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Human Rights In Emergency SituationsHuman Rights In Emergency Situations
• Context

• Words… and reality

• Health Inequalities

• Health Professionals, Medicine and Human Rights

• Disaster Health and Human Rights



Human Rights conceptHuman Rights concept
Human rights

NOT absolute, finished, definite, universal, ‘acquis’
BUT incomplete, process, evolution

perspective: 
historical 
anthropological (culture) 
social (socioeconomic infrastructure & superstructure)



historical context Human Rightshistorical context Human Rights

source (justification): 
authority (god, “natural” law, a priori, intrinsic logic ‘Raison’) versus

sociogenic (society, state, conflict & struggle) & 
psychogenic (individual, emancipation)

major drivers
• bourgeois-democratic revolutions
• WW2
• Post WW2 political movements



historical context Human Rightshistorical context Human Rights

1. bourgeois-democratic revolutions
• 19th century ideology in struggle against ‘ancien régime’

(nobility, clergy, monarchy) initially very radical & progressive 
• 1789 French revolution; liberté, égalité, fraternité

2. WW2 
• holocaust
• Hiroshima-Nagasaki & fire/terror bombings of German & 

Japanese cities
• not only inter-imperialist conflict, but also combined with 

“Second” (USSR) and “Third World” struggle 

3. Post WW2: political movements (de-colonization, civil 
right’s, women’s liberation, GLBT, mai ’68,…) 



human rights in the NY Times
"Human Rights" in the New York Ti
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Human Rights & realityHuman Rights & reality

1. implementation of official treaties, conventions, 
declarations

in reality: enormous inequalities in all domains /fields
2. indifference

• ignorance? (mass media, almost real-time, des-information?)
• identity and “distance”
• compassion fatigue?

3. selective use and instrumentalization for private/national 
interests, maintaining existing unjust order & inequalities

e.g. humanitarian interventions



indifference & distance
social generation of identification & empathy 

David Hume: “Men are principally concern’d about those objects, which are 
not much remov’d either in space or time … leaving what is afar off to the 
care of chance and fortune. … The breaking of a mirror gives us more 
concern when at home, than the burning of a house, when abroad, and 
some hundred leagues distant.”

Adam Smith : “Let us suppose that the great empire of China, with all its 
myriads of inhabitants, was suddenly swallowed up by an earthquake, and 
let us consider how a man of humanity in Europe, who had no sort of 
connexion with that part of the world, would be affected upon receiving 
intelligence of this dreadful calamity. … If he was to lose his little finger 
to-morrow, he would not sleep to-night; but, provided he never saw them, 
he will snore with the most profound security over the ruin of a hundred 
millions of his brethren, and the destruction of that immense multitude 
seems plainly an object less interesting to him, than this paltry misfortune 
of his own.”



1948 Universal Declaration of Human Rights1948 Universal Declaration of Human Rights





Distribution of world GDP, 2000
(by quintiles, richest 20% top, poorest 20% bottom)

Source: UNDP Development Report 2005

Distribution of World IncomeDistribution of World Income
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Sutcliffe, 2005. Department of Economic and Social Affairs. WP 2Sutcliffe, 2005. Department of Economic and Social Affairs. WP 2. UNDESA. UNDESA

Half of the world Half of the world 
lives below the lives below the 
$2$2--aa--day poverty day poverty 
lineline

Apartheid at a Global ScaleApartheid at a Global Scale



Ratio of the Income of theRatio of the Income of the
Richest 20% to the Poorest 20%Richest 20% to the Poorest 20%
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Historical Trend: Inequality Keeps Rising Historical Trend: Inequality Keeps Rising 



1948 1948 Universal Declaration of Human RightsUniversal Declaration of Human Rights & Health& Health



Preston curve
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Heath InequalitiesHeath Inequalities
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Male life expectancy

Report of the Commission on Social Determinants of Health. WHO 2008
www.who.int/social_determinants/final_report/en/

77 United Kingdom 
82 Glasgow (Lenzie N.) 
54 Glasgow (Calton) 

63 Washington DC (black) 
80 Montgomery County (white) 

75 United States 
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The poor die youngThe poor die young……



UN Convention UN Convention 
on the Rights of Persons with Disabilitieson the Rights of Persons with Disabilities

• Convention 9 states:

“Parties shall take appropriate measures to 
ensure to persons with disabilities access, on an 
equal basis with others, to the physical 
environment, to transportation, to information and 
communications, including information and 
communications technologies […] both in urban 
and in rural areas.”



‘Health is a state of complete 
physical, mental and social well-
being and not merely the 
absence of disease or infirmity. 
The enjoyment of the highest 
attainable standard of health is 
one of the fundamental rights of 
every human being without 
distinction of race, religion, 
political belief, economic or 
social condition.’

WHO Constitution 1948



Biomedical research Health policy and systems
research

Social sciences and
behavioural research

Operational 
research

Biological,   economic,   environmental,   political   and   social   determinants of   health 

‘Health is a state of complete physical, mental and social well-being and 
not merely the absence of disease or infirmity. 
The enjoyment of the highest attainable standard of health is one of the 
fundamental rights of every human being without distinction of race, 
religion, political belief, economic or social condition.’

