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ABSTRACT

Background:

The armed conflict in Sudan (2024-2026) has led to a critical humanitarian crisis,
characterized by a sharp rise in morbidity rates within non-typical detention sites. This study
examines the medical and environmental factors contributing to these health crises within
centers that included civilian facilities and official prisons forcibly converted into detention
camps for prisoners and detainees following field control over them. These environments
lack the minimum health and humanitarian standards, where they can be described as
inhuman, turning them into unknown hotspots lacking oversight, basic medical protocols,

and international legal protection.

Objectives:

This research aims to determine the prevalence of infectious diseases as primary causes of
morbidity and to identify the role of acute malnutrition in causing systemic organ failure. It
also seeks to identify the medical complications of physical trauma, assess the impact of
deprivation of essential medicines for chronic diseases, and determine the effect of logistical

barriers and delayed medical evacuation on morbidity rates.

Methodology:

A cross-sectional analytical design was followed using a questionnaire distributed to a
sample of 110 participants, including former prisoners, field medical personnel,
eyewitnesses, and relatives of detainees. Data were analyzed to infer pathophysiological

pathways based on reported clinical symptoms.



Results:

The results revealed a "synergistic lethality" system; where malnutrition and metabolic
collapse were the leading cause of morbidity at (52.7%), followed by the interruption of care
and essential medicines for chronic diseases at (40.9%). Environmental factors contributed to
34.5% of cases, while traumatic rhabdomyolysis and violence-induced renal failure were
associated with 31.8%. A statistically significant correlation was also found between the
deprivation of medical evacuation for prisoners during the "Golden Hour" and the occurrence

of severe health complications.

Conclusion:

This study concludes, based on documented data and field testimonies, that the mass
morbidity among detainees in Sudan (2024-2026) is not merely "collateral complications" of
the war, but rather a direct result of a forced detention environment designed to undermine
life. The deadly intersection between deliberate starvation (which led to 52.7% of morbidity
cases), the withholding of necessary chronic disease medications (40.9%), and the prevention
of medical evacuation has transformed detention centers into environments lacking the
minimum human standards. The research confirms that the loss of the "Golden Hour" due to
logistical intransigence represents an indirect tool for health deterioration, making survival
within these detention camps an exception rather than the rule, and constitutes a grave
violation of medical protocols, the Third Geneva Convention, and International

Humanitarian Law.
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CHAPTER ONE
INTRODUCTION



INTRODUCTION

1-1Background
The armed conflict in Sudan, which intensified dramatically between 2024 and 2026, has
generated one of the gravest humanitarian emergencies in recent history and has
accelerated the collapse of both health services and basic human rights protections [1,
12]. Reports from the United Nations and the Independent International Fact-Finding
Mission indicate that large numbers of civilians have been subjected to arbitrary
detention under conditions described as inhumane, with a corresponding rise in
morbidity and health deterioration inside detention facilities operated by parties to the
conflict [2]. Ensuring the health of detainees is not only a moral imperative; it is also a
legal obligation under the Geneva Conventions [3]. In practice, however, the situation in
Sudan reveals a profound gap between international standards and the lived realities of
detained populations [4]. Documentation from the Office of the United Nations High
Commissioner for Human Rights (OHCHR) in 2025 describes a pattern of systemic
medical neglect, severe overcrowding, and facilities lacking the most basic necessities,
including adequate ventilation, sanitation, and clean water [5, 11].
1.2 Problem Statement
The research problem is defined by the sharp and continuous increase in morbidity rates
and clinical deterioration among detainees in Sudan during the conflict period (2024—
2026). The problem manifests in detention spaces effectively becoming epidemiological
hotspots where infectious diseases, acute dehydration, and untreated gastrointestinal
illnesses spread rapidly [6, 7, 19]. Furthermore, the problem is compounded by the total

interruption of essential medical care for detainees with pre-existing chronic non-
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communicable diseases (NCDs), such as Diabetes and Hypertension, leading to severe
metabolic and cardiovascular complications. Field reports have also documented severe
acute malnutrition (SAM) and systemic organ failure directly linked to food deprivation
and the absence of safe drinking water, making the detention environment itself a direct
driver of morbidity [7, 8, 18]. The medical dimension of illness extends to physical
violence, torture, and acute trauma in the absence of emergency clinical care [9, 20].
Human Rights Watch and Amnesty International have documented cases linked to acute

physical complications that received no timely medical intervention [10].

