 

medical language to argue that the authorized 
techniques were not torture, as defined in the U.S. 
criminal code, because the associated pain was 
not severe enough to be “equivalent in intensity to 
the pain accompanying organ failure, impairment 
of bodily function, or even death.” 
 
Further, a 2011 review of medical records and 
case files published in the Public Library of Sci-
ence (PLoS) Medicine journal, conducted on be-
half of nine detainees who alleged they had been 
tortured at Guantanamo Bay, showed that physical 
and psychological injuries consistent with torture 
had been recorded in their medical charts, but no 
effort had been made to document the causes of 
their injuries, amounting to medical collusion and 

In an epoch of declining sup-
port for human rights, we as 
physicians need to make it 
clear to each other, to our po-
litical leaders, and to the pub-
lic, that we will adhere to both 
international and Canadian 
law and never participate in 
torture. 

http://abcnews.go.com/Politics/president-trump-tells-abc-news-david-muir-absolutely/story?id=45045055
https://books.google.ca/books/about/Torture_Memos.html?id=X4BQzsydoJsC&redir_esc=y
https://books.google.ca/books/about/Torture_Memos.html?id=X4BQzsydoJsC&redir_esc=y
https://www.cma.ca/Assets/assets-library/document/en/advocacy/policy-research/CMA_Policy_Code_of_ethics_of_the_Canadian_Medical_Association_Update_2004_PD04-06-e.pdf
https://www.cma.ca/Assets/assets-library/document/en/advocacy/policy-research/CMA_Policy_Code_of_ethics_of_the_Canadian_Medical_Association_Update_2004_PD04-06-e.pdf
https://www.cma.ca/Assets/assets-library/document/en/advocacy/policy-research/CMA_Policy_Code_of_ethics_of_the_Canadian_Medical_Association_Update_2004_PD04-06-e.pdf
https://www.ama-assn.org/sites/default/files/media-browser/code-of-medical-ethics-chapter-9.pdf
https://www.ama-assn.org/sites/default/files/media-browser/code-of-medical-ethics-chapter-9.pdf
https://www.bma.org.uk/advice/employment/ethics/armed-forces-ethics-toolkit/6-treating-detainees
https://www.bma.org.uk/advice/employment/ethics/armed-forces-ethics-toolkit/6-treating-detainees
https://books.google.ca/books/about/Enhanced_Interrogation.html?id=-BZbCwAAQBAJ&redir_esc=y
https://books.google.ca/books/about/Enhanced_Interrogation.html?id=-BZbCwAAQBAJ&redir_esc=y
https://www.mhpbooks.com/books/the-senate-intelligence-committee-report-on-torture/
https://www.mhpbooks.com/books/the-senate-intelligence-committee-report-on-torture/
http://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001027
http://journals.plos.org/plosmedicine/article?id=10.1371/journal.pmed.1001027
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cover-up. 
 
Undoubtedly many of those involved in these ac-
tions believed that they were doing the right thing; 
that exceptional times demanded exceptional re-
sponses. James Mitchell wrote: “I decided I had a 
duty to use what I knew to protect American citi-
zens and our way of life.” Some military physi-
cians  likely felt they had no choice but to obey 
their  superior officers, putting them in a classic 
conflict between loyalty to their military duties and 
loyalty to practice medicine according to their per-
sonal and professional ethical codes. They may 
have believed that their superiors knew best--after 
all, the law had been interpreted by the highest le-
gal office in the land, declaring legal what any vic-
tim and most observers of the techniques would 
call torture. Which brings us back to the purpose of 
the Code—in times of heightened fears and con-
flicting social expectations, the Code provides ethi-
cal instruction on how we must act. It informs the 
public, and our political leaders, on how we will act. 
 
In a crisis, the temptation to use torture to gain se-
curity-related information is hard to resist. There is 
enormous pressure on political leaders and securi-
ty institutions to protect the public. Criminal laws, 
moral standards, and concerns about long term 
negative consequences are set aside. Looking out, 
the State soon sees hundreds, or thousands, of 
people who look like my patient, Azad—potential 
threats who might be usefully tortured. That is why 
it is so essential to define clear lines of principle at 
times in our history when clear thinking can still 
prevail. And that is why, in accordance with interna-
tional law, the line for torture must explicitly be 
drawn at none. 
*A fictional name; this patient represents a compo-
site of many patients 
 

Wendell Block is a family physician at the East 
End Community Health Centre. He has also 
worked in association with the Canadian Centre 
for Victims of Torture since 1986, primarily doing 
medical assessments of refugee claimants, doc-
umenting injuries inflicted by torture prior to their 
refugee hearings. He has presented at educa-
tional events designed to train CCVT's volunteer 
interpreters, and at educational events regarding 

issues directly related to torture. 

Verses from Holy Quarn 
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Janusz Korczak, the pen name of Henryk 
Goldszmit, was born into a rich Jewish family 
in Warsaw, Poland, on July 22, 1878. At an 
early age, his family lost all financial stability 
when his father, a successful attorney, was 
admitted to a psychiatric hospital and died a 
few years later from mental health issues. This 
horrific turn of events was a heavy blow to the 

family’s financial situation which eventually 
lead Janusz Korczak to begin tutoring children 
to support his family whilst attending high 
school. In 1896, the same year his father 
passed away, he had his literary debut with 

his satirical text on raising children, “The Gor-
dian Knot”.  
 
“The suffering of children is not minor. Let’s 
help them, listen to them!”  
 
Janusz Korczak continued his education by 
studying medicine and graduating from the 
University of Warsaw whilst continuing his 
passion for literature by writing for several 
Polish newspapers. He eventually became a 
pediatrician and worked from 1905 to 1912 at 
a local children’s hospital in Warsaw. He also 
began to gain literary recognition through his 
book “Child of the Drawing Room”. When he 
went to go study in Berlin, Korczak chose to 

work for the Orphans’ Society and met Stefan-
ia Wilczyńska who would eventually become 
his closest associate. By 1912, Korczak chose 
to take the step forward in his love for educat-
ing and caring for orphaned children by be-
coming head of his own orphanage, primarily 
for Jewish children, with Wilczyńska as his 
assistant. Even after having been drafted into 
the Polish army as a military doctor twice and 

 A Father to Orphans 

By Arian Fesharaki 

“Children are not the people of to-
morrow, but people of today. They 
are entitled to be taken seriously. 
They have a right to be treated by 
adults with tenderness and respect, 
as equals. They should be allowed 
to grow into whoever they were 
meant to be – the unknown person 
inside each of them is the hope for 

“The suffering of children is not minor. 
Let’s help them, listen to them!”  
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achieving both an outstanding rank and much 
recognition for his contributions, he still chose 
to return to his orphanage to continue raising 
the orphans. 
 
“Children are not the people of tomorrow, but 
people of today. They are entitled to be taken 
seriously. They have a right to be treated by 
adults with tenderness and respect, as equals. 
They should be allowed to grow into whoever 
they were meant to be – the unknown person 
inside each of them is the hope for the future.”  
 
Janusz Korczak continued his career as a writ-
er when he released his next two books, “How 
to Love a Child” (1918) and “King Matt the 
First” (1928), which tackled the roles of par-
ents in caring for a child and the reality of chil-
dren in the midst of warfare, respectively. 
Alongside his writing career, he continued to 

raise and educate his orphans using a very 
self-directed program by helping them create 
their own miniature community. By 1926, the 
children of the orphanage were publishing 
their own newspaper called “Little Review”, 
which was included as a section of the daily 
Polish-Jewish newspaper “Our Review”. Dur-
ing the 1930s, Korczak chose to use the radio 
as a public platform to vocalize and popularize 
his mission for children’s rights which earned 
him the Silver Cross from the Polonia Resti-
tuta. However, when sentiment grew ill to-
wards the Jewish population once World War 
II broke out, Korczak still stood by his children 
when the Nazi Germans took over Poland. He 
stayed with them through the whole process of 
being removed from the orphanage to the 
Warsaw Ghetto. On August 5, 1942, Korczak, 
Wilczyńska, and nearly 200 of his orphans 
were moved to the Treblinka concentration 
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camp where they were executed by the gas 
chambers upon their arrival.  
 
“To reform the world - means to reform up-
bringing...” 
 
Janusz Korczak exemplified such a unique 
approach towards the core values that govern 
medical ethics and how to correct the wrongs 
of torture that might not be seen by most in 
times of war or prosperity. When he saw these 
orphaned children, he dropped everything in 
order to act as both a father and a teacher for 
them. He saw the future in these orphaned 
children who had gone through so much hard-
ship because of factors that they couldn’t even 
control. Never once did he ever leave their 
side, even when given the opportunity to on so 
many occasions. Whilst at both the Warsaw 
Ghetto and before he was taken to the Tre-
blinka concentration camp, he was given the 
opportunity to escape due to his recognition 
as a well-known writer by the Polish officers 
guarding the ghetto. He rejected every oppor-

tunity to save himself because he understood 
that it was his job as their father to stay with 
them no matter what. He knew that if he left, 
he would be just as awful as the parents that 
had abandoned their children or the people 
that had done nothing for these orphans. 
 
He realized that it only took one person to 
make a difference, to give these children back 
the childhood and education that they’d hold 
onto forever. It was these values that made 
him the quintessential role model in the advo-
cacy for children’s rights. One of his books, “A 
Child’s Right to Respect”, published in 1928, 
helped guide the United Nations Convention 
on the Rights of the Child in 1989. Janusz 
Korczak showed us that all it takes is an un-
derstanding of humanity for us to make a 

change. No matter where we come from, what 
our social status may be, or what factors we 
feel may define us as individuals, we are all 
capable of making a difference. 
 
Arian Fesharaki is a 12th grade student cur-
rently attending Cypress Bay High School in 
Weston, Florida. Arian's commitment to hu-
man rights and social justice stems from 
his passion for medicine and musical theatre. 
He volunteers at the Cleveland Clinic Florida 
Hospital and has performed onstage as the 
lead role in a number of musicals. 

To reform the world - means to 
reform upbringing 

Canadian Mental Health Associa-
tion  
 
Our Vision, Mission and Values 
All of our activities at CMHA Ontario are 
based on the organization’s mission, vision, 
and values. 
Our Vision 
To Make Mental Health Possible for All. 
Our Mission 
A Society That Believes Mental Health Is 
Key to Well-Being. 
Our Values 
Self-Determination 
We support an individual’s involvement in 
decisions that affect their life. 
Diversity 
We value diverse perspectives and the lived 
experience that all people bring. 
Social Justice 
We are committed to removing barriers and 
discrimination that impact quality of life, and 
supporting equitable access to resources, so 
that people can fully participate in society. 
Creativity 
We encourage innovative ideas and new 
ways of working that are responsive to the 
changing needs of Ontario. 
Social Responsibility 
We are committed to working in the public 
interest and for social good. 
Integrity 

We value honesty and ethical behaviour. 
https://ontario.cmha.ca/about-cmha/our-
vision-mission-and-values/ 
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As clinical psychologists in training, we learn 
early on about Evidence-Based Practice in 
Psychology (EBPP), which is defined as “the 
integration of best available research with clini-
cal expertise in the context of patient charac-
teristics, culture, and preferences” (American 
Psychological Association [APA] Presidential 
Task Force on Evidence-Based Practice, 
2006, pg. 273). EBPPs are an integral compo-
nent of our profession’s ethical responsibility to 
deliver psychotherapy interventions that are 
effective for our clients (Canadian Psychologi-
cal Association [CPA], 2000). One form of EBPP 
is the use of empirically-supported treatments  
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(ESTs), which constitute manualized interven-
tions or techniques that have been supported 
through varying levels of quality research 
(APA, 2006). It is a reliance on ESTs that often 
forms the back-bone of formalized clinical 
training (at least in our experience). “Gold 
standard” research practices (e.g., randomized 
control trials) that are used to rank ESTs often 
restrict participant samples to specific homog-
enized groups, to reduce variability in the out-
comes of interest (Westen, Novotny, & 
Thompson-Brenner, 2004). It is these homog-
enized groups for which we have ESTs to 
draw from (Westen, Novotny, & Thompson-  

When empirical research falls short: Eth-

ical reflections and considerations when 

providing psychotherapy for survivors of 

torture  

 
By: Fiona C. Thomas, M.Sc & Brittany Jamieson, M.A.  
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Brenner, 2004). Yet, several ethical questions 
arise when considering clinical work with pop-
ulations who have been excluded from the re-
search, for example survivors of torture. Is it 
still ethical to use an EST if no research exists 
on its efficacy or effectiveness within the pop-
ulation of interest? What alternatives are avail-
able to psychologists and psychologists-in-
training when it appears there is no evidence-
based intervention available for a client? In 
this article, we describe our experiences work-
ing with two individuals who are torture survi-
vors. In particular, we discuss where manual-
ized ESTs fell short for these clients and how 
our profession’s ethical guidelines and the 
concept of EBPP helped us learn important 

lessons in providing effective and ethical care 
for those where manualized treatments may 
not be effective.  

The concept of EBPP evolved in response to 
ensuring that individuals who sought mental 
health services received scientifically-
supported therapies and optimal treatment, 
rather than ineffective or potentially even 
harmful interventions (Lilienfeld, 2014). For 
mental health clinicians, Cognitive Behavioural 
Therapy (CBT) has emerged as the gold 
standard of ESTs. Even before EBPP was es-
tablished as a concept, extensive evidence 
was accruing about the effectiveness of CBT 
for various mental illnesses and for individuals 
across the age spectrum. Today, CBT is 
taught in various clinical psychology pro-
grams, as well as to other mental health pro-
fessionals.  

 

Notwithstanding the considerable evidence in 
support of CBT as the treatment of choice for 
many mental disorders, it is important to keep 

Is CBT appropriate for this bereaved refugee woman whose 
baby drowned before her rescue in the high sea on May 24, 

2017? 
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in mind that CBT was developed in the context 
of Western culture. Relatedly, many of the 
mental illnesses we diagnose and treat with 
CBT implicitly endorse a Western ontology 
(Bracken, Giller & Summerfield, 1995). The 
construction of knowledge, including by re-
searchers, is inevitably influenced by the ideas 
and assumptions of the culture within which 
we exist (Henderson, 2018). Therefore, re-
search is not context-free or neutral. In addi-
tion, as clinicians, we are training, practicing 
and applying our knowledge of CBT within a 
Western context. In all, these factors may 
skew our ability to discern whether CBT is ap-
propriate in its standard form for diverse popu-
lations. This is particularly salient when con-
sidering the use of CBT for survivors of torture, 
for which there is a dearth of research.   
 
Early on in our clinical psychology training, we 
encountered the dilemma of adhering to our 
ethical obligation of providing an evidence-
based intervention when working with individu-
als where such evidence was non-existent. 
We both ended up working with clients who 
escaped their homelands because of torture. 
In one case, the client left her homeland be-
cause of her experiences with female genital 
mutilation, forced marriage, and years of phys-
ical, sexual, and verbal abuse from her father. 
In a second case, a transgender client report-
ed that they had left their homeland because 
of a fear of death. They explained that non-
conformity to gender/sex roles was illegal in 
their home country and there was no support 
or terminology for transgender individuals. 
This client described escaping their home 
country as a traumatic experience as death 
was the consequence of a failed attempt. In 
both cases, although our clients resided in 
Canada for several years, they continued to 
live in fear of persecution or capture by their 
families.  
 
Although our training recommends we follow 
evidence-based protocols with all our clients, it 
was clear that these two clients had unique 

needs that a 12-week CBT protocol was un-
likely to address. How then could we provide 
effective treatment in the context of a system 
that is designed for short-term interventions? 
Could our brief intervention result in more 
harm (e.g., via iatrogenic means) than good?  
 
CBT is often discussed as a value-neutral 
therapy, though this idea has been challenged. 
It appears value-neutral because we exist in 
the dominant culture out of which it was creat-
ed. However, CBT does indeed include certain 
value-laden principles (Hays & Iwamasa, 
2006; Kantrowitz & Ballou, 1992). One of 
these principles is an emphasis on rationality, 
including a focus on logic (as in checking the 
validity of thoughts), cognition, rational think-
ing, and direct language. The second is a fo-
cus on the present – what is happening in the 
here and now for patients. The third is an as-
sumption that everyone has an inherent ability 
to produce and implement change (Kantrowitz 
& Ballou, 1992; Okazaki & Tanaka-Matsumi, 
2006). For individuals escaping torture or on-
going threats to their safety, a focus on the 
present can undermine the importance and 
implications of historical oppression, such as 
the transgenerational impact of colonialism or 
war. Further, an assumption of change can 
neglect real environmental barriers that exist 
for people in different circumstances (Hays, 
2009). For example, in the cases discussed 
above, our clients were previously diagnosed 
with Social Anxiety Disorder. However, they 
both experienced legitimate fears about being 
found by their families, which increasingly led 
to their isolation, particularly from their respec-
tive communities. Was their anxiety and fear of 
judgement in social situations thus not found-
ed based on their circumstances? This neglect 
of environmental barriers can lead a client to 
feel blamed for their current situation or be 
misdiagnosed and incorrectly treated for a dis-
order rooted in Western frameworks. While 
adhering to ethical duties to provide evidence-
based interventions, this is where clinicians 
may falter and instead violate the principle of 
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do no harm (APA, 1992; CPA, 2000). 
 
Although creating new manuals for each cul-
tural group is one option for delivering CBT 
ethically to culturally diverse groups, another, 
potentially more practical solution for clinicians 
is to practice culturally-responsive CBT, a 
termed coined by Pamela Hays (2014). Cultur-
ally-responsive CBT exists at the nexus of 
multicultural therapy, evidence-based practice, 
and CBT. We have previously defined and de-
scribed CBT and EBPP. Multicultural Therapy 
(MCT) developed as its own domain of psy-
chotherapy and uses strategies and encour-
ages goal-setting based on a client’s cultural 
values and life experiences. Culturally-
responsive CBT is thus, an integration of CBT, 
MCT and EBPP.  
 
Culturally-responsive CBT can also be inte-
grated into holistic systems of therapy for sur-
vivors of torture. For example, at the Canadian 
Centre for Victims of Torture (CCVT), this in-
volves supplementing psychiatric and psycho-
logical treatment with services provided by 
Trauma and Settlement Counsellors (E. Mos-
sallanejad, personal communication, August 
31, 2018). These Counsellors are multilingual 
and are often familiar with the cultural sensitiv-
ities of clients who arrive at CCVT. They assist 
clients with navigating the complexities of set-
tling in a new country and also work closely 
with psychiatrists and psychologists to support 
clients with any mental health needs. Working 
with our clients, two important lessons 
emerged with regards to navigating the selec-
tion and provision of ethical and empirically-
based treatment. First, providing culturally-
responsive CBT begins before you even see a 
client. This ‘pre-therapy’ work is best captured 
in the Sue and colleagues (1998) model of 
multicultural counselling competences (from 
MCT). The model exists along three dimen-
sions: clinician’s self-awareness, cultural 
knowledge and appropriate use of skills, 
measures and interventions. Clinical cultural 
competence is an ongoing and effortful pro-

cess and is demonstrated when one has de-
veloped proficiency in all three areas. 
 