WHO Constitution 1948 

Health Inequalities:Health Inequalities:
disproportion of attention & resources disproportion of attention & resources 

throughout the spectrum of health throughout the spectrum of health 
researchresearch



emergency / emergency / ““disasterdisaster”” situationssituations

“disasters”, major incidents, crises exacerbate existing 
inequalities & contradictions

major incidents or disastrous events,
and their health impact 

are more and more determined 
by socio-ecomic factors 
and societal development(s)
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Climate Change and Human Health - Risk and Responses. WHO 2003

estimated deaths from climate change in 2000estimated deaths from climate change in 2000
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Droughts Droughts -- risk and vulnerability risk and vulnerability 
(economic loss, as a proportion of GDP density) (economic loss, as a proportion of GDP density) 



A. Haines 2008

growing burden of climate disasters (UNDP 2007) growing burden of climate disasters (UNDP 2007) 
floods, droughts, lightning strikes, intensity of tropical cyclofloods, droughts, lightning strikes, intensity of tropical cyclonesnes



activities & funding related to Major Incident Management  
(MIM) & Disaster Medcine (in Western industrialized countries)

• E&T
• planning
• research
• allocation of resources

are NOT based on scientific assessments of the risk of 
adverse health impact of events

but are politically (media) driven [hypes]
(except in Belgium)    

MIM MIM policiespolicies & & prioritiespriorities



traditionally 
“Disaster Medicine”

= Emergency Medicine on larger scale
= emergency physicians (MD) + triage

↓
Multi-disciplinary Health Response to Major Events 

that Threaten the Health Status of a Community

conceptualconceptual model model DisasterDisaster MedicineMedicine



specific approach 
(with respect to organization, functioning, resources, 

decision making, planning, education & training, 
reporting, etc.)

which is different from daily routine:

for situations (events) where there is a need for an extra-
ordinary approach, special arrangements 

1) Mass Emergency Situations
2) Public Health Crises 

DisasterDisaster HealthHealth



1) An adequate Management of Major Incidents is not limited to 
interventions and services provided by agencies and 
organizations, but considers (re)actions and activities of people 
affected, civil society and communities

2) The multi-disciplinary response to the health needs comprises 
three major aspects:

1) individual-clinical
2) collective-public health
3) organizational-management

3) An adequate response needs to be
• well prepared (in advance), 
• sustained from the immediate to the long term phase, and 
• evaluated (in order to allow feedback and improvements for future actions).  

(cfr. disaster management cycle)

DisasterDisaster HealthHealth doctrinedoctrine



1) community response > health agencies
2) three major aspects:

• individual/clinical
• collective/public health
• organizational/management

3) time frame: 
• pre-event, 
• during, 
• after/post-event

DisasterDisaster HealthHealth doctrinedoctrine



need for resource
management –
organizational
approach

collective 
health needs -
Public Health
approachindividual

health needs –
Clinical Health 
approach

« Disaster 
Medicine »

Major Incidents: 
conceptual framework

(Ref: Issues Paper 2004)



need for resource management 
� organizational
competencies, skills & values

collective health needs �
Public Health
competencies, skills & 
values

individual health needs 

� clinical 
competencies, skills 
& values

« Disaster 
Medicine »
education, 
training & 
exercise

conceptual framework for planning, 
E&T, response, evaluation, etc.

(Ref: Issues Paper 2004)



collective health needs -
Public Health

individual health needs 
Clinical Approach

management of resources 
(services, human resources, 
logistics) - Organizational 
Approach

(Ref: Issues Paper 2004)

support 
disciplines, e.g. 
geography, 
engineering, 
anthropology

context, e.g. 
political, social, 
economic, level of 
health care

scope of 
Disaster 
Health The 

community

conceptual framework for “Disaster Health”





Health, Medicine & Human RightsHealth, Medicine & Human Rights
long held view that “Medical Ethos”
was immutable
its values were stable despite individual and cultural 

variation
immune to social, political, and economic pressures

�ethical codes: elaborated Hippocratic Oath 
(Primum non nocere - first, do no harm)



Health, Medicine & Human RightsHealth, Medicine & Human Rights
1. general historical societal context

• era, period, conjuncture
• socioeconomic development, relationship of social forces, 

evolution of science & technology, culture, mentality

2. specific position of health practice and health 
professionals in society:

– from art to industry
– from non profit to commercial practice
– position and (hyper)specialization of  health professionals
– body partitioning and de-humanization (↔compassion, relief of 

suffering, healing, holistic well-being)  

3. particular medical (health) ideology, culture, mentality



Health, Medicine & Human RightsHealth, Medicine & Human Rights
1. general context
2. specific position of health practice and professionals

3. dynamics of biomedical ideology, views, notions 
and values

– epistemology (what is knowledge), what is science 
(Popper, experimental & quantitative “evidence”)

– environment & health (determinants): from the 
paradigms of adaption, sanitation, uni-causality (germ theory) to 
transition theories (epidemiological, demographic) and behavioral 
health promotion (individual lifestyle choices)

– genetics (from natural selection of species to social darwinism)

– dominance of clinical medicine (≺Public Health), 
molecular biology (≺life sciences) 



Health & Human RightsHealth & Human Rights

Eugenics (1883, Francis Galton): programs in USA, Britain, and 
Germany

Racial Hygiene (1894, Alfred Ploetz): “Untermensch”; 
• sterilization laws USA (involuntary sterilization of 60.000 persons),

upheld by Supreme Court in Buck v. Bell, 1924: “It is better for all the 
world, if instead of waiting to execute degenerate offspring for crime, or to 
let them starve for their imbecility, society can prevent those who are 
manifestly unfit from continuing their kind” – Justice Oliver Wendell 
Holmes

• racial segregation



Scientific Validation & Disaster HealthScientific Validation & Disaster Health
1. internal “logic”, coherent, rational, 

systematic 
(conceptual framework, theory, doctrine, 

paradigms)
2. evidence-based: relation with reality 

(empirical data, confirmation by testing & 
feedback)

3. ethical
! Pas de science sans conscience



Volume 19, Number 2 April-June, 2004

http://pdm.medicine.wisc.edu

WADEM 
An Issues 
Paper, 
Education 
Committee 
working 
Group, 
July 30, 2004