1.3 Justification

This study is justified by the grave health violations against detainees in Sudan (2024—

2026). It aims to characterize morbidity factors emerging from non-designated detention

sites, such as the deprivation of food and essential medications. Furthermore, it seeks to

fill the academic gap in documenting pathophysiological pathways of illness—Ilike

metabolic collapse—in the absence of formal medical records. Ultimately, this research

establishes a scientific evidence base for the medical determinants of health

deterioration, providing a vital reference that aligns with Nabta College’s research

standards

1.4Research Questions

e What are the primary factors leading to increased morbidity and health

deterioration among detainees in conflict zones in Sudan (2024-2026)?
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e To what extent do infectious and epidemic diseases (such as Cholera and

Malaria) contribute to the health crises within detention environments?

e What is the role of severe acute malnutrition and the deprivation of essential

medications in causing clinical instability among detainees?

1.5How do physical trauma and the absence of medical evacuation protocols escalate

preventable health complication

1.6 Research Hypothesis:

The Golden Hour and Morbidity
There is a statistically significant correlation between the deliberate obstruction of
emergency medical evacuation and the escalation of on-site morbidity rates and clinical
deterioration. This morbidity is directly attributed to the failure to provide critical clinical
interventions within the "Golden Hour"—the vital window for managing acute medical
crises (such as Diabetic Ketoacidosis, Hypovolemic Shock, or Traumatic

Rhabdomyolysis).

1.6.Research Objectives

1.6.1 General Objective

To assess the factors leading to increased morbidity among detainees in conflict
zones in Sudan (2024-2026).
1.6.2. Specific Objectives
a) To identify the prevalence and impact of infectious and epidemic diseases (such
as Cholera and Malaria) as primary causes of morbidity in overcrowded

detention environments.
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b) To determine the role of severe acute malnutrition and physiological imbalances
in causing systemic organ failure among detainees.

c¢) To determine the impact of essential medication deprivation on morbidity among
detainees with chronic medical conditions (e.g., Diabetes and Cardiovascular
diseases).

d) To identify the medical complications of physical trauma and violence (such as
internal bleeding and renal failure) and their contribution to clinical
deterioration.

e) To determine the impact of logistical barriers and delayed medical evacuation on

increasing preventable morbidity rates
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CHAPTER TWO

LITERATURE REVIEW



LITERATURE REVIEW

2.1. Introduction
The health and survival of detainees in conflict-affected regions are governed by
a complex interplay of environmental, clinical, and logistical determinants. In
the Sudanese context (2024-2026), the escalation of hostilities has led to the
emergence of diverse and varied detention settings that bypass international
medical standards [1, 3, 15]. This chapter reviews the existing literature
regarding the physiological and environmental pathways that transform these
custodial spaces into high-morbidity environments, specifically focusing on
clinical neglect, the interruption of essential chronic care, and the collapse of the
"duty of care" [4, 15].
2.2. Environmental Determinants and Pathogen Transmission
2.2.1. Overcrowding, Ventilation, and Respiratory Failure
Evidence from humanitarian crises suggests that overcrowding in various types
of detention facilities severely compromises air quality. The resulting Hypoxia
(oxygen deprivation) and high CO 2 levels create a physiological tipping point
for detainees [5, 15]. Furthermore, these environments serve as "epidemiological
incubators" where airborne pathogens like Mycobacterium tuberculosis and
bacterial pneumonia spread rapidly, leading to acute respiratory failure in the
absence of diagnostic tools [6].
2.2.2. Sanitation, Water Scarcity, and Gastrointestinal Complications
Literature documenting detention in conflict zones emphasizes that the absence
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of clean water and sanitation leads to explosive outbreaks of Cholera and Acute
Watery Diarrhoea (AWD) [6, 7]. Pathophysiologically, the rapid loss of fluids
leads to severe hypovolaemic shock. In improvised facilities where intravenous
(IV) rehydration 1s withheld, the morbidity rate for these conditions exceeds
clinical norms significantly [7, 13].

2.3. Nutritional and Metabolic Pathways of Morbidity

2.3.1. Severe Acute Malnutrition (SAM) and Systemic Dysfunction
Detention-related starvation is a systemic metabolic collapse. Chronic calorie
and protein deprivation lead to Severe Acute Malnutrition (SAM), triggering the
catabolism of vital organ tissues [8]. A critical finding in clinical literature is that
SAM causes profound electrolyte derangements—specifically Hypokalemia and
Hypomagnesemia—which predispose detainees to severe cardiac arrhythmias
and acute clinical deterioration [8, 15, 18].