Self-awareness is one of the important com-
ponents of multicultural clinical competency. It 
starts with the awareness and acknowledge-
ment that we are all cultural beings. We are 
not cultureless just because we may align with 
the dominant culture (Kantrowitz & Ballou, 
1992; Okazaki & Tanaka-Matsumi, 2006). Self
-awareness also includes making time for re-
flection on how our own cultural values, beliefs 
and biases may impact our ability to deliver 
culturally-responsive therapy (Grieger, 2008; 
Sanchez & Davis, 2010; Sue et al., 1998). It 
involves asking ourselves these and other im-
portant questions: What beliefs and assump-
tions do I bring into each session that can in-
fluence my effectiveness as a clinician? If a 
survivor of torture initially approaches our ses-
sions with misgivings and skepticism, do I 
have the appropriate knowledge and skills to 
build their trust? What does it take for me to 
be an effective therapist when I do not have 
the necessary experiences of working with 
someone who has experienced multiple trau-
matic events? Will an inappropriate psycho-
logical intervention do more harm than good in 
supporting this survivor of torture? 
 
Gathering additional information prior to the 
first session is crucial as it is at this initial 
meeting when clients often decide whether to 
trust you and continue with treatment. This 
leads to  the second important lesson we 
learned working with survivors of torture - ap-
propriately developing a culturally-informed 
case conceptualization. A thorough under-
standing of clients’ beliefs, expectations, and 
experiences is an essential aspect of the as-
sessment and case conceptualization pro-
cess. This necessitates a thorough and cultur-
ally-competent assessment phase. Examples 
of tools that may improve assessment in di-
verse groups include the newly added Cultural 
Formulation and Interview section of the Diag-
nostic and Statistical Manual for Mental Disor-
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ders, Fifth Edition (American Psychiatric Asso-
ciation, 2013) or Dana’s (2005) Multicultural 
Assessment-Interview Process Model. 

 
Additionally, accurate assessment, diagnosis, 
and case conceptualization are dependent up-
on the characteristics, values, and worldviews 
of both the therapist and the client (APA Presi-
dential Task Force on EBPP, 2006). This re-
lates closely to self-awareness, where it is im-
portant to be aware of the values and 
worldviews of not just our clients but also our-
selves and how this may influence treatment. 
Ultimately, case conceptualization, as well as 
assessment, is best done in a collaborative 
manner in which therapist self-awareness, cli-
ent involvement, and the scientific method are 
all utilized (Sue & Sue, 2008). For more details 
on the approach of collaborative case concep-
tualization, please refer to Sue and Sue 
(2013).  
 
The plethora of manualized ESTs may tempt 
clinicians to rely solely on these when deliver-
ing interventions. Further, the assumption that 

ESTs are empirically-supported for all people 
may also misguide our treatment selection 
when attempting to follow our mandate to pro-
vide ethical evidence-based care. Indeed, the 
average client (i.e., from the dominant culture 
within which these interventions were devel-
oped) is likely to see symptom improvement 
when these manualized interventions are de-
livered effectively. However, when working 
with clients who have experienced extreme 
violence, torture, and ongoing threats, strict 
adherence to manualized treatments may re-
sult in more harm than good.  
 
In a system where brief ESTs are the gold-
standard, it is important to recognize that such 
approaches may end up being iatrogenic for 
particular populations. Working with survivors 
of torture requires time and resources. Alt-
hough the definition of EBPP inherently 
acknowledges this, the implementation of 
manualized ESTs do not. With both our cli-
ents, we were fortunate to be in training envi-
ronments where we could extend treatment to 
incorporate the necessary components of cul-
turally-informed CBT. However, we are aware 
that this option does not exist in many settings. 
To deliver on our ethical duties of providing 
effective intervention in these more complex 
situations, it is imperative that clinicians have 
the support of the systems within which they 
work (e.g., hospitals, clinics, government 
agencies). In particular, cultural competency 
should be an integral component of all training, 
whether at the graduate level or during ongo-
ing professional development. It should also 
be acknowledged that sustaining a culturally-
competent practice is an ongoing and effortful 
task, one that is hard to maintain when mental 
and physical efforts are limited. In particular, 
burnout is all too common in the mental health 
field, and perhaps more so when working with 
complex clients such as those fleeing war, per-
secution and torture. This is where it becomes 
even more crucial for clinicians, particularly 
those trained in Western frameworks, to be 
aware of our ethical duties and where our limi-

Gathering additional information prior to 

the first session is crucial as it is 
at this initial meeting when clients 
often decide whether to trust you 
and continue with treatment. This 
leads to  the second important 
lesson we learned working with 
survivors of torture - appropriately 
developing a culturally-informed 
case conceptualization. A thor-
ough understanding of clients’ be-
liefs, expectations, and experi-
ences is an essential aspect of 
the assessment and case con-
ceptualization process.  
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tations could hamper our ability to adhere to 
them. Self-awareness, therefore, requires 
some level of self-care and professional time 
set-aside for reflection. This can help ensure 
that clinicians - whether at nascent stages of 
training or veteran practitioners – do not suc-
cumb to ‘auto-pilot’ assessment and treatment 
when working with complex cases, such as 
survivors of torture, war or genocide. Ultimate-
ly ethical practices and EBPP can exist side 
by side to ensure the most effective care for 
the clients we work with so long as we can 
acknowledge where our strengths and limita-
tions lay.  
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As a network of more than 160 torture rehabili-
tation centres in over 70 countries, the IRCT is 
the world’s largest membership-based civil 
society organisation specialised in the field of 
torture rehabilitation. 
 
The work of the IRCT provides context to 
health-based rehabilitation within all pillars of 
the global fight against torture: prevention, ac-
countability and reparation. 
 
Together our movement is effective in fighting 
torture across the globe. The core strength of 
the movement stems from a triad of values: 
Solidarity, Equality and Democracy. 
Our key distinctive feature is a holistic health-
based approach to torture rehabilitation. In ad-
dition, we define ourselves as private, non-
partisan, and not-for-profit, as well as being 
governed by democratic structures. 
 
Our diverse membership shares three com-
mon characteristics; each member is a legally 
independent organisation that is rooted in civil 
society and each provides rehabilitation ser-
vices to at least 50 torture victims annually. All 
of our members are committed to the global 
movement, and its mission to further the right 
to rehabilitation of every torture victim. 
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Introduction 
I am a registered clinician with a Master’s degree in 
Social Work from Wayne State University in Michi-
gan since 2006. My main concentration in the pro-
gram was Mental Health and Addiction. I also have 
a bachelors of Social Work degree from the Univer-
sity of Windsor. I am a registered member of the 
Ontario College of Social Workers. 
Currently, I am working as a Mental Health Coun-
selor at the Canadian Centre for Victims of Torture 
(CCVT); an organization that aids victims of torture 
and war to overcome their lasting trauma and ef-
fects. 
In my position as a mental health counselor, my 
responsibilities include providing counseling, crisis 
intervention and support services for individuals 
and families experiencing mental health and/or 
substance abuse issues. I advocate on behalf of 
clients, on an individual and systemic level, to coor-
dinate and increase clients’ access to services, and 
to enhance service delivery. 
In the last 12 years, I have been working as a 
Counselor, Case Manager, Educator and Coordi-
nator in mainly Mental Health, Health Care and 
Education settings. 
I have broad experience working with diverse pop-
ulations, including newcomers and refugees, who 
present various mental health issues such as de-

pression and anxiety, addiction, post-traumatic 
stress and others. I provide individual, couple and 
family counselling. I speak multiple languages and 
am fluent in English and French. 
My personal Experience with Medical Ethics 
I was born two months premature. During that time, 
in the part of the world that I come from, Rwanda, 
the survivor rate for pre-term babies was poor. The 
country did not have any Neonatal Intensive Care 
unit. As told to me by my parents, at the time of my 
birth, I weighed no more than three pounds. I was 
born at home with the help of a midwife nurse who 
also held the title of physician’s assistant. Even 
though I was too small and my immune system 
was weak, they could not keep me in the hospital 
since there was no special unit for premature ba-
bies. So, the nurse, with the assistance of my par-
ents, developed a home-made incubator. Since my 
lungs were not well developed, I would often have 
breathing difficulties. The Mid-wife who was at our 
house on a full-time basis would stimulate me to 
improve breathing by patting me or touching the 
soles of my feet. 
In the next three months, the nurse would be at our 
house seven days a week caring for me and would 
only go home in the evening. There were times I 
would not be feeling well and she would stay over-
night. By the time I was three months old, I had 
started gaining some weight and my breathing had 
improved so the nurse started making less home 
visits. When I was able to nurse normally, she 
stopped coming and would check on the family 
every few months. I will never forget what that 
nurse did and am grateful that she kept me alive. 
She is one of the reasons I chose a career in a 
helping profession. 
Throughout my adult life, I lived in different coun-

tries on different continents and I did not see such 

a level of dedication and commitment in the medi-

cal community until I came to Canada. I have been 

impressed by the professional conduct of CCVT 

medical personnel and how they go above and 

beyond to ensure that patients rights are respect-

ed. 

My Reflections on Medical Ethics 
By DOMINE RUTAYISIRE 
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By Ezat Mossallanejad 
 
Surgeon General Shirō Ishii (1892-1959) was 
a Japanese army medical officer who betrayed 
his knowledge for the extermination of human 
race. Following his graduation from Kyoto 
Imperial University, Shiro Ishii joined 
the Imperial Japanese Army in 1921 as a 
surgeon. Around 1927, he began making 
strong suggestions to his 
superiors in the army about 
creation of a bio-weapons 
program: “… he flitted back 
and forth between Kyoto 
and Tokyo in 1927 in an 
attempt to make a case for 
biological 
warfare….” (Harris, S.H., 
2002, p. 19) This was 
supported by the royal 
family: “… the imperial 
family, either participated in 
chemical or biological 
warfare research, or supported these projects 
with men, money, and material….” (p. 14) 
In April 1928, he engaged in a two-year travel 
to the West investigating the impacts of the 
World War I’s chemical and biological 
and warfare. His inspection and study tour “is 
shrouded in some mystery, however, in terms 
of who sponsored and paid for Ishii’s expens-
es.” (p. 20) In 1932, he initiated his initial ex-
periments in biological warfare as a highly se-
cret project for the Japanese army. He found-
ed the notorious Unit 731 in 1932. He built a 

gigantic complex of 150 buildings over six 
square kilometers in the vicinity of Harbin, 
Manchuria, China where Japan had already 
occupied. Ishii’s sinister research and experi-
ments were conducted under a cover episode 
that Unit 731 was involved in a water-
purification project.  
In 1936, Ishii became the commander of the 
Kwantung Army Institute of Preventive Medi-
cine. In the institute, “the Japanese tried to 

weaponize plague, cholera, 
anthrax, Shigella dysenteriae, 
typhoid fever, tularemia, botu-
lism, brucellosis, gangrene, 
influenza, meningococcus, 
Salmonella, smallpox, tetanus, 
tick encephalitis, tuberculosis, 
and typhus.” (Croddy, E.A,. 
Wirtz, J.J., Larsen, J.A. Eds., 
2005, p. 295) Ishii and his per-
sonnel used “Chinese prison-
ers, dissidents, spies as hu-
man specimen to study the 
effects of disease and biologi-

cal weapons. Altogether, about 3000 people 
were sacrifice to obtain firsthand knowledge of 
the effects of different bacteria on hu-
mans.” (p.295) Ishii developed a horrible plan 
to make a bomb dropping from a plane caus-
ing massive deadly diseases.  He also had a 
team researching on crop warfare agents. He 
undertook a project using plague carrying 
fleas.  
By the 1940, Ishii had acquired such high-
ranking positions as the Chief of the Biological 
Warfare Section of the Kwantung Army and 

The Devilish Microbiologist 

Who Escaped Punishment  

https://en.wikipedia.org/wiki/Unit_731
https://en.wikipedia.org/wiki/Harbin
https://en.wikipedia.org/wiki/Water_purification
https://en.wikipedia.org/wiki/Water_purification
https://en.wikipedia.org/wiki/Kwantung_Army
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that of the Bacterio-
logical Department of 
the Army Medical 
Academy. In 1941, he 
received another pro-
motion: surgeon ma-
jor-general of the ar-
my. In 1942, he start-
ed field examinations 
of germ warfare and 
numerous techniques 
of dispersal (using 
firearms and bombs) 
in China on prisoners 
of war, in the battle-
grounds and 
against civilians in cities. Thousands of people 
lost their lives due to the use of his biological 
weapons (bubonic plague, cholera, anthrax, 
etc.). His unit also led physiological experi-
ments on human subjects, includ-
ing vivisections, forced abortions, and artificial-
ly induced strokes, heart at-
tacks, frostbite and hypothermia. Ishii became 
Chief of the Medical Section of the Japanese 
First Army in 1942.  In March 1945, he made 
preparations to launch biological weapons 
against San Diego, California. His Unit 731 
had a big production capacity: 300 kg of 
plague carrying bacteria, 800-900 of typhoid, 
500-700 kg of anthrax and 1000 kg of cholera 
per year plus 45 kg of bacteria carrying fleas 
every 2-3 months. (Chauhan, S.S., 2004, p. 
185). In the last days of the World War II, 
when Soviet troops invaded Manchuria, Japa-
nese army exploded the headquarters of Unit 
731 in an attempt to destroy evidence of the 
criminal research and experimentations. 
(Croddy, E.A,. Wirtz, J.J., Larsen, J.A. Eds., 
2005, p. 295) Ishii ordered extermination of 
the 150 remaining subjects. With the termina-
tion of the World War II, the US occupational 
forces arrested  Ishii and other Unit 731 lead-
ers. Despite Soviet objection, Ishii and his 
partners received immunity in 1946 in ex-

change for disclosure 
of their information on 
chemical and biological 
warfare. They never 
appeared before 
the Tokyo Tribunal and 
any other war crime tri-
bunal.  The US general 
Douglas MacAr-
thur played a crucial 
role in his total impunity. 
(Gold H., 1997). Similar 
to many other war crimi-
nals, the life of Shrio 
Ishii after his amnesty is 
covered in a cobweb of 

ambiguity. Some historian claim that he travelled 
to Maryland, USA. as an adviser 
on bioweapons. There is also a report about 
Ishii’s arrival in South Korea in 1951 at the time 
North Korean authorities made a claim about the 
use of biological warfare by the United States of 
America. According to another sources, he 
stayed in Japan, opened a clinic and treated pa-
tients for free until his death at the age of 
67.  (For more details see Ishii’s full biography in 
Port, K.L. 2014). 

Notes: 
 
Chauhan, S.S. (2004). Biological Weapons. New 
Delhi: APH Publishing Corporation.  
 
Croddy, E.A,. Wirtz, j.J., Larsen, J.A. (Eds.) 
(2005). Weapons of Mass Destruction: An Ency-
clopedia of Worldwide Policy, Technology and 
History, Volume 1, Chemical and Biological 
Weapons. Santa Barbara: ABC CLIO Inc.  
 
Gold H. (1997). Unit 731 Testimony. North Clar-
endon: Tuttle Publishing. 
 
Harris, S.H. (2002). Factories of Death: Japa-
nese Biological Warfare, 1932-1945, and the 
American Cover-up. New York: Routledge.  
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It was owing to the German Dr. Magnus 

Hirschfeld’s (1868-1935) indefatigable re-

search and advoca-

cy that homosexuali-

ty was ultimately 

accepted as  a sexu-

al variation in human 

life and society. He, 

who was both a ho-

mosexual and a 

transvestite, refuted 

the concept of ho-

mosexuality as a 

perversion and ex-

plained it as a phe-

nomenon arising out 

of certain inborn 

characteristics. He 

founded the first 

journal on sexology and established the first 

Institute of Sexual Science with a library of 

20,000 books and 35,000 pictures. He also 

set up a family counselling service providing 

advice on contraception and sexual difficul-

ties.   He believed that homosexuals were 

destined to “live between the sexes.” They 

are “more democratic and more altruistic 

than heterosexuals.” (Bullouch V.L., 1976, p. 

68 & p. 637).   

 

In 1897 Dr. Hirschfeld established the Scien-

tific Humanitarian Committee in an attempt 

to promote tolerance of the homosexuals 

and decriminalization of homosexuality. He 

initiated a movement with the aim of revising 

paragraph 175 of the German civil code that 

criminalized homosexuals. By the year 1914, 

his petition had been endorsed by 30,000 

doctors, 750 university professors and thou-

sands of civil rights defenders. In those 

days, there were 40 homosexual bars and 

around 2000 male prostitutes in Berlin. (p. 

645) Dr. Hirschfeld should also be credited 

as an organizer of the first International Con-

gress for Sexual Re-

form, held in Berlin in 

1921, out of which 

came the World 

League for Sexual 

Reform.   

 

The ascendance of 

Nazi Party to power in 

1933, resulted in the 

suppression of Dr. 

Hirschfeld,s move-

ment. On May 6, 

1933, Nazis attacked 

his Institute and 

burned down hun-

dreds of its books, 

pictures and other 

documents.  Dr. Hirschfeld, who was away 

for a world speaking tour, never returned. He 

died of a heart attack on May 14, 1935. 

 

Notes 

 

Bullouch V.L (1976). Sexual Variance in So-

ciety and History. New York: A Wiley-

Interscience Publication.  
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Medical participation in torture has been de-
clared to be unethical by national and interna-
tional ethical codes. [1] These codes have 
worked well in general in making doctors aware 
of their ethical obligations, but in practice, within 
very repressive regimes, there is lack of support 
and protection for medical personnel who do not 
want to participate in any way in torture.  
 
Medical professionals have been guided by the 
ancient Latin imperative “primum non no-
cere” (first do no harm); the Hippocratic Oath, 
attributed to the Greek physician Hippocrates 

born about 460 BCE, places consideration for 
the benefit of my patients and for abstaining from 
what is deleterious and mischievous; and the 
12th Century Oath of Maimonides, stating “may I 
never see in the patient anything but a creature 
in pain”.  
 
The world was horrified in learning of the atroci-
ties committed during World War II, including the 
participation of doctors in the selection of detain-
ees for execution and in medical experiments on 
detainees.  This led to the development of the 
four UN Geneva Conventions (1949) providing 
protection for prisoners, civilians and those 
needing medical treatment in times of war.  [2] 
There have been two additional protocols in 
1977 and 2005.  Article 13-14 of the Third Con-
vention states that prisoners of war must not be 
subjected to torture or medical experimentation 
and must be protected against acts of violence, 
insults and public curiosity.  
 
