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Ethical treatment of 
military detainees
As physicians, we solemnly commit 
ourselves to respect human life and the 
dignity of every individual; to treat the 
sick and injured with competence and 
compassion and with out prejudice; 
to refrain from supporting or 
committing crimes against humanity; 
and to condemn all such acts.1 These 
professional obligations that all 
physicians strive to uphold are just as 
important today as they were more 
than 30 years ago during the life and 
death of Steve Biko (Sept 8, p 823).2

Since the issue of detainee abuse 
under US custody fi rst surfaced, leaders 
of the American Medical Association 
(AMA) have met on several occasions 
with high-ranking o!  cials at the United 
States Department of Defense (DoD) to 
advocate for the treatment of detainees 
that is consistent with the AMA 
ethics policy that prohibits torture.3 
At its 2006 Annual Meeting, the AMA 
House of Delegates adopted a new 
ethics policy on the topic of physicians’ 
participation in interrogation. This 
new policy clearly prohibits physicians’ 
involvement in “behavioural science 
consultation teams”.4 The AMA also 
rea!  rmed existing policy by releasing 
a public statement that condemned 
forced feeding of hunger strikers.5

In addition to making our position 
known to the DoD, representatives 
from the AMA were invited to visit the 
detention facilities at Guantanamo.  
These visits provided an opportunity 
for the AMA to tour the facilities, 
but our access was limited, and at no 
time did we have a chance to speak 
with the detainees. Due to the limits 
placed on the AMA, we are unable to 
determine with any certainty whether 
ethics policies prohibiting physicians’ 
involvement in torture are being 
adhered to by the DoD.

The AMA will continue to advocate 
for treatment of all detainees in US 
custody to be in accordance with our 
code of medical ethics and the Geneva 
Conventions. Our physician colleagues 

in the military, many of whom are 
placed in di!  cult, sometimes danger-
ous, situations and are serving nobly, 
deserve nothing less.
We declare that we have no confl ict of interest.
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obliges governments to investigate 
and prosecute where there is suspicion 
of assisting in or turning a blind eye 
to torture. If it will not follow up and 
prosecute, it is bound to extradite to a 
country that will.

When there is an authoritarian 
government, illegal or legal war, or 
occupation, doctors are at great risk 
of going along with evil practices. The 
brave ones who refuse deserve our 
respect and help, for their paths will be 
lonely. We remember what injustice 
was meted out to the British air force 
medical o!  cer Malcolm Kendall-
Smith, who faced criminal charges 
for challenging the legality of the war 
against Iraq. Justice was, however, 
done to a serving German army o!  cer 
who was cleared by the supreme 
court in Germany when he obeyed his 
conscience and refused to obey orders 
pertaining to the Iraq war.5

We request to have assurance from 
the UK military, backed up with docu-
mentation, that the doctors they em-
ploy are given clear instruction on what 
to do about torture—eg, the defi nition 
of torture, when and to whom to report 
instances of torture, and action to be 
taken against those guilty. To fail to 
give clear guidance is a failure of duty to 
peculiarly vulnerable employees.
We declare that we have no confl ict of interest.
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“If…the machine of government…
is of such a nature that it requires 
you to be the agent of injustice to 
another, then, I say, break the law.”

Henry David Thoreau (!"#$)

Involvement in torture is not limited 
to US and apartheid-era South 
African doctors.1 Currently Canadian 
doctors face allegations of torture 
in Afghanistan, and, according to 
Amnesty International,2 Physicians 
for Human Rights Israel, and others, 
assisting in torture is a regular part of 
the job of many Israeli doctors. There 
are also unconfi rmed reports of UK 
military doctors assisting in torture 
and deliberately giving incorrect causes 
of death on certifi cates.3,4

The UN convention against torture 
(2005), ratifi ed by the UK government, 
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that makes the drug were active parti-
cipants in the study.
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Treating clinically 
isolated syndromes 
suggestive of MS