The World Medical Association (WMA) founded 
in 1947, aimed to establish and promote the 
highest possible standards of ethical behaviour 
and care by physicians. In pursuit of this goal, 
the WMA adopted global policy statements on a 
range of ethical issues related to medical profes-
sionalism.  [3] The WMA Declaration of Geneva 
(1948), a modern Hippocratic Oath, binds the 
physician with the words, “The health of my pa-
tient will be my first consideration,” and the WMA 
International Code of Medical Ethics (1949) 
declares that, “A physician shall act in the pa-
tient’s best interest when providing medical 
care.” The WMA Declaration of Helsinki (1964) is 
a statement of ethical principles for medical re-
search involving human subjects, including re-
search on identifiable human material and data.  
The documents are ethical principles to be fol-
lowed by doctors, but are not legally binding and 
there is no mechanism of enforcement. 
 
The arrival in Canada and other countries of tor-
tured refugees from Latin and South America in 
the 1970’s made us aware of how doctors were 
being pressured into involvement in torture, in-
cluding telling torturers of prisoners’ weak spots 
and how much torture they could endure.   In 
response, the WMA Declaration of Tokyo (1975) 
provided guidelines for physicians to prevent 
torture.  It states “While physicians have an obli-
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gation to diagnose and treat victims of torture, 
they are ethically prohibited from conducting any 
evaluation, or providing information or treatment, 
that may facilitate or perpetuate the torture. 
Such actions imply a physician’s participation in 
torture. This is not only unethical, but also facili-
tates the acceptance of such procedures, ulti-
mately destroying patients’ trust in the medical 
profession.”    

The UN Principles of Medical Ethics, a code of 
medical ethics relating to the "roles of health 
personnel in the protection of persons against 
torture and other cruel, inhuman or degrading 
treatment or punishment", was adopted by the 
United Nations on 18 December 1982.   [4]   
This statement of principles is essentially an 
expression of political commitment on the part of 
States that voted in favour of its adoption.  Un-
like a Treaty or Covenant, a Declaration is not 
legally binding. States do not sign or ratify Dec-
larations adopted by the UN General Assembly.  
On the other hand, a United Nations 
“Convention” is legally binding, from an interna-
tional perspective, on the states that ratify it and 
requires states to implement conforming legisla-
tion as part of their domestic law.   
 
The profession became more aware of the need 
to educate doctors on ethical behaviour related 
to torture, especially those in countries where 
medical ethics was not part of their medical 
training.  The WMA Resolution on the Responsi-
bility of Physicians in the Documentation 
and Denunciation of Acts of Torture or Cruel 
or Inhuman or Degrading Treatment was 
adopted by the WMA General Assembly, Helsin-
ki, Finland, September 2003.  The WMA 
launched its Medical Ethics Manual in January 
2005 and has distributed it to medical journals 
and medical schools throughout the world. The 
publicity about ethical standards for doctors re-
lated to torture has made physicians more 
aware of their ethical obligations. Medical ethics 

needs to be a core element of medical training not 
just an add-on. 
 
Some national medical associations have taken an 
active role in opposing physician involvement in 
torture.  During the Pinochet dictatorship in Chile, 
the Colegio Médico (Chilean Medical Association) 
played a leading role in denouncing doctors em-
ployed by the military government to assist in tortur-
ing prisoners. [5].   Amnesty International’s French 
Medical Commission published a book, Doctors 
and Torture: Collaboration or Resistance (1989). 
[6] The British Medical Association published a 
book opposing doctor involvement in torture, Medi-
cine Betrayed: The participation of doctors in 
human rights abuses (1992).[7] 
 
Some countries have redefined torture to suit their 
government’s purposes.  This can put physicians 
under more pressure to become involved in some 
way as the government has declared their practices 
are not torture.  During “the Troubles”, British secu-
rity forces developed what became known as the 
“five techniques” for interrogations of IRA suspects: 
hooding, stress positions, subjection to noise, sleep 
deprivation, and denial of food and water. When the 
techniques were made public in 1972, they were 
banned for future interrogations by Prime Minister 
Edward Heath. [8]  In interrogating Palestinian resi-
dents of the Occupied Territories, the Israel Securi-
ty Agency (ISA) routinely used methods that consti-
tuted ill-treatment and even torture until the late 
1990s, relying on the 1987 recommendations of a 
state commission that had held that, in order to 
“prevent terrorism”, ISA interrogators were permit-
ted to use “psychological pressure” and a 
“moderate degree of physical pressure” grounded 
in the “necessity defense” laid out in Israeli Penal 
Law. In practice, the interrogation methods used by 
the ISA during that time went far beyond a reasona-
ble interpretation of the term “moderate physical 
pressure”. 

In September 1999, following a series of petitions 
filed by human rights organizations and by Palestin-
ians interrogated by the ISA, Israel’s High Court of 
Justice (HCJ) ruled that Israeli law does not em-

… within very repressive regimes, there is 

lack of support and protection for medical 

personnel who do not want to participate in 

any way in torture.  

Medical ethics needs to be a core element of 

medical training not just an add-on. 
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power ISA interrogators to use physical means 
in interrogation. The justices ruled that the spe-
cific methods discussed in the petitions – includ-
ing painful binding, shaking, placing a sack on a 
person’s head for prolonged periods of time and 
sleep deprivation – were unlawful. However, 
they also held that ISA agents who exceed their 
authority and use “physical pressure” may not 
necessarily bear criminal responsibility for their 
actions, if they are later found to have used 
these methods in a “ticking bomb” case, based 
on the “necessity defense”. Following this ruling, 
reports of torture and ill-treatment in ISA interro-

gations did drop. However, ISA agents 
continued to use interrogation meth-
ods that constitute abuse and even 
torture, relying on the court’s recog-
nition of the “ticking bomb” excep-
tion. These methods were not limited 
to exceptional cases and quickly be-

came standard interrogation policy.  
The ISA justified the harsh interroga-
tions in part because a doctor was 
available. [9] 
 
In the United States, the CIA and the Justice 
Department in 2002 developed a legal basis for 
the use of torture by U.S. interrogators if acting 
under the directive of the President of the Unit-
ed States. The legal definition of torture by the 
Justice Department was tightly narrowed to de-

fine as torture only actions which "must be equiv-
alent in intensity to the pain accompanying seri-
ous physical injury, such as organ failure, impair-
ment of bodily function, or even death," and ar-
gued that actions that inflict any lesser pain, in-
cluding moderate or fleeting pain, do not neces-
sarily constitute torture.  Medical doctors in the 
United States and the American Medical Associ-
ation strongly resisted becoming involved in tor-
ture and in the execution of the death penalty.   
However, psychologists were actively involved in 
developing and supervising interrogations, claim-
ing they were only working for the government 
and did not have any professional relationship 
with the detainees.  Military psychologists, John 
Bruce Jessen and James Mitchell, after the Sep-
tember 11 events, devised the brutal interroga-
tion techniques used on terrorism suspects in 
secret CIA detention centers, justifying the prac-

tices as effective in getting resistant de-
tainees to cooperate.  There was con-
siderable conflict within the American 
Psychological Association (APA) 
about their members’ participation in 
torture.  The 542-page Hoffman Report, re-

leased in July 2015 after a seven month investi-
gation, concluded that some of the association’s 
top officials, including its ethics director, sought 
to curry favor with Pentagon officials by seeking 
to keep the association’s ethics policies in line 
with the Defense Department’s interrogation poli-
cies, while several prominent outside psycholo-
gists took actions that aided the C.I.A.’s interro-
gation program and helped protect it from grow-
ing dissent inside the agency. [10]  It was not 
until after the release of the report that the APA’s 
Code of Ethics was amended to include a direct 
prohibition regarding participating in torture, de-
fined as “any act by which severe pain or suffer-
ing, whether physical or mental, is intentionally 
inflicted on a person, or in any other cruel, inhu-
man, or degrading behavior.”   This policy pro-
hibits psychologists from working in national se-
curity detention settings that are operating out-
side of, or in violation of, either the U.S. Consti-
tution or international law “unless they are work-
ing directly for the persons being detained or for 
an independent third party working to protect 
human rights” or are providing mental health ser-
vices to military personnel. [11]  As there is not 
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sufficient political will to end torture, States will 
continue to rationalize excuses to continue its 
use. 
 
Doctors who work in detention centers in 
repressive countries and in professional iso-
lation are most vulnerable to be pressured to 
become accessories to the torture.   This is 
particularly true for young inexperienced 
doctors who are assigned to detention cen-
ters as part of their compulsory military ser-
vice.  This pressure can include certifying de-
tainees fit for torture or not completely reporting 
the cause of death. Some doctors, those who 
strongly identify with the values of the repressive 
governments and who believe they are doing a 
service to the country, have been involved in 
torture.  

In an ideal system there would be an interna-
tional UN treaty or covenant that would be legal-
ly binding and require states who ratified it to 
implement conforming legislation as part of their 
domestic law.  However, this works better in the-
ory than in practice. We have the UN Conven-
tion Against Torture, with 164 parties and 83 
signatories, which require nation to ensure their 
laws to conform to it.  However, it is known that 
marked torture continues in countries that have 
ratified the Convention including Russia, China 
and Turkey.  The Optional Protocol to the Con-
vention against Torture and other Cruel, Inhu-
man or Degrading Treatment or Punishment 
(OPCAT), adopted by the General Assembly on 
18 December 2002 and in force since 22 June 
2006, provides for the establishment of "a sys-
tem of regular visits undertaken by independent 
international and national bodies to places 
where people are deprived of their liberty, in 
order to prevent torture and other cruel, inhu-
man or degrading treatment or punishment," to 
be overseen by a Subcommittee on Prevention 
of Torture and Other Cruel, Inhuman or Degrad-
ing Treatment or Punishment.  As of October 
2016, the Protocol has 75 signatories and 83 

parties. [12] 
 
An ideal system would require an external mecha-
nism of enforcement. The Committee against Tor-
ture (CAT) is a body of human rights experts 
that monitors implementation of the Convention by 
State parties. Upon ratifying the Convention, states 
must submit a report within one year, after which 
they are obliged to report every four years. The 
Committee examines each report and addresses its 
concerns and recommendations to the State party 
in the form of "concluding observations." Under cer-
tain circumstances, the CAT may consider com-
plaints or communications from individuals claiming 
that their rights under the Convention have been 
violated.  This prolonged legalistic system provides 
no significant immediate protection for doctors 
working at a local level in detention centers.  Rather 
than giving up, we need to continue to work against 
torture and physicians participation in torture, with 
broad based publicity around ethical standards and 
around know cases of doctors’ participation in tor-
ture.  National and international medical associa-
tions should make this a priority. 
 
Some time ago a doctor working in a repressive 
system spoke to me at an Amnesty International 
conference on the problems of being ethical in re-
pressive government systems.  He explained that in 
these countries there is very limited private practice 
so almost all jobs for doctors are directly or indirect-
ly under the government.  To oppose the govern-
ment by not doing what was expected could lead 
not only to losing one’s job, but also being blacklist-
ed for all other employment.  He noted that doctors 
in these situation have a responsibility to follow 
medical ethics, but also have a strong moral re-
sponsibility to provide for their families.  Dr. Michael 
Pollanen, a forensic pathologist who works for the 
International Red Cross performing post-mortems 
on possible deaths under torture, spoke at a recent 
CCVT Health Network meeting.  He teaches doc-
tors in the countries where he is working on how to 
document autopsies properly, but noted that in their 
work if they report findings that are not approved by 
the government, they can face a year in detention.  
This pressure can include not reporting trauma find-
ings to be a result of torture, and reporting that a 
detainee died of a heart attack without mentioning 
the torture that contributed to the heart attack.  His 

… in Chile, the Colegio Médico (Chilean 

Medical Association) played a leading role in 

denouncing doctors employed by the military 

government to assist in torturing prisoners.  
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comment was that we can only ask them to do 
the best they can in dealing with their dilemma.  
 
There was a large uproar in the west in 2015 
when a detention centre doctor in Saudi Arabia 
reportedly certified blogger Raif Badawi fit for 
the first of session of 50 lashes as part of his 
sentence of 1,000 lashes, regarding this as hav-
ing been a very unethical action for a medical 
doctor.  Fortunately, there was much publicity 
about this case resulting in Badawi being as-
sessed by a group of senior specialists at a hos-
pital.  The group decision by hospital specialists 
that he was not fit for lashes due to diabetes 
was very effective in circumventing the pressure 
on a single government doctor to conform to the 
government’s wishes.  [13] 

A continuum exists between ethical relativism 
and ethical universalism.  [14] Ethical universal-
ism holds that there is a universal ethic that ap-
plies universally, that is, for all similarly situated 
individuals regardless of culture, race, sex, reli-
gion, nationality, sexuality.    Active participa-
tion in torture or being present in interroga-
tion sessions using torture are universally 
unethical should always be unethical for 
doctors.  On other involvement there can be 
some ethical relativism depending on the situa-
tion, especially when there are conflicting ethical 
obligations. Physicians are ethically required not 
participate in any way in the torture system, 
but they also have an ethical obligation to 
treat those who are injured, even when the 
injuries are the result of torture and when 
the government could downplay the serious-
ness of the torture by claiming the detainee 
could receive medical treatment.  A doctor 
could tell authorities that the detainee has no 
serious illness, not an unethical action in itself, 
but if the authorities then use this to regard the 
detainee as fit for torture, it could be regarded 
as an unethical action.  

Acting ethically is easy in situations where there 
are no serious consequences for doing so.  
There is a major dilemma for doctors working in 
detention centers in closed repressive govern-
ments where there are major consequences for 
acting ethically, where there is no opportunity for 
external publicity and where no one ever finds 
out the consequences to them for having acted 
ethically.  In these situations, they could become 
“forgotten doctors” similar to “forgotten prison-
ers”.    Their question to us might be “Can you 
ethically require doctors to be entirely ethical in 
these difficult situations, while not being able 
providing them with practical support in dealing 
with the serious consequences of their refusal to 
participate?    
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The eternal providence has appointed 
me to watch over the life and health of 
Thy creatures. May the love for my art 
actuate me at all time; may neither ava-
rice nor miserliness, nor thirst for glory 
or for a great reputation engage my 
mind; for the enemies of truth and phi-
lanthropy could easily deceive me and 
make me forgetful of my lofty aim of do-
ing good to Thy children. 
May I never see in the patient anything 
but a fellow creature in pain? 
Grant me the strength, time and oppor-
tunity always to correct what I have ac-
quired, always to extend its domain; for 
knowledge is immense and the spirit of 
man can extend indefinitely to enrich it-
self daily with new requirements. 
 
Today he can discover his errors of yes-
terday and tomorrow he can obtain a 
new light on what he thinks himself sure 
of today. Oh, God, Thou has appointed 
me to watch over the life and death of 
Thy creatures; here am I ready for my 
vocation and now I turn unto my calling. 
 
From the Jewish doctor and  philoso-
pher Moses Ben Maimon (1135-1204 AD) 

The Oath of 
Maimonides  
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UNIVERSAL ETHICS, HEALTH AND 
SOCIAL JUSTICE  
 

By Negar Alamdar 

Medicine, as we are practising it, is a luxury 
trade. We are selling bread at the price of jew-
els…. Let us take the profit, the private econom-
ic profit, out of medicine and purify our profes-
sion of rapacious individualism…. Let us say to 
the people not ‘How much have you got?’ but 
‘How best can we serve you?’ 

– Henry Norman Bethu-
ne   (Tan & Pettigrew 2016)  

 
The authority of medicine is layered, 

that is, power is differentially dispersed among 
the various elements of the health “system. To 
reiterate, health status is mediated by institu-
tions that are structured ideologically, politically 
and economically to perpetuate inequalities.  
 Let us review factors that locate medi-
cal and influence the delivery of service. In gen-
eral, there are interpersonal/interactional, insti-
tutional /organizational, and structural/ systemic 
factors affecting decisions. Situational features 

include elements of the alleged infraction:  
the context of the illness or injury: the se-

verity of the “trouble”; previous com-
plaints; socio-political  pressures; 
physical/environmental factors (the 
spatial and temporal factors) such as 
the location of the encounter; the 
number and quality of interactants; the 
compliant roles of the complainant;  

the demographic characteristics of the 
interactants; the experience of the 
parties; the officer’s ideological frame-
work; the medical practitioner’s per-
ception of the other’s sense of  be-
longingness, conflict or distinctive-
ness;  

the demographic characteristics of the 
citizens  the race, class, age, and gen-
der of interactants;  and, 

the process and structure of the social 
interaction: levels of deference ex-
change and demeanor among inter-
actants, levels of negotiation.  

In other words, the nature of the interaction as 
well as the personality profiles shape out-
comes.  

Outcomes are also affected by organi-
zational or institutional influences that include 
styles of treatment (legalistic, holistic,  informal 
community-based), the nature of the commu-
nity served (levels of affluence, homogeneity), 
the social organization of health system in-
cluding the medical hierarchy, the occupa-
tional/professional cultures, jurisdictional con-
siderations, administrative policies, rules, pro-
duction norms, the unit to which the attendant 
is attached, given priorities to particular  medi-
cal investigations, budget, cost/benefit anal-
yses,  logistics/deployment of resources, pub-
lic pressures from the media and political inter-

https://www.ncbi.nlm.nih.gov/pubmed/?term=Tan%20SY%5BAuthor%5D&cauthor=true&cauthor_uid=27779274
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ests, relations with public and private institu-
tions: the health delivery system, insurance 
companies, pharmaceutical companies, etc.         

Systemic factors affecting health sys-
tem include the law (local and extra local), na-
tional and international trends, political econo-
my, historical trends, the culture of capitalism/
neo liberalism (the “market” model of govern-
ance, the commodification of illness, an  actu-
arial logic of “the bottom line” guided by treat-
ment success rates and a market place lexi-
con. It is essential to understand what informs 
our understanding of health status and how it 
is related to injustice and the absence of 
meaningful rights.  
 
Canadian Contexts   
  i. Medicare 

By the end of the First World War, 
most European nations recognized the need 
for a public healthcare system. Despite strong 
ties with England, Canadian doctor’s resisted 
discussions of a national healthcare sys-
tem (Bryant et al., 2006). However, during The 
Great Depression the number of patients visit-
ing medical physicians declined. In this time of 
economic crisis, existing insurance plans of-
fered by religious orders and insurance compa-
nies failed and provided inadequate services. 
Medical associations began to lobby for gov-
ernment assistance accusing the government 
of failing to provide medical care for its citizens 
(Bryant et al., 2006).    

The introduction of health insurance as 
a democratic right in Canada took shape in 
1961, when Saskatchewan Premier Tommy 
Douglas implemented medical insurance in the 
province. Saskatchewan’s medical insurance 
plan became the inspiration for Canada’s na-
tional health insurance program (Bryant et al., 
2006). The Medicare system was founded on 
the principles of universality which entitles all 
Canadian citizens to healthcare coverage, ac-
cessibility and ensures that all Canadian citi-
zens and permanent residents are entitled to 
care regardless of where they live and travel in 
Canada (Currie et al., 2001). The insurance 
plan was committed to providing all citizens, 
regardless of financial circumstances with a 
compressive healthcare plan while keeping in 
mind the interest of the physicians. Douglas 
insurance plan rejected the European model 

that paid physicians by the number of pa-
tients listed in their practice and favored the 
fee - for service model of payment. Physi-
cians continued to practice as individuals 
and billed by the service but the govern-
ment, rather than the individual patient or 
insurance company, now paid the bill.  By 
1972, Medicare was in place throughout 
Canada when Yukon finally introduced its 
medical services insurance plan (Bryant et 
al., 2006).  

Medicare ensured that all Canadi-
ans regardless of financial status and in-
come would be able to receive quality 
healthcare (Brownwell et al., 2007). Since 
Canada adopted a national health insur-
ance program, healthcare was not seen as 
a priority by public policy makers especially 
at the federal level (Currie et al., 2001).  
 
ii.) The Legacy of a Pioneering Champi-
on of Rights and Universal Ethics  

Henry Norman Bethune offered his 
selfless medical services to the war-torn 
countries, an act that made him a national 
hero in a foreign land (Tan & Pettigrew, 
2016). Despite these accomplishments, he 
became disillusioned with surgery and 
turned his focus to the socioeconomic as-
pects of disease. He proposed radical re-
forms to medical care and health services 
in Canada. As his social conscience grew 
stronger, he opened a free clinic tailored to 
treating those in need, just as his father had 
preached years earlier. Shortly after the 
outbreak of the Spanish Civil War in 1936, 
Bethune stepped down from his hospital 
position and offered his services to the 
Spanish Republican government. He set up 
one of the earliest mobile blood transfusion 
services to rapidly collect and distribute 
blood to frontline hospitals and casualty 
clearing stations. The innovation saved 
many lives, but Bethune received little per-
sonal credit. He returned to Canada on 
June 6, 1937. In order to raise money to 
expand the blood transfusion service, he 
had to go on a North American fundraising 
tour. Unfortunately, Spanish Republicans 
were defeated by the nationalist army of 
General Franco who ascended to power 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Tan%20SY%5BAuthor%5D&cauthor=true&cauthor_uid=27779274
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collection and delivery systems. In a tribute to Be-
thune, Mao wrote, “We must all learn the spirit of 
absolute selflessness from him. With this spirit eve-
ryone can be very useful to the people. A man’s 
ability may be great or small, but if he has this spirit, 
he is already nobel-minded and pure, a man of mor-
al integrity…. a man who is of value to the peo-
ple.” (Rosen, 2018).   
 
The Health Care System 
Despite 40 years of Medicare in Canada, the poor 
still do not have equal access to services and most 
certainly do not have equal access to health. Even 
though people living in low-income areas are much 
more likely to have heart attacks, they are 25 per 
cent less likely to have an angiogram – and they 
wait 40 per cent longer for these tests. In its 2007 
report, the Ontario Health Quality Council highlight-
ed three approaches the health system could take 
to alleviate health inequalities related to societal 
inequality: 
    * Improve access by having clinics open on eve-
nings and weekends while improving physical de-
sign to accommodate disabilities and using out-
reach to engage those least likely to use the sys-
tem. 
    * Improve patient relations by providing culturally 
competent care and assistance to overcome social 
and economic barriers to care. 
    * Co-operate with other sectors to improve overall 
population health.  
 
However, ultimately the health-care system needs 
other sectors to take the lead to eradicate poverty. 
Northern European countries have child poverty 
rates of 3 per cent compared with Ontario's 13 per 
cent. (Rosen, 2018) 
 
Although a number of factors beyond the health 
care system have an influence on the health of a 
population, the healthcare system per se is a major 
determinant of one’s health (Guyatt, 2007). The dis-
tribution of income within a population is an im-
portant determinant of health specifically with re-
gards to a private healthcare system where services 
are paid for by private resources. As household in-
come decreases, there is a corresponding increase 
in the number of people with low self-reported 
health. The relationship between people living in 
poor conditions and those who are  unhealthy is 
evident. Income has become the best indicator of 
one’s future health status (McLeod et al., 2003).  

with the help of Hitler and imposed his fascist 
regime for 39 years.    
In January 1938, Bethune travelled to China. In  
summer of 1939, Bethune was appointed medical 
adviser for the Jin-Zha-Ji Military District of Chi-

na, under the direction of General Nie Rongzhen, 
a prominent Chinese Communist military leader 
and one of ten marshals in the People’s Libera-
tion Army of China. Over several months, Bethu-
ne constructed makeshift hospitals throughout 
the region of west Beijing, wrote textbooks on 
medicine and surgery, and began training young 
Chinese nationals in medical techniques. He led 
his mobile medical unit on horseback through the 
Wutai Mountains of Shanxi province and across 
the Hebei plains. He encountered danger when 
he occasionally wandered behind Japanese 
lines, yet never distinguished between casualties, 
treating wounded Japanese prisoners and Chi-
nese soldiers alike. (Tan & Pettigrew, 2016).  He 
spent 18 months doing   mobile war surgery, 
while improving the state of medical services in 
primitive, depressing conditions.  During the Sec-
ond Sino-Japanese War, Dr. Bethune cut his fin-
ger while operating on a soldier. This led to his 
blood poisoning that resulted in his unexpected 
death on November 12, 1939.  

 Dr. Norman Bethune (1890-1939) was a 
Canadian physician who promoted universal ac-
cess to health care and created the first mobile 
blood collection and distribution system. His crea-
tivity in the fields of surgery and blood transfu-
sion, applied during the Sino-Japanese War, 
helped shape modern approaches to critical care 
on the battlefield, with the first centralized blood 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Tan%20SY%5BAuthor%5D&cauthor=true&cauthor_uid=27779274
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Stated differently, social status refers to levels of 
empowerment. Social status is also defined by 
the way in which an individual is perceived, eval-
uated, and treated by “authorities”. 

Moreover, we move beyond discovering 
how people come to acquire a status or how au-
thorities define status to consider instead status 
as a primary determinant of health. Accordingly, 
status is related to power.  

 
The private dental care system in Canada has 

left many poor people in a dire condition. It has 

happened that the dentist has discontinued with 

dental surgery after coming to know about pa-

tient’s possible lack of insurance coverage. 

“Wealthy as Healthy”: Paradoxes 
 

Canadian healthcare has been universal 
and publicly funded since the creation of Medi-
care.  In Recent years however, limited financial 
resources have threatened the Medicare system 
and raised concerns regarding the future of the 
quality and accessibility of healthcare in Canada 
(Brownwell et al., 2007).  One controversial solu-
tion has been the proposal of a privately funded 
healthcare system that would operate parallel to 
public healthcare services also known as a two 
tiered system (Brownwell et al., 2007). The crea-
tion of a two tiered system may at first seem like 
a logical implication yet it will enhance the gap 
between the rich and poor. Canada has long 
been known for its universal health care system. 
However, the scrutiny Medicare has faced over 
the recent years is leading to the increasing pres-
sure to adopt a two-tiered system to manage the 
Canadian health care system. Long waiting lists, 
emergency room service, and lack of technologi-
cal advancements, limitations on the availability 
of newer pharmaceutical drugs in hospital are 
only a short list of criticisms our health care sys-
tem has faced. As a result, the private-public sys-
tem has been offered as a solution to these prob-
lems. The intended purpose of this arrangement 
is to allow the private system to attend to the 
needs of those with higher socioeconomic status 
who can afford to pay for their health care and 
thereby reducing the waiting lists in the public 
system. 

The cost of private run facilities, private 
insurance, the type of service from private pro-

viders, and whether a business-like approach 
to running a health care system would compro-
mise the quality of health care all come into 
question. On top of these issues, we don’t ex-
actly know how spending large sums of money 
on a privatized health care system would bene-
fit the public health care system. 
 The public sector is funded by the tax-
es the government collects from citizens to 
fund public schools, courthouses, postal ser-
vices and to build roads and highways.  The 
private sector on the other hand is funded by 
revenue that businesses make off customers. 
Instead of caring for patients for extended peri-
od of time in public hospitals, patients are relo-
cated to specialized rehabilitation centres 
where they have to pay for their services 
(Ostry, 2006).The private system rewards fi-
nancial incentives which could put the quality 
of care at risk since the service division of the 
health care system is not directly profitable. 
There are many factors that need to be consid-
ered before taking the plunge into formalizing a 
two-tiered system. Canada needs to carefully 
assess what is needed to improve the current 
conditions in our health care system so that 
any changes made within the health care sys-
tem will truly benefit those who need it. Howev-
er, after weighing all of these factors it seems 
as though having a hypothetically more superi-
or health care system that can only be ac-
cessed by the rich defeats the purpose of uni-
versal health care which guarantees that all 
persons regardless of socioeconomic status 
should be allowed access to unrestricted quali-
ty health care.  

In a publicly funded healthcare system, 
all citizens pay into the system through their 
personal income and other taxes.  Since all 
citizens face the risk of becoming ill at one 
point in their lives, paying into a system in 
which they are protected when they eventually 
do fall ill is the most logical safeguard (Bryant 
et al., 2006). Publicly funded healthcare sys-
tems also have the benefit of cost control over 
healthcare services because the government is 
the sole purchaser of the healthcare services. 
The government and healthcare providers work 
collectively on behalf of the public regarding 
services to be offered (Bryant et al., 2006).  
Since the entire Canadian population contrib-
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utes to the healthcare system, all citizens have 
access to comprehensive and quality care even 
those who are least able to contribute to the 
system. Public financing essentially achieves 
equality across the country (Bryant et al., 2006).    

During the 1980’s the federal govern-
ment was under tremendous pressure to bal-
ance their budgets. Some Canadians, like for-
mer Ontario Premier Mike Harris, blamed con-
sumer abuse of the healthcare system as a 
contributing factor to the economic crisis 
(Bryant et al., 2006).  As a result to the fiscal 
crisis, Ottawa sped up its unilateral cuts to 
Health and Social Transfer payments to the 
provinces. Manitoba, Ontario, and other prov-
inces imposed caps on the amount physicians 
could bill per year limiting the number of pa-
tients they could see. Doctors and administra-
tors tried to cut spending by restructuring the 
hospital system, by shifting services away from 
the hospital and into the community (Bryant et 
al., 2006). Many provinces also delisted ser-
vices they considered non-essential. These 
changes in coverage and the delivery of 
healthcare intensified the regional, economic 
and gender based disparities in access to 
healthcare and the hardest hit were new immi-
grants, Canadians living in small rural areas 
and the homeless who found themselves with-
out adequate access to healthcare services 
(Bryant et al., 2006).  Altogether, the federal 
government decreased its healthcare funding 
from its original 50/50 cost sharing agreement 
to less than 20% (Brownwell et al., 2007).  
These financial cuts led to cut backs at the pro-
vincial level such as restraints on healthcare 
spending which in turn led to massive structural 
reform in the delivery of healthcare services 
(Currie et al., 2001).   

 Canada and the Medicare system has 
been able to successfully control administrative 
costs, decreasing costs or even maintaining 
them while the needs of the population continue 
to change. This will lead to a system out a sync 
with its users (Brownwell et al., 2007).  The fi-
nancial strain on the existing healthcare system 
has led to a debate over the introduction of a 
two tiered system. The private system would 
ideally supplement the current public system for 
those willing to pay for services (Brownwell et 

al., 2007). However, critics argue that a private 
system would take away from the public sys-
tem by eliminating support and increasing the 
costs of the public healthcare system. 

 
Inequalities of the Delivery of Healthcare   
Doctors are men who prescribe medicines of 
which they know little, to cure diseases of 
which they know less, in human beings of 
whom they know nothing.   

Voltaire (1694-1778) 
 

Generic and Generative Remedies Access 

 All Canadians should have equal ac-
cess to a comprehensive and an equitable 
share of health resources. In order to imple-
ment an effective equity strategy at all levels, it 
is important to understand large number of the 
barriers that obstruct access. Access means 
that people who are entitled to services, bene-
fits and resources have an equal chance or 
opportunity to receive them. In addition, a ser-
vice system must be concerned with equitable 
outcomes from the services it provides, ensur-
ing that people are treated the same (or differ-
ently when that is appropriate according to 
their needs) and have the same outcomes in-
tended by legislation, policy and programs.   

The concept of equity, for example, 
implies that all who are entitled to government 
services should be universally and equally re-
ceive them if eligible. Access is about ensuring 
that mainstream programs and policies are 
properly designed and effectively delivered - 
and about initiating special programs to meet 
unique needs when required. But, access in 
terms of equity has become problematic.  Ac-
cess does not purport to deal with all of the 
needs expressed by target groups, but focuses 
on the rights and entitlements to services and 
opportunities for all Canadians - regardless of 
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race, ethnic background, language or religion. 
Health service providers must not lose sight of the 
need to simultaneously address issues such as 
the effectiveness of their services for the full satis-
faction of client needs while they increase their 
efforts to ensure access and equity for client popu-
lations. 

 
Consumer Needs and Wants 

An assessment of the impact of barriers 
facing target groups and the response of govern-
ment departments to access and equity warrants 
an appreciation of the needs and wants of con-
sumers.    Such an understanding assists in better 
defining the criteria which may be used to assess 
responsiveness of government agencies to their 
needs.  Perlman (1975: 101), for example, noted 
that consumers require services that are as acces-
sible as possible on a geographic, psychological or 
cultural basis and that can afford them maximum 
choices.  Thus, their need is for accountability and 
effectiveness in meeting their problems, and they 
increasingly want to keep services and agencies 
responsive by having a strong voice in their plan-
ning and administration functions.  This rationale 
links access and equity to services, benefits and 
resources to which people are entitled, to partici-
pate effectively in the delivery structures and to 
enjoy equitable outcomes from these services, 
benefits and resources.  

The following are a number of interrelated 
problems in the delivery of health services. Immi-
grant and racialized communities encounter more 
intensified or more acute challenges than other-
care-takers. Empirical studies have documented 
the various barriers to obtaining service (which 
consumers face). For example, Doyle and Visano 
(1987) in Metropolitan Toronto documented infor-
mational and awareness, cultural, administrative, 
geographic & locational, and cost obstacles facing 
members from cultural and racial groups in health 
and social service systems. The main problem in 
terms of health care delivery is refugee claimant 
who do not receive full medical coverage under 
Interim Federal Health Plan (IFHP). This plan is 
also precarious, as it was limited during Harper. 
Limitation is more for non-status people who are 
denied any kind of health care. This framework 
incorporates six types of barriers, namely: visible, 
physical, procedural, economic, psychological and 
cultural accessibility. Specifically, these barriers 

include: 
a) Problems of limited knowledge of pro-
grams and services as well as limited un-
derstanding of rights and entitlements un-
der legislation and policy;  
b) Inadequate access to key decision 
makers within service agencies; problems 
of language ability (which makes it more 
difficult for them to actually secure ser-
vices); 
c) Racial and cultural differences which 
make certain communities more suscepti-
ble to misconceptions and negative judge-
ments.  

These barriers refer to aspects such as promotion-
al activities, location in relation to transport, the 
use of highly formal or informal procedures, cost 
and service charges, psychological deterrents and 
the lack of accommodation by services to a user's 
preferred language, value systems, behavioral 
norms and belief systems.  

This discussion alerts one to the presence 
of barriers at various levels, namely, the personal, 
organizational, the interorganizational and the sys-
temic/societal level. For example, the largest ob-
stacle at the personal level for many is the lack of 
English language proficiency. However, other bar-
riers to access and equity such as client power-
lessness and their lack of participation in matters 
affecting them must be acknowledged for immi-
grants and refugees. Obstacles existing within or-
ganizational structures also need to be recog-
nized. For example, organizations established to 
represent their interests or appointees to agencies 
meant to serve them generally do not adequately 
represent them. Further, agency staff may be prej-
udiced and/or insensitive, and the services provid-
ed may not be culturally appropriate or being of 
poor quality. Many agencies provide poor out-
reach, inadequate information provision, a failure 
to collect ethnicity data, poor communication, inad-
equate consultation and insufficient involvement of 
members from the target groups, staff insensitivity, 
inadequate representation from minority groups, 
and a failure to use interpreters. In short, while 
most of these barriers are present for refugees 
and immigrants, some obstacles affect one group 
more than another. Specifically, it is essential to: 

-  identify barriers which make access to 
services difficult; 
-  deliver services in languages other than 
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English where necessary; 
-  make sure that staff are sensitive to 
cultural barriers; 
- consult with ethnic communities on 
developing policies and delivering pro-
grams; 
- collect, analyse and publish statistics 
and data to show the extent to which 
refugees and immigrants are participat-
ing in government services and pro-
grams; 
- change the law or administrative pro-
cedures where necessary; 
- regularly monitor and assess all ser-
vices and programs to ensure that they 
continue to serve communities in  di-
verse traditions and languages; and, 
- make these plans a part of a depart-
ment's goals and its financial planning.   
 

Long - and short-term inter related changes at 
the organizational, inter-organizational, sys-
temic and societal levels are equally warrant-
ed. Immediately, at the local level numerous 
barriers need to be eliminated, for example: 

- the denial of a problem, the refusal to 
recognize the significance of commu-
nity; 
- a self-arrogated sense of profession-
alism that fears change and is  suspi-
cious of critical inquiry;  
- a lack of commitment to change; 
- a dysfunctional public accountability; 
and, 
- a displacement of responsibility.               

The following changes could easily be imple-
mented in this model such as the need to:  

- develop an understanding of commu-
nity interests that moves beyond  

trite public statements; 
- increase the flow of information;  
- encourage the proactive consultation;  
- utilize community resources; 
- invite participation in the program 
planning and development stages; 
and, 
- select spokes people from a cross-
section of the community who will ar-
ticulate issues of inequality, rampant in 
this social  order. 
 