Regarding Ludwig Kappos and 
colleagues’ article on the long-term 
benefi ts of #-1 interferon in multiple 
sclerosis (Aug 4, p 389),1 I have always 
been sceptical about starting treatment 
with any of the immunomodulatory 
drugs after a clinically isolated symptom 
suggestive of multiple sclerosis because, 
in a substantial number of instances, 
the patient can have disseminated 
encephalomyelitis2 rather than multiple 
sclerosis. Without impugning the 
diagnostic ability of the neurologists 
involved in the study, I wonder whether 
even a mandatory second event did not 
mean that the patient had recurrent 
disseminated encephalomyelitis?3

The now complete reliance on the 
MRI (or perhaps more commonly, the 
radiologist’s report) as the basis for 
the diagnosis of multiple sclerosis, is 
a major source of such error,2 as is the 
practice by some clinicians of regarding 
a relapse, or a second event, as being 
confi rmation of multiple sclerosis, 
irrespective of the clinical features or 
the MRI characteristics of the initial 
presentation.4,5

The use of the expanded disability 
status scale (EDSS) as a measurement 
of progression also raises problems. 
Since this assessment is subjective, the 
fact that many physicians in di" erent 
countries recorded values on this scale 
raises questions about uniformity and 
reliability. The EDSS varies during the 
day depending on fatigue, ambient 
temperature, and other factors; there is 
no mention that it was recorded at the 
same time of day or under the same 
conditions in all the study centres.

Finally, perhaps it was unavoidable, 
but it is disturbing to see that employ-
ees of the pharmaceutical company 

Authors’ reply
We are confi dent that Charles Poser’s 
concerns as to the diagnostic process ap-
plied in BENEFIT are not sub stantiated. 
The McDonald diagnostic criteria,1 
which, in clinical practice and research, 
have replaced those developed by the 
committee under Poser’s chairmanship, 
clearly state that diagnosis of multiple 
sclerosis depends on a careful inter-
pretation of both clinical and MRI 
fi nd ings. In the study protocol, the 
diag nostic process for inclusion into 
our study and for confi rmation of the 
second clinical event was carefully de-
fi ned and included a thorough review 
of each individual case by two separate 
central adjudication committees.2,3 
MRI—if inter preted as defi ned in the 
McDonald criteria—not only allows for 
an earlier diagnosis of multiple sclerosis 
but can also protect from a false-
positive diagnosis in certain situations.4

The debate about the existence of 
relapsing disseminated encephalo-
mye litis as a separate disease 
entity in adults is ongoing. Acute 
dis seminated en ceph alo myelitis 
typic ally occurs in children, and its 
distinguishing features from multiple 
sclerosis have been de scribed in a 

consensus paper.5 At inclusion, no 
patients in BENEFIT ful fi lled the 
major criteria for this diagno sis, which 
include encephalopathy, and none 
of the confi rmed relapses during 
the 3-year observation period had 
features suggestive of disseminated 
encephalo myelitis.

Accurate and reproducible assess-
ment of neurological defi cits remains 
a problem for a complex disease like 
multiple sclerosis. In the BENEFIT 
study, assessments of the expanded 
disability status scale (EDSS) were 
based on a standardised neurological 
examination by specially and uni formly 
trained physicians. Because these EDSS 
physicians were not involved in daily 
care and therefore e!  ciently blinded 
as to the assigned treatments, any 
increased variability in assessments—
since they were not systematically 
biased—would rather have reduced the 
power of the study to detect the e" ect 
on disability shown.

Most clinical trials of the size re-
quired to provide reliable results in 
mul tiple sclerosis are done with the 
active support of corporate sponsors. 
On the basis of a previously agreed 
charter, we academic members of the 
study’s steering com mittee shared 
full responsibility for the way in which 
the study was conducted as well as 
the assessment and publication of 
the data generated. Furthermore, we 
were impressed by the dedication and 
pro fessional quality standards of the 
em ployees of the sponsor who were 
actively involved in the conduct of the 
study.
We declare that we have no confl ict of interest other 
than that stated in the original paper.
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