If local community-based organizations are seri-
ous about improving access, they need to take 
concrete steps in eradicating barriers. In other 
words, it is necessary to move from a posture of 
reflection to one of action. Individual local offic-
es need to implement initiatives that confront 
traditional barriers. During the initial stages of 
involving community groups in dealing with the 
access to meaningful health care, professionals 
would be well advised to: 

-  provide information to advocacy 
groups; 
- develop a brokerage role that all con-
stituents to be aware of their respective 
responsibilities – e.g. establishing re-
sponsive organizations; 
-  publicize in a culturally sensitive man-
ner the activities of their groups; 
-  reach out to identify and encourage 
community  or  neighbourhood-based 
organizations; 
-  develop a capacity for inter-
organizational collaboration not just 
with the pharmaceutical or medical es-
tablishments but also with a wider rep-
resentation of perspectives; 
-  organize resources so that they have 
the maximum impact;  
-  co-ordinate community events and 
workshops with other agencies to avoid 
confusion and enhance resource shar-
ing; 
-  encourage joint ventures with other 
voluntary organizations; 
- integrate linkages with service provid-
ers in health, education, employment, 
social assistance, etc.; 
-  assist in joint funding, joint personnel 
exchanges, and joint planning and sup-
port services; and,  
- collaborate with service providers and 
advocacy groups that work with the 
socially disadvantaged. 
 

       The struggle for change is a challenge, 
a process that cannot be left to the 
"benevolence" of a handful of successful actors. 
By defying the defining authoritative gaze of a 
top-down approach, alternative formulations are 
required. Briefly, problem solving is a collective 
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accomplishment despite the rancorous cacoph-
ony of self-proclaimed authorities such as medi-
cal profession. Health is far too important to 
leave in the hands of doctors alone. Although 
ensuring that communities have input into some 
of the wider structural concerns relating to such 
issues as income and health (Doyle & Visano, 
1987), we need to ensure (as part of our ethical 
obligation) that these communities are support-
ed to ensure that change is effected in the 
broader policy arena 
 
Neoliberalism, Neo conservatism and 
Trumpism 
How then do we define community health and 
what is the relationship between the health and 
security?  Throughout the 1990s neo-liberalism 
has succeeded in promoting a 
‘responsibilization strategy’ (Garland, 1996, 
1997).  

Responsibilization reflects both the 
diminishing ability of the state to provide full 
service and a process of downloading responsi-
bility to the community (Murphy, 1998). By link-
ing responsibilization to community empower-
ment and governance, the community has be-
come an effective tool. By downloading respon-
sibility, the state has restructured corrections 
according to a partnership. This re-alignment is 
shaped by the politics of financial exigencies 
and neo-liberal principles of private sector re-
sponsibility. It is the opinion that this re-
alignment enables certain elements of the com-
munity to privilege the dominant ethos by con-
necting privacy and community. Responsibiliza-
tion confers the 'entitlements' of citizenship to 
those who are deemed responsible in carrying 
out their duties as citizens. This contrived com-
munity reproduces social structures of security 
and its control. As will be argued, neo-liberalism 
publicly parades the community as a decontex-
tualized abstraction, that is, simply as an ex-
pression of state supreme practices while sim-
ultaneously adhering to the inviolability of pos-
sessive individualism. What community is de-
veloped? Who are the participants?  

The community is both destructive and 
inventive, simultaneously invented and revived 
in complex oppositional contexts. Within the 
marketplace of rhetoric, jargon and clichés, the 

concept of community has become a negotiable 
commodity the value of which is conveniently 
determined by the state. The community concept 
provides more than ideological legitimacy. Ra-
ther as currently manipulated by sophisticated 
cadres of state bureaucrats committed to public 
relations campaigns, the community concept is 
designed to discipline "outside" participation, pre
-empt criticism and discourage much needed 
critical dialogue. 
 
Conclusions: Social Justice and Equity and 
Ethics 

Hypocritical or Hippocratic 
The Hippocratic Oath still expresses the 

principles for the ideal conduct for the physician. 
This pledge from the Hippocratic Oath - written 
nearly 2500 years ago - forms part of the most 
famous text in Western medicine. An oath histor-
ically taken by physicians, it requires readers to 
swear by the healing gods that they will uphold 
specific medical standards (Shmerling,  2015). 
Attributed to the Greek physician and teacher 
Hippocrates of Kos - who is often called the fa-
ther of medicine - the true author of the oath is 
unknown, and there may have been several au-
thors. 
 After Greek political power fell and the 
influence of the Hippocratic school faded, the 
oath fell into obscurity for nearly 2000 years 
(Shmerling,  2015). It was rediscovered by medi-
eval Christian scholars and in 1508 was used in 
a ceremony at the University of Wittenberg. By 
1750 the Hippocratic Oath had been translated 
into English and other European languages, and 
for several centuries a version of the oath was 
recited by graduating doctors. As the practice of 
medicine has changed so have the oaths taken. 
One of the most significant revisions was first 
drafted in 1948 by the World Medical Association 
(WMA), called the Declaration of Geneva.  
 The Hippocratic Oath represents a time-
honored guideline for physicians and other 
healthcare professionals as they begin or end 
their training. By swearing to follow the principles 
spelled out in the oath, healthcare professionals 
promise to behave honestly and ethically 
(Shmerling,  2015). 
 Those taking the “original” Hippocratic 
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Oath promise to: 

 respect and support their teachers 

 share medical knowledge with others who 
are interested 

 use their knowledge of medicine and diet to 
help patients 

 avoid harming patients,  including providing 
no “deadly medicine” even if requested to 
do so  

 not provide a “remedy” that causes an abor-
tion 

 seek help from other physicians (such as a 
surgeon) when necessary 

 avoid “mischief,” “injustice,” and “sexual re-
lations” during visits to patients’ homes 

 keep patient information confidential 
(Shmerling,  2015). 

 
David Warriner, a clinical fellow at the Academy 
of Medical Royal Colleges, regards the oath as 
“a moral compass.” “It helps you with circum-
stances you face where you’re not sure what to 
do,” he says. “It also gives you a sense of pride 
and purpose in terms of the wider scope of 
medical practice and the importance of putting 
patients at the heart of decisions you make, 
which we can forget sometimes.” 

For Warriner, the original oath still reso-
nates, particularly the phrase: “I will utterly reject 
harm and mischief,” which is commonly mis-
quoted as “First do no harm.” He says, “For me 
that fits perfectly with not over diagnosing, not 
over treating, and sharing decision making.” 
He finds the vow, “I will remember that I do not 
treat a fever chart, a cancerous growth, but a 
sick human being,” which was included in the 
1964 version of the oath, particularly meaning-
ful. “When I teach juniors about how to help pa-
tients I remind them these are not blood tests - 
they are people,” he says (Oxtoby, 2016). 
 

Some clinicians do not believe that doc-
tors should take an oath at all. “I don’t think any 
doctor should swear any oath,” Clare Gerada, a 
GP partner in London, says. “We are not royalty 
or priests, but health professionals doing a job, 
regulated by law and the GMC. That should be 
enough.” She would like to see “a new charter 
to take account of the changing and transforma-
tional times we are in” (Oxtoby, 2016). 
“We have to have more honesty about the roles 

and responsibilities and extent of these for 
health professionals,” she adds. “Doctors should 
not be expected to sacrifice their lives for their 
patients, or to make their patients their first con-
cern. I am not saying that doctors abandon pa-
tients when their shift is up, but we must ensure 
that policy makers do not expect doctors to 
make all the sacrifices and be worked literally to 
death.” 
She suggests a charter that both patients and 
doctors could sign together, pledging to use 
healthcare resources wisely, and to take care of 
their own health. “It would be a charter for not 
just doctors, but for all of us” (Oxtoby, 2016). 

Today’s doctors face a number of 
important ethical issues that are not in-
cluded in the Hippocratic Oath. For ex-
ample, it makes no mention of: 

 honoring patients’ preferences 

 sharing medical information with patients 

 avoiding conflicts of interest, such as profit-

ing by ordering unnecessary tests or treat-
ments 

 protecting patients who enroll in research 

studies 

 treating all patients equally, regardless of 

ability to pay, social class, education, race, 
or suspicion of criminality 

 avoiding the practice of medicine while im-

paired - due to physical or psychological dis-
ease. (Shmerling, 2015). 

 
Ethical Challenges and Social Justice  

Canada’s healthcare system was once 
considered the crown jewel of Canadian social 
programming (Currie et al., 2001).  Based on the 
five principles of universality, accessibility com-
prehensiveness, portability and public admin-
istration, the Canadian Medicare system was 
hugely supported by Canadians and admired 
internationally for its equal access to healthcare 
services (Currie et al., 2001).  Today there are 
major cracks in our healthcare system largely 
due to a lack of funding that has the potential to 
affect the overall health status of Canadians 
(Brownwell et al., 2007).  The privatization of 
healthcare services has been introduced as a 
solution to the overwhelmed public healthcare 
system (Brownwell et al., 2007).  A two tiered 
private healthcare system may be able to reduce 
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the unacceptable wait times for patients who 
rely on the public healthcare system but at the 
same time may contribute to the overall demise 
of the public healthcare system due to lack of 
support and interest (Gordon et al., 1997).  A 
private healthcare system may improve the 
health of some Canadians however it also in-
creases the risk of the healthcare and quality 
provided to low income Canadians who can only 
rely on the public healthcare system for their 
medical needs.  
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Translation from the Greek by Ludwig 

Edelstein. From The Hippocratic Oath: 

Text, Translation, and Interpretation, 

by Ludwig Edelstein. Baltimore: Johns 

Hopkins Press, 1943. 

 

I swear by Apollo Physician and Asclepius 

and Hygieia and Panaceia and all the gods and 

goddesses, making them my witnesses, that I 

will fulfill according to my ability and judg-

Hippocratic Oath - 
Classical Version 

ment this oath and this covenant: 

To hold him who has taught me this art as 

equal to my parents and to live my life in 

partnership with him, and if he is in need of 

money to give him a share of mine, and to 

regard his offspring as equal to my brothers 

in male lineage and to teach them this art - if 

they desire to learn it - without fee and cov-

enant; to give a share of precepts and oral 

instruction and all the other learning to my 

sons and to the sons of him who has in-

structed me and to pupils who have signed 

the covenant and have taken an oath accord-

ing to the medical law, but no one else. 

I will apply dietetic measures for the benefit 

of the sick according to my ability and judg-

ment; I will keep them from harm and injus-

tice. 
I will neither give a deadly drug to anybody 

who asked for it, nor will I make a sugges-

tion to this effect. Similarly I will not give 

to a woman an abortive remedy. In purity 

and holiness I will guard my life and my art. 

I will not use the knife, not even on suffer-

ers from stone, but will withdraw in favor of 

such men as are engaged in this work. 

Whatever houses I may visit, I will come for 

the benefit of the sick, remaining free of all 

intentional injustice, of all mischief and in 

particular of sexual relations with both fe-

male and male persons, be they free or 

slaves. 

What I may see or hear in the course of the 

treatment or even outside of the treatment in 

regard to the life of men, which on no ac-

count one must spread abroad, I will keep to 

myself, holding such things shameful to be 

spoken about. 

If I fulfill this oath and do not violate it, may 

it be granted to me to enjoy life and art, be-

ing honored with fame among all men for 

all time to come; if I transgress it and swear 

falsely, may the opposite of all this be my 

lot. 
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Hippocratic Oath - 

Modern Version 
 

Written in 1964 by Louis Lasagna, 
Academic Dean of the School of 
Medicine at Tufts University, and 
used in many medical schools to-
day. 

 
I swear to fulfill, to the best of my abil-
ity and judgment, this covenant: 
 
I will respect the hard-won scientific 
gains of those physicians in whose 
steps I walk, and gladly share such 
knowledge as is mine with those who 
are to follow. 
 
I will apply, for the benefit of the sick, 
all measures [that] are required, 
avoiding those twin traps of overtreat-
ment and therapeutic nihilism. 
 
I will remember that there is art to 
medicine as well as science, and that 

warmth, sympathy, and understanding 
may outweigh the surgeon's knife or 
the chemist's drug. 
I will not be ashamed to say "I know 
not," nor will I fail to call in my col-
leagues when the skills of another are 
needed for a patient's recovery. 
 
I will respect the privacy of my pa-
tients, for their problems are not dis-
closed to me that the world may know. 
Most especially must I tread with care 
in matters of life and death. If it is giv-
en me to save a life, all thanks. But it 
may also be within my power to take a 
life; this awesome responsibility must 
be faced with great humbleness and 
awareness of my own frailty. Above 
all, I must not play at God. 
I will remember that I do not treat a 
fever chart, a cancerous growth, but a 
sick human being, whose illness may 
affect the person's family and econom-
ic stability. My responsibility includes 
these related problems, if I am to care 
adequately for the sick. 
I will prevent disease whenever I can, 
for prevention is preferable to cure. 
 
I will remember that I remain a mem-
ber of society, with special obligations 
to all my fellow human beings, those 
sound of mind and body as well as the 
infirm. 
 
If I do not violate this oath, may I enjoy 
life and art, respected while I live and 
remembered with affection thereafter. 
May I always act so as to preserve the 
finest traditions of my calling and may 
I long experience the joy of healing 
those who seek my help. 

Louis Lasagna (1923-2003) 
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The Physicians' Oath, 

World Medical Asso-

ciation (Geneva, 

Switz.) 

The Physician's Oath, to be sworn at the 

time a time a person enters into the medical 

profession, was added to the Declaration of 

Geneva and adopted by the General Assem-

bly of the World Medical Association 

in September 1948, three months before 

the General Assembly of the United Nations 

adopted the Universal Declaration of Hu-

man Rights, which upholds the right to se-

curity of person. The Oath was amended by 

the 22nd World Medical Assembly, 

in August 1968. 

 

This oath was written as a direct response to 

the atrocities committed by the physicians in 

Nazi Germany. The second last line reads, 

"I will maintain the utmost respect for hu-

man life; even under threat, I will not use 

my medical knowledge contrary to the laws 

of humanity."  

The Physician's Oath 
 

I solemnly pledge myself to conse-

crate my life to the service of 

humanity; 

I will give to my teachers the re-

spect and gratitude which is 

their due; 

I will practice my profession with 

conscience and dignity; 

The health of my patient will be 

my first consideration; 

I will respect the secrets which are 

confided in me; 

I will maintain by all the means in 

my power, the honour and the 

noble traditions of the medical 

profession; 

My colleagues will be my brothers 

and sisters; 

I will not permit considerations of 

religion, nationality, race, gen-

der, politics, socioeconomic 

standing, or sexual orientation 

to intervene between my duty 

and my patient; 

I will maintain the utmost respect 

for human life; even under 

threat, I will not use my medi-

cal knowledge contrary to the 

laws of humanity; 

I make these promises solemnly, 

freely and upon my honour. 

 

Also, the "Physician's Oath on Retire-

ment" is being proposed "to address the 

moral, psychological, social, and cultural 

responsibilities that a physician assumes 

when voluntarily relinquishing the re-

sponsibilities of active medical practice." 
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By Arian Fesharaki 

 

The Hippocratic Oath is the earliest form 
of written guidelines that enforce the ide-
ology of medical ethics. Dating back to as 
early as fifth century BCE, the original 
Hippocratic Oath came from Greece and 
was included in the Hippocratic Corpus, a 
collection of over 60 ancient medical 
works that all related to the teachings of 
Hippocrates, an ancient Greek physician 
who is also known as the “father of medi-
cine” in both European and North Ameri-
can culture. [1] However, due to the time 
period in which the Hippocratic Oath was 
developed and published, along with the 
low level of technical development associ-
ated with the BCE era, this once ancient 
oath may not be applicable to the modern 
complexity of medicine. [2] 

The Hippocratic Oath, or some alternated 
form of the oath, has become prevalent 
among nearly all medical schools within 
Canada and the United States. Still, even 
as its use has rapidly burgeoned amongst 
most North American medical schools, the 
maxims and basic ideology have com-
pletely changed. Only a few oaths require 
swearing to tenets that are congruent with 
the ideals of the original Hippocratic Oath 
as those tenets today would be deemed 
controversial, such as the pro-life pro-

choice debate, or unconventional. [3] Other 
original principles of the Hippocratic Oath 
require that free tuition be given to medical 
students or that the use of a knife be prohib-
ited on patients, the latter being completely 
irrational considering modern medicine’s 
extensive use of surgical procedures. 

In fact, most physicians find the Hippocratic 
Oath inapplicable to the reality of the mod-
ern world. The ideologies shared within the 
Hippocratic Oath simply don’t concur with 
modern moral, societal, and economic 
changes. Nowadays, its relevance and use 
has begun to be questioned. Due to the 
widespread diversification of medicine 
caused by research and technological ad-
vancement, should physicians be required 
to swear under the same oath where the 
principles may not be applicable to their cer-
tain role in the medical care of a patient? 
How do doctors maintain the privacy of their 
patient’s medical information when public 
safety and security are at risk or, with pa-
tient’s consent, insurance requires to know 
the history of the patient? Are physicians 
morally obligated to treat patients where 
doctors could find themselves in a potential-
ly life threatening situation due to the lethali-
ty of the disease they’re treating? All these 
questions arise just from the doctor’s point 
of view, because when the Hippocratic 
Oath’s ideology is applied to the role of the 
patient within healthcare, we stumble into a 
whole new area of religious and ethnic-
oriented medical ethics that isn’t even ex-
plained within the Hippocratic Oath. [4] 

However, even with all that said, some phy-
sicians do find a hidden value within the 
Hippocratic Oath. Unlike modern contracts, 
which take a more passive role when it 
comes to the party that is signing an agree-
ment or swearing to an extremely broad and 
non-impactful oath, the Hippocratic Oath 
acts as a binding statement for physicians 
to always align themselves with the princi-

The Hippocratic 
Oath and its Rele-
vance Today 
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ples and rules that guide their work each 
and every day. Whilst opinions of physi-
cians do seem to gravitate towards a solu-
tion of radically changing or abandoning the 
oath all together, I don’t feel that those an-
swers are the proper solutions to this grow-
ing problem. We all can see that our society 
is developing rapidly, both in a diverse and 
technological manner. The only way that 
we, the individuals that make up our com-
munity, can truly contribute to this complex 
world is to adapt to the changes that result 
from the work of others. This method of ad-
aptation is also how we should approach 
the formation of a modernized oath because 
we can never be sure that the same princi-
ples that are applicable now will be so in the 
next century or centuries. If we can apply 
our understanding of society’s malleability 
to medical ethics, we can form a new oath 
which can be regulated and calibrated to 
meet principles both now and in the future. 

 

Notes: 

 

[1] Singer, Charles; Underwood, E. Ash-
worth (1962). Short History of Medicine. 
New York and Oxford: Oxford University 
Press. Library of Congress ID: 62–21080. 

[2] Edelstein, Ludwig (1943). The Hippocrat-
ic Oath: Text, Translation and Interpretation. 
P. 56 ISBN 978-0-8018-0184-6. 

[3] Orr, R. D., N. Pang, E. D. Pellegrino, and 
M. Siegler. 1997. "Use of the Hippocratic 
Oath: A Review of Twentieth-Century Prac-
tice and a Content Analysis of Oaths Ad-
ministered in Medical Schools in the U.S. 
and Canada in 1993." The Journal of Clini-
cal Ethics 8 (Winter): 377-388. 

[4] The Hippocratic Oath Today. Tyson, Pe-
ter (2001). 

http://www.pbs.org/wgbh/nova/body/

Quotes from  Florence 
Nightingale  

“The martyr sacrifices herself entirely in 
vain. Or rather not in vain; for she makes 
the selfish more selfish, the lazy more 
lazy, the narrow narrower.”  
 
“Rather, ten times, die in the surf, herald-
ing the way to a new world, than stand 
idly on the shore.”  
 
“The very first requirement in a hospital 
is that it should do the sick no harm.”  
 
“Let whoever is in charge keep this sim-
ple question in her head (not, how can I 
always do this right thing myself, but) 
how can I provide for this right thing to 
be always done?”  
 
“How very little can be done under the 
spirit of fear.” 
 
“Le us never consider ourselves finished 
nurses…. We must be learning all of our 
lives.” 
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“The CCVT has received disturbing reports 
on violation of the rights of mental health 
patients from some individuals and their 
family members. They have shared their 
direct or indirect experiences with us about 
the way some psychiatric hospitals treat 
people suffering from paranoia and other 
mental health disorders. They transferred 
them to special psychiatric centres outside 
big cities where there is no meaningful ac-
cess by families….  
 
Our major concerns are inconsistencies 
and gaps in the Federal and Provincial 
mental health acts. There is an urgent 
need for amendments of those acts in con-
formity with the fundamental human rights 
of mental health patients. According to the 
provision of the present act, a person who 
is hospitalized in a mental health facility 
can be charged by police for attacking 
nurses or other patients. This applies to 
those mental health patients who are not 
medically responsible for their actions. Po-
lice charges this category of the patients 
but they do not fit the trial criteria. In this 
situation, they are either kept in jail or get 
transferred to the forensic section of the 
mental health hospitals. A Board reviews 
their cases normally once a year. They 
may remain in limbo of isolation and seclu-
sion forever, because of not being diag-
nosed for fitting the trial. A minor offence 
by mentally irresponsible persons can 
leave them in limbo indefinitely. This is dis-
proportional in our strong opinion. It is the 
responsibility of the hospital to protect 
mental health patients and keep them 
apart from agitation and attacks. Police 
should not be involved in hospitals’ affairs.” 

 
From the CCVT Report on Canada’s 
Compliance with the Human Rights in-
struments For the Occasion of the May 
2013 Periodic Review of Canada 

 

Human Rights of Men-
tal Health Patients 

“The five main principles in the final rec-
ommendation that have guided all design 
and build decisions are: 

 Focus on client empowerment and 

recovery 

 Provide staff and caregivers with the 

best work environment 

 Be an exemplary neighbour in the 

community 

 Establish a world-class centre for 

discovery and knowledge exchange 

 Optimize operational efficiency.” 
 
https://www.camh.ca/en/driving-change/

building-the-mental-health-facility-of-the-

future/vision-and-guiding-principles 

Five Principles of the 
Centre for Addiction 
and Mental Health 

(CAMH) 
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   Medical Torture in Our Time: Lessons from Human Stories 
 

By Ari Barbalat 

There are many medieval Jewish stories that 
deal with sorcery. One such story is the legend 
of Nectanebus, who, according to the story, 
was the “last” king of Egypt, overthrown by the 
invading Persian armies. This king ran away to 
the land of Macedonia. There, to avoid detec-
tion, he adopted a disguise. As a magician, he 
rose in the ranks of Macedonian royal court, 
eventually penetrating the relationship be-
tween the king of Macedonia and his wife. 
Nectanebus, in disguise, manipulates events 
to provoke the king to march to the battle front 
against his neighbouring adversaries in order 
to defeat them, “prophesying” of the king’s im-
pending colossus of a victory in order to spur 
the king on and away to the front. While away, 
Nectanebus manipulates the pregnancy of the 
king’s wife, using his sorcery and magic to al-
ter the “DNA” of her unborn child. As events 
play out, the “child” borne by the wife turns out 

to have the “demented” features of the magi-
cian, Nectanebus, failing to resemble the king 
at all. The story, in its longer version, relates 
that this “boy” will become Alexander the 
Great. The last king of Egypt manipulated the 
pregnancy of the wife of the Queen of Mace-
donia in order to infiltrate her using sorcery. 
(1)  
According to a different story found in the sev-
enteenth-century Jewish book of ethics Kav 
Hayashar, the crime of sorcery is described 
as follows: 
 

So you see that the impure art of 
sorcery is intimately tied up with 
the impure institution of idolatry. 
It follows that whoever pursues 
and engages in sorcery cannot 
possibly be a servant of the Holy 
One Blessed is He. Rather, he is 
a servant of the [Satan]. Woe to 
him and woe to his soul! 
The crime is no less severe if he 
does not engage in the sorcery 
himself but asks another to do so 
on his behalf. For the sorcerer 
must approach the [Satan] and 
the demons appointed over mag-
ic and stay to them, “So-and-so 
sent me to you to act as his 
agent, who is the same as him-
self. I stand in his place and offer 
his submission to you, placing 
him under your dominion to your 
slave. He accepts and agrees to 
whatever you do, as long as you 
agree to do him this favor—for 
his livelihood or some other mat-
ter has taken a turn for the worse 
and he requests that you inform 
him of the cause and of the rem-
edy.” 

 
Sorcery originates, states this passage, from 
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the failure to trust in providence. In insolence, 
one manipulates nature in order to try to con-
trol providence. “When a person sees that his 
income has decreased he should accept the 
Heaven’s decree with love, recognizing it as an 
atonement for his sins and acknowledge that 
everything that happens is from God. But in-
stead, many try pitting their cleverness against 
Providence, seeking to affect their lot through 
sorcery. Woe to them! For this is a terrible iniq-
uity…”

 (2)
 

 Why is “sorcery” such a moral prob-
lem? Because sorcery corresponds, in its day, 
to the abuse of science in our own day. 
 Sadly, popular consciousness in our 
world has ignored the abuse of science. Atten-
tion is paid to the problems of “security” such 
as warfare, terrorism and climate change, but 
not to the problem of medical complicity in tor-
ture. Oddly, this does not capture the headlines 
of popular media news and fails to be a galva-
nizing issue in political debate among the de-
mocracies, both on the “left” and on the “right.” 
Yet medical complicity in torture quietly lives 
on. 

** 
As early as World War I, the Ottoman Empire 
engaged in human medical experimentation on 
Armenians during the Armenian Genocide. (3) 
No lesson having been learned, since Turkey 
continues to deny the Armenian Genocide. 
More than a century later, human medical ex-
perimentation was practiced by the Islamic 
State of Iraq and Syria, which was widely 
known to be a Turkish ally and proxy in north-
ern Iraq. (4) According to the British newspaper 
The Independent: 
 

The extremist group has reported-
ly poisoned prisoners by spiking 
their food and water with com-
pounds used in pesticides that are 
easy to obtain… The experiments 
were recorded in a stash of pa-
pers found hidden in Mosul Uni-
versity after Iraqi special forces 
recaptured the city from IS fight-
ers.  
They reveal one victim was fed 
thallium sulphate - a colourless, 
tasteless salt that can be dis-

solved in water - and began to 
suffer fever, nausea, and swelling 
of the stomach and brain before 
dying in agony ten days later. … 
Isis described the chemical as an 
"ideal lethal poison" and claimed 
to be in “possession of an ample 
amount of the solution to fill de-
mands”, according to the docu-
ments, which were verified by Brit-
ish and US forces and later ob-
tained by The Times. Terrorists 
also injected a nicotine-based 
compound, said to have no anti-
dote, into another victim who 
passed out within seconds and 
died hours later. (5) 

 
This underscores the problem which ensues 
when history’s lessons of atrocity are not 
learned: they are repeated. 
 Harriet Washington, in turn, has docu-
mented the history of American medical experi-
mentation on blacks. She noted:  
 

Scientists who abuse, exploit and 
lie to research subjects get more 
than their share of ink, but I have 
spent enough time among physi-
cian-scientists to believe that most 
American researchers, white and 
black, are idealistic and skilled. 
However, when it comes to the 
abuse of African Americans, a 
different set of ethical standards 
has long prevailed and abusive 
researchers have historically been 
closer to the norm than we would 
like to think. Conventional wisdom 
pins experimental abuses on the 
“Dr. Frankenstein” stereotype - a 
scientific outcast of dubious pedi-
gree who harbors blatant social or 
mental maladjustment. But, histor-
ically, most perpetrators of ethical-
ly troubling experiments utilizing 
African Americans have been 
overachieving adepts with sterling 
reputations, impressive creden-
tials, and social skills sufficient to 
secure positions of great responsi-

https://www.thetimes.co.uk/article/isis-tests-deadly-terror-chemicals-on-live-victims-cshx59080
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bility. The stereotype of the abu-
sive researcher as a coolly amoral 
renegade is a stock figure bor-
rowed by journalism from science 
fiction: Like all stereotypes, it is 
one-dimensional and therefore 
false. Professionally and socially, 
these rogue stars have much more 
in common with the top strata of 

other successful American re-
searchers than they do with mythi-
cal madmen. In fact, researchers 
who exploit African Americans 
were the norm for much of our na-
tion’s history, when black patients 
were commonly regarded as fit 
subjects for non-consensual, non-
therapeutic research. (6)  

 
Washington adds: 
 

…in dissecting this shameful medi-
cal apartheid, an important cause 
is usually neglected: the history of 
ethically flawed medical experi-
mentation with African Americans. 

Such research has played a pivot-
al role in forging the fear of medi-
cine that helps perpetuate our na-
tion’s racial health gulf. Historical-
ly, African Americans have been 
subjected to exploitative, abusive 
involuntary experimentation at a 
rate far higher than other ethnic 
groups. Thus, although the height-
ened African American wariness of 
medical research and institutions 
reflects a situational hypervigi-
lance, it is neither a baseless fear 
of harm for a fear of imaginary 
harms. A “paranoid” label is often 
affixed to blacks who are wary of 
participating in medical research. 
However, not only is paranoid a 
misnomer but it is also symbolic of 
a dangerous misunderstanding. 
That is why I refer to African Amer-
ican fears of medical professionals 
and institutions as iatrophobia, 
coined from the Greek words 
iatros (“healer”) and phobia 
(“fear”). Black iatrophobia is the 
fear of medicine. (7) 

 
Washington even shares an autobiographical 
account of an encounter that occurred to her 
while undertaking the research on this very 
book. She narrates: 
 

In fact, some otherwise well-
meaning people wish to censor 
any analysis of troubled research 
with African Americans, as I dis-
covered firsthand, to my great sur-
prise. I was elated when a profes-
sor at a US medical school sum-
moned me to her office, explaining 
that she wanted to hear all about 
the book I was writing. Ensconced 
in a chair, I eagerly began to de-
scribe my work, only to be cut off 
before I had completed the first 
sentence. Bolting upright in her 
chair, she vehemently informed 
me that the topic of this book was 
taboo. “It’s a terrible thing that you 
are doing. You are going to make 
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African Americans afraid of medical 
research and physicians! You can-
not write this book!” As she glared 
at me, her face became contorted 
with anger, suffused with blood, 
and her breathing grew rapid. For a 
moment, I was stunned into si-
lence, because nothing had pre-
pared me for her reaction. After all, 
freedom of speech and academic 
freedom are sacred in this country. 
I was also a bit surprised that a 
white academic whose discussions 
and syllabus had evinced no inter-
est or expertise in the matter 
should lecture me, an experienced 
African American medical writer, 
about health communication with 
African Americans. She proceeded 
to inform me that there had been 
no medical research utilizing Afri-
can Americans before the Tuskeg-
ee Syphilis Study, certainly not in 
the antebellum past, and when I 
asked her how she knew this, she 
countered, “Can you prove that 
there was?” When I responded 
simply, “Yes,” she disgorged a 
clumsy inquisition, unleashing a 
barrage of questions that showed 
she knew nothing about the subject 
at hand. I responded that my work 
was well researched and that she 
had raised an interesting question: 
Was it indeed my work that would 
make African Americans wary of 
health care and medical research? 
Or had the work of those whose 
abuses I proposed to chronicle al-
ready achieved this? The answer 
was all too obvious: I knew from 
years as a medical social worker, a 
medical journalist, and a research-
er that black Americans did not 
need me or anyone else to incul-
cate a fear of medicine. Medical 
history and practices had long 
since done so. (8) 

 
During World War II, human medical experimen-
tation took place both in Imperial Japan and Na-

zi Germany. Imperial Japan’s Unit 731 and Nazi 
Germany’s laboratories of Josef Mengele are 
notorious. 

** 
Yet perhaps there are different reasons for Jew-
ish religious literature’s allusions to “sorcery” 
both as a reality and as an atrocity. One is to 
emphasize that sorcery is multidimensional; 
abuse of science is multidimensional; stories of 
medical complicity in torture are multidimension-
al. They are described in literary sources be-
cause the character of a story is such that it 
cries out to be read in different ways by different 
people in different settings. In Jewish culture, 
the ideal form of learning a text is to read and 
discuss it in pairs, ensuring that two pairs of 
eyes with different personal experiences, wis-
doms, backgrounds and insights each contrib-
ute to the understanding of a text and neither 
perspective is deemed “incorrect.” Stories of 
sorcery, of the abuse of science against the in-
nocent, are of such a character that “the more 
you look the more you see.” Medical complicity 
in torture is many cruelties all at once: it is a war 
crime, but it is also a crime against women, chil-
dren, the disabled and the physically maimed. It 
is characterized by racism, undertaken against 
“lesser” and “dispensable” minorities, but it is 
equally motivated by the addiction to 
knowledge, no less an addiction than drugs, sex 
or power. To understand medical complicity in 
torture, “sorcery” in our time, we must study his-
tory and biology, psychology and philosophy, 
facts and testimonies.  

“Sorcery” in literature teaches us an 
epistemological lesson about the nature of truth: 
that international relations is interdisciplinary 
relations. Learning about medical torture not 
only informs the reader about sadism, it teaches 
the reader the precious moral lesson that all 
knowledge is united. 
The stories above are valuable for two reasons. 
One, because they highlight how literature illu-
minates science, causing science and literature 
as disciplines to unite, fusing the multiple per-
spectives that are available in the genre of a 
literary text that are stripped away in the frugali-
ty, brevity and parsimony of scientific writing. 
Two, if the Bible represents the “objective” text, 
that the book of ethics Kav Hayashar is drawing 
upon Jewish oral legends passed down in mys-
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tical and exegetical literature teaches not 
simply that literature captures what cannot 
be expressed in “objective” narration, but 
that there is an interdisciplinary relationship 
between modes of knowledge such that all 
forms of knowledge are held equal in mak-
ing the reader more sensitive after reading 
such texts than he was before. 
 
In addition, reading accounts of medical 
torture reveals graphic descriptions of afflic-
tions that express agony beyond words to 
describe. The reader is taught to stop read-
ing. Instead, the reader must learn to hear. 
Too often, contemplation of medical torture 
focuses excessively on the role of the per-
petrator. Because the sufferer, the “patient,” 
the “Guinea pig” undergoes physical shock 
that there are no words imaginable for, s/he 
is rendered personally silent in scholarly 
writing. But stories accounting for medical 
complicity in torture highlight the imperative 
role of readers to transform themselves into 
listeners, searching for details beyond ob-
jective knowledge. Descriptions always fail. 
Readers are addressed a different way in 
literature as above. The moral character of 
the text seeks to transform the reader, not 
just inform the reader. 

** 
Hence, the following accounts. 

 
Account A. As Sel Hwahng documents in 
her study of Korean sex slaves used as 
“comfort women” by the Japanese who were 
given involuntary injections of the drug No. 
606 at mandatory medical examinations to 
prevent and treat venereal disease and also 
to deter pregnancy, induce abortions and 
ultimately sterilize the sex slaves, the narra-
tive of Kim Yoon-Shim is provided. She be-
came a sex slave at the age of 11, just two 
months before her twelfth birthday. She was 
forcibly taken from Seoul to Harbin, China. 
She was confined to a cubicle and given 
only a small handful of rice to eat everyday. 
She stated: 

 
Every evening soldiers queued 
up in front of my cubicle and 
one by one raped me all night 

long. Their bodies were filthy, and 
they didn’t speak a word. I couldn’t 
sleep and cried all night. As pun-
ishment for crying, I had to stand 
outside without any food . . . My 
body was so young, and repeated 
sex caused my uterus to be invert-
ed. Sitting up was so painful; I 
could only lie down. Penicillin 
shots would heal my sores. I was 
also injected with “#606.” … Many 
girls got pregnant but still were 
forced to have sex up until the 
childbirth. If a girl refused sex, the 
soldier would tie up her feet with 
his boot straps and force sex on 
her. When she delivered a baby, a 
blue-uniformed woman put the 
baby in a sack without cutting the 
umbilical cord properly and carried 
it away. She was given no recov-
ery period after the childbirth and 
was forced to have sex right away. 
As a consequence, many girls got 
very ill. When a girl got too sick, a 
guard would wrap her up in a blan-
ket and carry her away. I did not 
see the sick girls ever come back . 
. . One day I went to a stream 
nearby to wash my clothes. Sud-
denly I noticed a female hand 
stretched straight up from a blan-
ket. I realized later that it was the 
hand of the sick girl who had been 
buried alive, and who had strug-
gled to free herself from the 
wrapped blanket. … Girls often got 
infected from the used condoms 
but the soldiers didn’t care. I lived 
in fear because I knew if I got very 
ill, they would wrap me up in a 
blanket and carry me away like 
that girl I saw by the stream. (9) 

 
Account B. According to one brief article, the 
medical experiments by Dr. Carl Vaernet, the 
Danish doctor working in the Buchenwald con-
centration camp, entailed the following: 
 

One particularly invasive form of 
"therapy" was founded on the sup-
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position that male homosexuals 
suffered from either a lack or a sur-
feit of male hormones. A belief in 
the constitutional effeminacy of 
male homosexuals led Nazi doctor 
Carl Vaernet to implant animal tes-
ticles in the bodies of homosexual 
inmates in the Buchenwald con-
centration camp, as well as select-
ing certain other gay prisoners for 
castration and subsequent 
"hormonal rebirth." In the unsani-
tary conditions that prevailed in the 
camp, many men did not survive 
Vaernet's surgical attentions. (10) 

 
Account C. According to the German newspa-
per Der Spiegel’s story on the experience of 
Yitzhak Ganon, presently living in Tel Aviv, Isra-
el, Ganon, who survived Dr. Josef Mengele’s 
human experiments, avoided hospitals out of 
fright for sixty years. Der Spiegel wrote of him: 
 

The transport to Auschwitz took 
two weeks. His sick father died on 
the journey. Upon arrival, they had 
to strip and submit to an inspection. 
Ganon's mother and five siblings 
were then sent to the gas cham-
bers. Yitzhak Ganon was taken to 
the Auschwitz-Birkenau hospital, 
where Josef Mengele, the so-called 
"Angel of Death," conducted grisly 
experiments on Jewish prisoners. 
Ganon had to lie down on a table 
and was tied down. Without any 
anesthetics, Mengele cut him open 
and removed his kidney. "I saw the 
kidney pulsing in his hand and 
cried like a crazy man," Ganon 
says. "I screamed the 'Shema Yis-
rael.' (11) I begged for death, to 
stop the suffering." After the 
"operation," he had to work in the 
Auschwitz sewing room without 
painkillers. Among other things, he 
had to clean bloody medical instru-
ments. Once, he had to spend the 
whole night in a bath of ice-cold 
water because Mengele wanted to 

"test" his lung function. Altogether, 
Ganon spent six and a half months 
in the concentration camp's hospi-
tal. When they had no more use 
for him, the Nazis sent him to the 
gas chamber. He survived only by 
chance: The gas chamber held 
only 200 people. Ganon was num-
ber 201. On January 27, 1945, 
Auschwitz was liberated by Soviet 
troops. Yitzhak Ganon made it 
back to Greece and found his sur-
viving siblings -- a brother and a 
sister -- and emigrated to Israel in 
1949. He got married. And he 
swore never to go to a doctor 
again. "Whenever he was sick, 
even when it was really bad," his 
wife Ahuva says, "he told me it 
was just fatigue." But now Ganon 
is happy he finally went to the hos-
pital after his heart attack. One 
week later, he had another heart 
attack, and was given a pacemak-
er. "If the doctors hadn't been 
there," he says, smiling for the first 
time, "I would be dead now." 
Yitzhak Ganon has survived, 
again. (12) 

 
These accounts “speak for themselves.” But the 
person inside them cannot. The person inside 
needs a hearer of his screams and a listener to 
his whispers. Any embellishment is an insult. 
Medical complicity in torture cannot be over-
come solely through legal and political interven-
tions. Ending medical torture requires a change 
in moral education. Medical torture will persist 
as long as schools teach and students are 
taught that results are more important than per-
sons.  

** 
In the stories above, the hero is absent: the 
child as fetus in the Queen of Macedonia’s 
womb; the unsuspecting victim of the sorcerer’s 
“magic”. In accounts of medical torture, the he-
ro is buried beneath the account’s text. The 
reader is transformed into a rescue worker to 
get him out. This is achieved not by reading but 
by listening. 
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Dr. Carl Vaernet and the use of Hu-

mans as guinea pig 
 

The Danish SS 

major and phy-

sician, Dr. Carl 

Peter Vaernet, 

misused 

LGBTQ detain-

ees in concen-

tration camps as guinea pigs. He claimed to 

have produced a hormonal implant and a male 

sexual gland that would “cure” the “disease of 

homosexuality.” In 1943, he travelled from a 

camp in Copenhagen to Berlin and met with 

Himmler who provided him with money, labora-

tory facilities and gay people in the camp as his 

experimental objects. Those victims who were 

designated by him as "chronic" or "incurable" 

were put to death. In some cases, he castrated 

prisoners to “study them further”.  After the war, 

Dr. Vaernet was caught and handed over to the 

Danish authorities. In the pretext of heart prob-

lems, he was not prosecuted in Demark. He 

fled to Brazil and from there to Argentina where 

he lived with total impunity. He died in Buenos 

Aires on November 25, 1965. 
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Desmond Doss (1919-2006), learned from his 
early age to save life rather than taking it. When 
he was a little child, he walked for six miles to 
donate blood to an injured person whom he did 
not know. One day, he witnessed his drunken 
father threatening his uncle by pulling a pistol 
on him. From that day onwards, he vowed not 
to take any weapon in his life. His hatred for 

weapons accentuated by his religious beliefs as 
a Seventh-day Adventist.  
At the age 18, Desmond joined the army as a 
private at a shipyard in Newport News, Virginia. 
When World War II broke out, Doss worked 
very hard and finally succeeded to continue as 
an army medic. His colleagues ridiculed him 
frequently, but he never gave up. 
On May 5, 1945, Japanese attached American 
soldiers in a battle at the Okinawa Maeda Es-
carpment, or what the Americans called 
“Hacksaw Ridge.” It left tens of American sol-
diers seriously wounded. The brave medic Des-
mond treated the wounded soldiers amidst tor-

 

Medic Desmond 

Doss: A Pacifist 

War Hero 

rents of gunfire and mortar shells. For more 
than 12 hours, he crawled under heavy fire and 
saved scores of lives. 
Two weeks later, Desmond and some of his 
patients were injured due to detonation of a 
Japanese grenade.  He had received deep 
shrapnel lacerations all down his legs. He treat-
ed himself and others and waited for a stretcher 
that arrived five hours later. Despite his serious 
injury, Doss rolled off and offered the stretcher 
to a soldier in greater need. He then began 
treating his colleagues.  
In another occasion, a sniper shot and shat-
tered all the bones in Desmond’s left arm. He 
crawled alone a long distance to safety. He was 
transferred to a military hospital. The brave 
medic, who never used weapons and never 
shot a single bullet, finally won full appreciation 
and respect of his comrades.  
His commander visited the private Doss in the 
hospital informing him that he had been award-
ed the Medal of Honor for his pacific heroism, 
despite being a conscientious objector. During 
the ceremony of October 12, 1945, granting him 
the Congressional Medal of Honor, President 
Harry Truman said, “You really deserve this. I 
consider this a greater honor than being presi-
dent.” (Leaming, P.M., 2009, p. 43) 

 

Médecins Sans Frontières (MSF) translates to 
Doctors without Borders. “We provide medical 

assistance to people affected by conflict, epi-
demics, disasters, or exclusion from 

healthcare. Our teams are made up of tens of 

thousands of health professionals, logistic and 
administrative staff - bound together by our 

charter.  Our actions are guided by medical 
ethics and the principles of impartiality, inde-

pendence and neutrality. We are a non-profit, 
self-governed, member-based organisation.” 

MSF was founded in 1971 in Paris by a group 

of journalists and doctors. Today, we are a 

worldwide movement of more than 42,000 

people.  

MSF: An International, inde-
pendent, medical humani-
tarian organization 

https://desmonddoss.com/bio/bio-real.php
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The Smile of 

Bethune 

By Ezat Mossallanejad 
 
The kindness and care we received from my 
personal gynecologist reminded me of Dr. Nor-
man Bethune, a man whom, from my early 
childhood, I considered my great hero – a sym-
bol of Canadian humanism and multicultural-
ism.  It was my dream to travel to the country of 
Norman Bethune one day to see his statue in 
Montreal and pay homage to his memory.  
 
The story I share below reflects both the cruelty 
of racism in the medical world and also the 
courage of compassion when righteous doctors 
overcome it. 
 
Our Story 
 
This event happened on March 30, 1987 – the 
day my daughter, Dorna, was born.  We were 
hopeful when her mother was pregnant with 
Dorna.  But then 9 months passed and she did 
not get labor pains.  We were both extremely 
anxious.  We went to our gynecologist, a wom-
an in her mid-40’s, one of the best in Montreal.  
She advised us to wait and we waited for 15 
more days.  This made the doctor all the more 
anxious.  She struggled very hard and booked 
a room at the Royal Victoria Hospital and ad-
vised us to meet her at the maternity ward at 8 
a.m. 
I woke my wife early in the morning and told her 
we had to rush to the hospital.  I begged her to 
be very quick.  But, with the baby in her womb, 
she could not move fast and, as newcomers, 
we did not know that we could call a taxi by 
phone.  We went outside and waited a long 
time before we got a cab.  Instead of 8 a.m., we 
reached Royal Victoria Hospital at 9:15 a.m.  
And it took us some time to find the appropriate 
ward.  Doctor was furious and started fighting 
with my wife, screaming and shouting: 
“Madame, this is not acceptable! This is not 

acceptable in this culture!”  
 
I was annoyed by the doctor’s comment, but 
being a refugee I remained silent.  I was intimi-
dated to raise any objection. The good doctor 
finally cooled down and she did everything in 
her capacity to help my wife.  At times, she re-
sembled an angel to me.  But still I was not 
happy with her. She would diligently check eve-
ry half-hour on the condition of the mother and 
the baby inside.  I was patiently standing be-
side my wife’s bed with a blue hospital gown.  It 
was during these moments that a friendship 
between the doctor and myself blossomed. 
 
Rudeness 
 
Hours 
passed and 
it was 
around 6:30 
p.m. when 
the decision 
was made to 
induce la-
bor.  They 
put my wife 
on an IV drip 
and the doc-
tor was 
checking 
every half-
hour and 
later every 
15 minutes.  At 6:40, they said the womb was 4 
centimeters open and the doctor told me, : “We 
need to transfer your wife to the delivery 
room”.   And she said that she would let me be 
with my wife there.  Then she assured me that 
she would do everything in her capacity to help 
my wife and child.  At this time, I finally had the 
guts, looked at the good doctor and told her: 
“Doctor, I was annoyed by your com-
ment”.  She was surprised and, with a French 
accent, shouted, “What comment, Mis-
terrrrrrrr?!”  I told her gently, “You said this is 
not acceptable in this culture”.  She replied, 
“Is this acceptable, Mister?  Do you accept 
this behavior? One minute more and you 
would have lost the room! Is this accepta-
ble?”  And I said, “Of course, this is not ac-
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ceptable”.   She almost screamed, “Then what 
is your problem, Mister?” I shouted at her for 
the first time, “This is not acceptable in any cul-
ture!  Why do you single out your culture?”  
The good doctor paused for a minute, then once 
again preoccupied herself with the patient.  The 
nurse told her that the delivery room was ready.  
The good doctor turned to me and said, “I didn’t 
get your point, but I will do my best to help 
your wife”, as she gave me a pat on the 
back.  
 
Pain 
 
She stayed true to her promise.  My annoyance 
finally vanished at 7:59 p.m. when I heard the 
first cry of my baby girl.   
 
From that day onward, whenever I came to the 
intersection of Guy and Maisonneuve, it seemed 
to me that Dr. Norman Bethune was weeping.  I 
spoke with him in silence about the insensitivity 
of his colleagues when they deal with vulnerable 
refugees and people coming from other cul-
tures.   
 
The Courage to Apologize 
          
Three years passed, and one day, I was cross-
ing Guy to Maisonneuve, since I wanted to go to 
Concordia University.  I heard somebody calling.  
It was a female voice. I looked back and saw 
our beloved gynecologist.  I was in the middle of 
the road when she ran to me, held my hand and 
told me: “For the last 3 years, I have been look-
ing for you so that I can say ‘sorry’.  I sin-
cerely apologize for what I said.  Although I 
did not mean it, I think I made a racist com-
ment.  Since then, I have tried my best to un-
derstand newcomers and to respect them as 
much I respect myself.”  
 
Hand in hand, the good doctor and I crossed the 
road.  We found ourselves at the foot of the stat-
ue of Dr. Norman Bethune.  I looked up and it 
seemed to me that Dr. Bethune was smiling.  I 
told my new friend, “Look at the face of Dr. Be-
thune.  Doesn’t it look like he’s smil-
ing?”  She stared at the celebrated doctor and 
humanist, smiled at me, and said, “And such a 
sweet smile”.   

  Dr. Derek Summerfield, London Institute of                      

Psychiatry 

On Limitation of 
Western psychiatry 

”On one side are clinicians and researchers 
who see Western psychological frameworks 
and practices as essentially having universal 
validity and relevance. They regard posttrau-
matic stress disorder (PTSD), which has as-
sumed an almost hegemonic position in the 
field, as established scientific fact and see the 
current challenge as merely to fine-tune treat-
ment technologies…. On the other side are 
those who take a more socially constructionist 
and culturally relativist approach to ‘health’, 
emphasizing the limitations of Western-led 
theory and practice based on a biopsy-
chomedical paradigm. They tend to a more 
sober view of the scale of the clinically rele-

vant psychological fallout of violent conflict.”  
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The Crazy Dance of a Crazy General 
By Ezat mossallanejad 

Characters 
 

General (Initially Man) 
CCVT Receptionist  
CCVT first client 
CCVT Counsellor  
CCVT Psychiatrist  
CCVT second Client 
Senior Police Officer 

 
Scene 1 

 
(A well-dressed hefty man enters the CCVT 
premises. He looks arrogant, putting his 
head high, looking around suspiciously and 
curiously. He approaches the receptionist) 
Receptionist: Welcome sir! How can I help you? 
Man: Is it CTTV? 
Receptionist: No, sir CTTV is a television sta-
tion. This is CCVT. It stands for the Canadian 
Centre for Victims of Torture.  
Man: There is not much difference. I want …. 
Receptionist: There is a huge difference sir; 
they do entertainment programs; we provide 
our holistic services to survivors of torture, war, 
genocide and crimes against humanity who 

come to Canada in different streams of refugee 
protection. 
Man: My subordinates told me that Dr. Dana 
Wise is working here. I want to see her immedi-
ately. (With intimidating shout and scream).  
Receptionist: (pauses and starts thinking. Micro-
phone broadcast her thought) Oh pity! Another 

case of a paranoid survivor. 
Man: You not allowed to pause and think. Don’t 
be lazy. I don’t like lazy people. Direct me to 
doctor’s office at once.  
Receptionist: (Surprised) Are you a client of the 
CCVT, sir? 
Man: I want to make your Centre my client. If 
you know who I am, you would not speak to me 
like this. Respect your superiors and obey their 

This skit was performed in the occasion 
of the UN International Day in Solidarity 
with Survivors of Torture (June 26, 2018) 
with the audience of more than 200 CCVT 
clients and supporters. The CCVT volun-
teers, staff and counsellors who acted in 
this staff are as follows: 
Jobran Kanji - General 
Lucy Kaite Nyarwai— Receptionist 
Maryam Bahar—CCVT First Client 
Donna Midanik – CCVT Counsellor 
Domine Rutayirsire—CCVT Psychiatrist 
Kubra Zaifi— Second Client 
Misaer Mayanja – Police Officer 

The arrogant General arrives at CCVT premises 
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commands.  
Receptionist: I apologize sir, please enter your 
information in this book (giving him a notebook), 
then have a sit and relax. I will call a counsellor. 
Man: (furious): Don’t give me order young lady! 
Damn with your stupid counsellor! Tell Dr. Wise 
that Major General Hercules wants to see you 
immediately.  
Receptionist: (To herself. Microphone broad-
casts her thought) O, my goodness! He is delu-
sional! (Then she responds politely to the gen-
eral) Forgive me sir, no one can see a CCVT 
doctor before seeing a counsellor and going 
through intake process. (She picks up the 
phone; dials a number. The general stares at a 
CCVT client waiting for her counsellor)  
General (to the first client of the CCVT): Where 
are from Old Lady? 
Client: I am from Iran, but I am not old; you are 
old. 
General: Where is Iran? Is it in Africa or Latin 
America?  
Client: (reluctantly) It is in the Middle East. 
General: Middle East or Middle West or Middle 
Centre? 
Client: It is in the Middle East…. 
General: Ok. It is in the middle not in a needle. 
Client: I don’t want to talk to you. 
General: Go and get lost. Stupid woman! 
Client: Go and find your lost wisdom….  
(A counsellor appears) 
Counsellor: (to general) Good morning sir. My 
name Jasmin Rose. I work here as a Settlement 
and Trauma Counsellor. Nice to meet you. 
Please come with me. 
General: Who asked for your damned name? 
Do you know who am I? I want to see Dr. Wise 
right now. 
Counsellor: Let’s go to my office; we will look 
into it. (They walked together to the counsellor’s 
office) 
General: I don’t see any doctor here. 
Counsellor: Sir, I can only book clients of the 
CCVT with our in-house psychiatrists. Let me 
first tell you about CCVT. 
General: Why you are so bureaucratic? I must 
see Dr. Wise; period! Take this money and facil-
itate the meeting (he takes a bunch of money 
out of his Samsonite). $5000.00; is it enough or 
you want more? 
Counsellor: (Pushes the money back) In the 

course of 41 years of our honest all-embracing 
services to clients, we have never ever charged 
our clients with a single penny. All CCVT ser-
vices are free.  
General: I am not your client, Madam Counsel-
lor. I am a partner. (Tries to persuade counsellor 
to take the money). 
Counsellor: Take your money back! Dr. Wise is 
with a patient now. Her next appointment is after 
two months. However, let me speak with her 
now and see if she can see you for few minutes. 
(Counsellor leaves) 
General (to himself): How can a person refuses 
money? I am sure she is planning for more. 
That is why she is trying to facilitate the meet-
ing. I must catch the heart of Dr. Wise. Money is 
an international solution.  
Counsellor: (Goes to Dr. Wise’s office and 
knocks on the door.  Dr. Wise is with a client; 
she does not open the door. Counsellor knocks 
for the second time. Dr. Wise opens the door. 
The counsellor speaks with Dr. Wise apologeti-
cally) A fellow referring to himself as Major Gen-
eral Hercules wants to see you urgently (the 
name makes the client curious and angry).  He 
has made life hard for our reception and for me. 
Dr. Wise: (To the patient/client) I beg you to 
step out for few minutes.  Let me see what the 
emergency is. 
Client:  No problem at all, my dear Dr. Wise.  
(After leaving the office, client curiously looks 
here and there for the general whose name she 
has heard from Counsellor Jasmine Rose. The 
counsellor leaves Dr. Wise’s office and returns 
to her office)  
Counsellor: (to the general) Ok! Let’s go to Dr. 
Wise. Only for five minutes. She is asking her 
patient to step out temporarily. 
General:  I want to see her alone. 
Counsellor: At CCVT, our normal practice is that 
counsellors attend doctor’s sessions with clients 
as a part of our holistic system of care.  
General: I don’t care about your abnormal prac-
tice. 
Counsellor:  I have no problem if Dr. Wise 
agrees to see you alone. 
(In their way to the office of Dr. Wise, they face 
the client who is still searching for the general. 
The client stares at general and sits in a chair 
suspiciously.  They enter Dr. Wise’s office.   
Doctor is thoughtfully sitting behind a desk. 
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General stretches his hand towards doctor) 
General: Dr. Wise, Nice to meet you! I am Ma-
jor General Hercules. You might have heard 
about me.  I want to see you alone. I am suspi-
cious of your counsellor. She offended me by 
refusing my money…. 
Dr. Wise: Nice to meet you too.  Please briefly 
tell me what we can do for you. (Looking at her 
watch) I am sorry. We have very little time. Our 
client is waiting outside.  
General: (while trying to push counsellor out of 
the room) I want you alone. It’s top secret. 
Doctor Wise: Leave her alone. Counsellor should 
be here and remain part of our discussions. 
There are certain things that I cannot do without 
counsellors. 
General: I want you alone. It’s top secret. 
Dr. Wise: Except for clients’ information that are 
highly confidential, everything is open and 
transparent at the CCVT. 
General: Ok, Do you assure me that your coun-
sellor can keep our top-secret with herself? 
Dr.  Wise: Yes, of course certainly. 
General: (After checking the door, brings his 

chair close to doctor and invites counsellor to sit 
very close to them. He then starts talking with a 
low voice).  I hold the position of the chief of 
army and police simultaneously in your most 

friendly country, Gladiatoria.  Our military and 
civil Intelligence reported to me that you are al-
most the best in the world with your expertise in 
psychology, psychiatry and psycho something. 
Counsellor: Psychoanalysis.  
General: Yes! Yes! Now I want you, Dr. Wise, to 
help us in a two-year project. 
Dr. Wise: Continue! It seems quite interesting 
and encouraging. 
Counsellor: Yes, It is quite amazing: CCVT’s 
involvement in a rehabilitation project within a 
traumatized foreign army.   
General: Thank you guys.  It will become more 
amazing if you listen to me carefully. 
Doctor:  Sure! 
General; I have prepared a contract.  The mo-
ment you sign it, you will get a signing bonus for 
$10 Million.  (Looking at the counsellor) and you 
get $2 million right now (staring with a laughter 
at the counsellor).  How much is your annual 
salary? 
Counsellor: (laughingly) it is a top-secret. 
General: (to Dr. Wise) One year after the imple-
mentation of the project, you will get $100 mil-

lion and with the completion of the project at the 
end of two years, you will receive another $100 
million. We will cover all your expenses. (He 

The crazy general laces with one of his victims who is a  CCVT client.  
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takes out the contract from his Samsonite).  
Counsellor: All contracts should be reviewed by 
Mr. Mulugeta Abai, the Executive Director of the 
CCVT, first,  and then go through the approval 
process of our Board of Directors. 
Dr. Wise: Yes, but let the general tell us more 
about the project; it seems that we need a multi-
task team to rehabilitate soldiers returning home 
after involvement in a prolonged war…. 
General: This is not the case. 
Counsellor: What‘s the case then? 
General: Young woman. Be patient and listen to 
your superiors. 
Doctor Wise: Please elaborate! We have on 
time. Our client is waiting outside. 
General: I am one hundred percent sure the  
risk of sabotage by dangerous terrorists and 
other subversive elements. I want you, Dr. 
Wise, and your counsellor, to help us in three 
areas: 
First, visiting our facilities regularly, examining 
inmates and sharing with us the impacts of in-
terrogation techniques on them.  
Second, intensive training for our Intelligence 
officers, police investigators, magistrates and 
interrogators to make their practice most effec-
tive and at the end of our two years period, writ-
ing an educational manual that can be used for 
years to come. 

Third, writing a secret manual of the best prac-
tice in extracting confession or information and 
the best method of quelling public insurgencies. 
That’s all we want from you, nothing more and 
nothing less. What do you say? 
 

Curtain 
 

Scene 2  
 
Second Client (anxiously and apprehensively 
goes to the receptionist) Who is this man be-
hind the closed door with Jasmin and Dr. Wise? 
Receptionist: I don’t know; this is the first time I 
am seeing him? 
Client: Is he a client? 
Receptionist: No; definitely not. Why you ask 
me such questions. I am not supposed to re-
veal information about others. 
Client: Is he a general? 
Receptionist: How do you know? He identified 
himself as Major General Hercules. I think he is 
delusional. 
Client: No, he is not delusional. He is a notori-
ous general in my country of origin, Gladiatoria. 
Under his command, soldiers and paramilitary 
burned my village entirely and killed everybody. 
I am the only survivor. 
Receptionist: He wanted to make CCVT his 

The crazy general speaks against medical ethics in the pretext of the need for war agains terrorism. 

The picture of Dr. Norman Bethune is seen in the scene  
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client. What does it mean? 
Client: He is dreaming of declining this great 
agency to a torture centre. 
Receptionist: Shame on him.  
Client: What does he want here? Why he dares 
stepping in a centre that has supported survi-
vors of torture, war, genocide and crimes 
against humanity for decades? 
Receptionist: All sorts of people come to our 
door and how do we know who they are? 

Client: Why Dr. Wise kicking me out of her office 
to accept this butcher? 
Receptionist: Dr. Wise doesn’t know about him. 
Client: What about our beloved counsellor Jas-
min Rose? 
Receptionist: She also doesn’t know him. He 
stepped in and insisted to see Dr. Wise. I in-
volved Jasmin. 
Client: I am going to enter the office of Dr. Wise 
and teach the notorious general a lesson…. 
Receptionist: Please be patient! I know how dis-
turbed you are. Please wait. Patience is a virtue. 
If you want, you can go to Director Abai.  
Client: No need, I stay here and see the reac-
tion of the CCVT doctor and counsellor to this 
horrible scandal. 
 

Curtain  

 
Scene 3 

 
General (while bringing the contract to the doc-
tor): Let’s sign this as a sign of our good faith 
and initiation of a great cause. 
Dr. Wise: How do you feel Counsellor Jasmin 
Rose? 
Counsellor: This ominous contract is nothing but 
our death verdict and reduction of the CCVT to 

the sinister rank of perpetrators of the most hei-
nous crimes. I am just furious. 
Dr. Wise: My dear general! We are medical per-
sonnel. We are for healing not for killing…. 
General: It is your duty and that of everybody to 
heal the entire society by killing few poisonous 
reptiles who corrupt the earth.  
Dr. Wise: Suppose you advocate for the most 
eloquent goal, if you use cruel means your goal 
will become a cruel one too.  
General: Today, security is the major concern. 
Counsellor: What about humanity and human 
rights? 
General: You shut up! Stupid child. 
Dr. Wise: (unrolls a poster): Look at this most 
ancient document of medical ethics called Hip-
pocratic Oath. The Father of Medicine Hippocra-
tes introduced it during 5

th
 century B.C. Let me 

read a part of it to you:  

Everybody is frustrated with the behaviour and attitudes of the crazy general.  
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“Into whatsoever houses I enter, I will 
enter to help the sick, and I will ab-
stain from all intentional wrong-doing 
and harm, especially from abusing 
the bodies of man or woman, bond or 
free.” 
 
Counsellor: And this is the picture of Avicenna 
the 10

th
 century Persian doctor and philosopher. 

In his Canon of Medicine, he reminds us that 

medicine is a pursuit of practical art 
as devotion to fellow humans for the 
good of patient and physician.  
 
General: These are all written in the books far 
from real politics. 
Dr. Wise: (showing a picture): General, do you 
know who this man is? 
General: (looking closely at the picture, taking it 
up and down) He looks like a magnificent field 
marshal who has come out victoriously from 
many armed conflicts. 
Dr. Wise: No general; this is Dr. Magnus Hirsch-
feld, a German doctor and sexologist. He was a 
brave advocate of sexual minorities who suffered 
during Nazis rule in Germany. He teaches us to 
use our medical science for the benefit of all who 
are vulnerable. Let me read a piece form him to 
you, my dear general:  
 

“Soon the day will come when sci-
ence will win victory over error, jus-
tice a victory over injustice, and hu-
man love a victory over human hatred 
and ignorance.”  
 
Counsellor: (Showing a picture to general) can 
you tell me who this man is? 
General (Angrily): This is your great grandfather. 
Dr. Wise: This is Dr. Noman Bethune, a surgeon 
in Montreal. He went to Spain to help wounded 
people and died in a remote village in China on 

12
th
 of November 1939. He insisted that medi-

cine should be free from all sorts of 
commercial considerations.  
General: I don’t need your sermon; are you a 

doctor or a priest? 
Counsellor: Let me read it to you from the 
1982 UN Principles of Medical Ethics:  
 
medical personnel should not discriminate 
against those who are “imprisoned or de-
tained.” It is a “gross contravention of 
medical ethics” for them “to engage, ac-
tively or passively, in acts which constitute 
participation in, complicity in, incitement 
to or attempts to commit torture or other 
cruel, inhuman or degrading treatment or 
punishment.” They must not apply “their 
knowledge and skills in order to assist in 
the interrogation of prisoners” or to certify 
their fitness for punishment.  
 
General: You cannot deny that the American 
Psychological Association provided close con-
sultation to President George W. Bush’s mili-
tary personnel to extract information from ter-
rorists in Guantanamo Bay, Iraq and Afghani-
stan.  
Counsellor: Yes, but the whole world criticized 
the American Psychological Association 
(APA) for its act of violation. 
Dr. Wise: Do you know that APA criticized 
itself and apologized later? (with a pause) 
general, I appeal to you to abandon your pro-
ject and use your power towards eradication 
of torture and its absolute prohibition. We can 
help you in this direction whole-heartedly.  
General: (shouting) you are a bunch of asses 
in this stupid centre. I don’t waste my time any 
more here. (He starts making fuss by throwing 
doctor’s files here and there and trampling the 
picture. At this moment the client enters) 
Client: (Staring at the general) Are you Major 
General Hercules? 
General: Yes I am. What can I do for you? 
How do you know me? 
Client: (While spitting on the general) you are 
a jerk, a rascal, a bastard. You burned my 
village and murdered all my family members. 
Why did you come here? Have you come 
here to torture me? I know what to do with 
you. (She marches towards general. General 
pre-empts, tackles and starts beating the girl. 
Receptionist enters the room) 
Receptionist: Stop fighting! I am going to call 
the police. 
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Curtain 

 
Scene 4 

 
(The chaos is continuing. Police enters 
and separate the girl and the general and 
began taking photos from the girl’s bruis-
es) 
Police: (to General) You are under arrest 
sir. 
General: Why? I am a law-abiding person 
punishing a rude girl and defying an irre-
sponsible doctor and counsellor. 
Police: You are under arrest because, 
according to the receptionist you have 
openly mentioned about being a perpetra-
tor of torture. According to Article 6 of the 
UN Convention against Torture and the 
entire provisions of Canada’s War Crimes 
and Crimes against Humanity Act, there is 
no safe haven for torturers. It is called 
universal jurisdiction. You must be prose-

cuted here.  
General: Thank you for teaching me. What 
else?  
Police: Secondly, you have beaten an innocent 
girl and a vulnerable client of this centre. 
General: And thirdly and fourthly? 
Police: You have refused to leave a private 
property when they asked you to do so. You 
are charged with the act of vandalism too. 
(Police takes out his handcuffs and approach-
es the general) 
General: Do you know who am I? 
Police: Doesn’t matter. Everybody is equal be-
fore the law. 
General: Ha ha ha! But some people are fully 
equal, some are semi-equal and some are not 
equal at all. Please set aside your handcuffs, 
otherwise you will feel regretful.  
Police (steps back) I am an officer on duty. 
Nothing prevents me from enforcing the law. 
General: The law itself can prevent you to en-
force the law. (He takes out a document and 

While the Canadian senior police officer explains the reasons and the process of 
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shows it to the officer) 
 
Police: (Reads from the document): Diplomatic 
passport: General Titan Hercules, military atta-
ché of the embassy of Gladiatoria. 
General: (laughing) how are officer? 
Police: Yes sir, you enjoy diplomatic immunity. I 
cannot arrest you. I am frustrated.  
 
Client: I feel helpless. Damn with unjust laws! 
 
Dr. Wise: I am disappointed. 
 

The crazy general continues with his crazy 

Physicians for Human Rights (PHR) 

Physicians for Human Rights (PHR) has used 
medicine and science to document and call atten-
tion to mass atrocities and severe human rights 
violations. PHR advocates for persecuted health 
workers, prevent torture, document mass atroci-
ties, and hold those who violate human rights ac-
countable. PHR’s work focuses on the physical 
and psychological effects of torture and sexual 
violence, the forensic documentation of attacks on 
civilians, the unnecessary and excessive use of 
force during civil unrest, and the protection of 
medical institutions and health professionals work-
ing on the frontline of human rights crises. 
 
PHR teams exposed the use of chemical weapons 
against civilians in Iraq and carried out historic 
exhumations of mass graves in Bosnia and Rwan-
da for international tribunals. During the past dec-
ade, these teams have also provided evidence for 
criminal investigations into torture and extrajudicial 
executions in numerous countries – including Co-
lombia, Honduras, Libya, Mexico, Peru, and Sierra 
Leone – to ensure accountability for serious hu-
man rights violations and mass atrocities. PHR 
has also been at the forefront in developing stand-
ards for documentation, including playing the lead 
role in creating the Istanbul Protocol – the recog-
nized international standard for documenting tor-
ture and ill-treatment.  
 
PHR strives to empower and support local com-
munities in documenting and preventing human 
rights violations. We have developed partnerships 
with local health and human rights groups across 
the globe, forging strong alliances and sharing 
common frameworks and strategies. We focus on 
the critical role of forensic science, clinical medi-
cine, and public health research in ensuring that 
human rights abuses are properly documented 
using the most rigorous scientific methodologies 
possible. Our experts use epidemiology, medical 
and psychological evaluations, autopsies, forensic 
anthropology, and crime scene analysis to docu-
ment serious abuses, including murder, torture, 
rape, starvation, forced displacement, and civilian 
attacks. We provide credible evidence, data, and 
research to corroborate allegations of human 
rights violations not only to prevent future abuses, 
but also to ensure the prosecution of perpetrators 
by courts, tribunals, and truth commissions. 

“An Ignorant doctor is the aide-de-camp 
to death.”  
Avicenna (980-1037 AD)  

http://physiciansforhumanrights.org/library/reports/iraq-winds-of-death-poison-gas-kurds-1989.html
http://physiciansforhumanrights.org/library/reports/iraq-winds-of-death-poison-gas-kurds-1989.html
http://physiciansforhumanrights.org/issues/torture/international-torture/istanbul-protocol.html
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1. Mental Health 

 Counselling  

 Individual and Group Therapy, Mutual Sup-

port Groups 

 Crisis Intervention: suicide attempts, break-

downs, family problems, etc. 

 Art Therapy 

 Coordinated Professional Services: doctors, 

lawyers, social service workers provide treat-

ment, documentation and legal support. 

2. Settlement Services 

 Includes information/orientation, interpretation/

translation, counselling, employment-related 

issues, and referrals to resources relating to the 

economic, social, cultural, educational and rec-

reational facilities that could contribute to the 

initial settlement of the client. 

3. Children/Youth Program:  

 Intake/assessment, settlement services, mental 

health services and recreational and empower-

ment activities that incorporate conflict resolu-

tion, mentoring, peer support and story-telling. 

4. Volunteer Program 

 Befriending to assist survivors in rebuilding 

their connections to others as well as to the 

greater community.  

CCVT Programs and Services  

 ESL Tutoring and Conversation Circles to 

help students learn and practice their English. 

 Escorting and Interpreting for  survivors at 

different appointments (medical, legal, social). 

5. Public Education 

 responds to numerous requests for information, 

assistance and consultations on torture and the 

effects of torture as well as regularly producing 

resource materials  

6. Refugees in Limbo 

 Providing services to refugees in limbo that in-

clude counselling, assisting in sponsorships, fam-

ily reunification and other immigration-related 

issues. 

7. Language Instruction and Training 

 LINC/ESL classes specially designed to address 

the needs and realities of the survivor of torture 

(concentration, memory, depression, triggers) 

 Computer training: basic and intermediate levels 

8. International Projects: CCVT is associated 

with a coalition of Centres which support victims 

of violence, repression and torture, in exile or in 

their own countries 

Any comments or thoughts about First Light?  
We warmly welcome letters to the editor! 

 

Just mail your comments to:  

CCVT  

194 Jarvis St. 2nd Floor,  

Toronto, Ontario, M5B 2B7  

Canada 

 

Or email them to: The Editorial Committee c/o ezat@ccvt.org or mabai@ccvt.org  

 

and we’ll do our best to publish them in the next issue. We reserve the right to shorten any letters 

due to space requirements. 
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 $20      $40      $50      $150     

 $250    Other 

Name 

 

 

Address 

 

 

 

Telephone 

YES! 
I want to help CCVT respond to 

the needs of survivors of violent 

oppression who have sought refuge 

here in Canada. 

Canadian Centre for 

Victims of Torture 
 

194 Jarvis St.  

2nd Floor 

Toronto, On  M5B 2B7 

 

Tel: (416) 363-1066 

Fax: (416) 363-2122 

 

CCVT MONTHLY GIVING PLAN 
You can pre-authorize small monthly deductions on your credit card. It’s so convenient, most of our Monthly 

Giving members hardly notice their small monthly donation, but it allows them to contribute more. CCVT can 

plan better knowing how much money to expect each month. And, because we save on paper and postage, 

more of your contribution goes directly toward helping torture survivors. 
 

 Yes I’d like to join the CCVT Monthly Giving Plan by making a monthly donation of: 
 

 $10     $15     $20     Other $__________ 
 

Please charge my:  VISA      MasterCard 
 

Card Number:____________________________ Expiry:___________ Signature:_______________________ 
 

I understand that payments will continue automatically until I notify CCVT of a change. 
 

 I’d prefer to spread out my gift by using post-dated cheques. 

I have enclosed _______________(number of) post-dated cheques each in the amount of $____________ 

 

Thank you for your support! 
Charitable Reg. 13332 7908 

Donate Online!  

Visit www.canadahelps.org 
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Refugees and the Emotional Trauma of their Children 
By Fataneh Naghavi  

 
After the Battle 
 
My father*, that hero with the sweetest smile, 
followed by a single hussar whom he loved above all others 
for his great bravery and his great height, 
was riding, the evening after a battle, 
across the field covered with the dead on whom night was falling. 
He thought he heard a weak noise in the shadow. 
It was a Spaniard from the routed army 
who was bleeding, dragging himself by the road. 
groaning, broken, ashen, and more than half dead, 
and who said, "Drink! Drink, for pity's sake!" 
My father, moved, handed to his faithful hussar  
a canteen of rum that hung from his saddle, 
and said, "Here, give the poor wounded man something to drink." 
Suddenly, at the moment when the hussar bent 
leaning over him, the man, a kind of Moor,  
seized a pistol that he was still gripping, 
and aimed at my father's forehead crying "Caramba!" 
The bullet passed so near that his hat fell off 
and his horse shied backwards. 
"All the same give him something to drink," said my father. 
 
* His father fought in Spain as a general under Napoleon. 

 
 
 By Victor Hugo (1802-1885).  