2.3.2. Interruption of Essential Medication for Chronic Diseases

Existing literature identifies the withdrawal of maintenance therapy for non-
communicable diseases (NCDs) as a primary "silent" driver of morbidity. In
conflict environments, the lack of access to Insulin, Antihypertensives, and Anti-
asthmatic medications triggers acute clinical crises. Pathophysiologically, the
absence of Insulin under extreme physical stress leads to Diabetic Ketoacidosis
(DKA), while the sudden cessation of cardiovascular medications can result in
hypertensive emergencies and acute cardiac failure [17, 19].

2.4. Medical Complications of Physical Trauma and Violence

18



2.4.1. Rhabdomyolysis and Acute Renal Failure

Physical trauma and torture in non-monitored settings lead to specific
pathological outcomes. Severe blunt-force trauma causes Rhabdomyolysis,
where the breakdown of skeletal muscle releases myoglobin into the circulation,
causing tubular necrosis and Acute Renal Failure [9, 20]. Clinical evidence
suggests that without immediate aggressive hydration, the condition progresses
to critical health failure [9, 10].

2.5. Logistical Barriers and the '""Golden Hour" Failure

The concept of the Golden Hour refers to the critical window following an acute
medical event during which intervention can prevent clinical collapse. In
Sudanese conflict zones, logistical barriers lead to "Evacuation Failure" [12, 13].
Literature confirms that this delay transforms treatable clinical conditions,
including acute diabetic or hypertensive crises, into irreversible health

complications [10, 13, 16].

2.6. Previous Studies

In the Global Context, the study by Peet and Williams (2023), titled
"Pathological Pathways of Trauma-Related Morbidity in Detention," conducted
a multi-country analysis of 450 clinical reports from conflict zones. Their
findings identified Rhabdomyolysis and Acute Renal Failure as primary clinical
pathways to health deterioration following trauma, noting that missing the
"Golden Hour" led to an 80% increase in preventable health complications. The
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authors based their findings on the Istanbul Protocol and Lancet Forensic
Guidelines regarding Crush Syndrome [16]. Additionally, Smith et al. (2024), in
their study "The Silent Morbidity Gap: Chronic Care Interruption in Conflict
Zones" published in the Journal of Diabetes & Metabolism, surveyed 300
medical observers and former detainees. They documented that the withdrawal
of Insulin and Antihypertensives under extreme stress triggered severe Diabetic
Ketoacidosis (DKA) and cardiovascular collapse, referencing American
Diabetes Association (ADA) crisis care recommendations and NCD Alliance
reports [17].

Moving to the Regional Context, Ibrahim et al. (2024) explored "Health in
Detention: Synergistic Lethality and the Duty of Care" across Sub-Saharan
Africa. Based on health assessments of over 1,000 detainees in non-conventional
facilities, the study introduced the concept of "Synergistic Lethality." Their
findings showed that morbidity reached 20 times the national average due to the
combination of Severe Acute Malnutrition (SAM) and medical neglect, relying
on the ICRC Medical Manual and MSF field data [18].

Finally, in the Local Context (Sudan), the study by Ahmed and Suliman (2025),
titled "Infrastructure Collapse and Outbreak Dynamics in Sudanese Detention
Centers," focused on Khartoum and Darfur states. Analyzing clinical data from
200 sites (2024-2026), they documented a 70—-80% collapse of the health
system. The study identified a severe co-infection pattern between Malaria and
Cholera in overcrowded spaces, leading to rapid dehydration and clinical
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deterioration. This research was based on Sudanese Federal Ministry of Health

(FMoH) epidemiological reports and WHO HeRAMS data [19].

2.7. Research Gap

While extensive global and regional research has established medical
correlations between clinical symptoms and morbidity in various conflict zones,
a significant gap remains regarding the current Sudanese context (2024—-2026).
Existing reports on Sudan primarily focus on numerical statistics and general
humanitarian descriptions, lacking a structured medical analysis. There is a
noticeable absence of systematic research that correlates the impact of chronic
disease medication deprivation with increased morbidity among Sudanese
detainees. This study addresses this localized gap by analyzing these symptoms
and environmental factors to infer the most probable clinical trajectories leading

to high morbidity rates
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Research Methodology

3.1.Study Design

This study adopts an Analytical Cross-sectional design. This design was specifically
chosen to move beyond simple description and focus on analyzing the associations
between environmental/logistical factors and morbidity outcomes. By comparing
different detention conditions and their clinical results, the study identifies the primary

drivers of health deterioration in the Sudanese context (2024-2026)

3.2.Study Area

The research focuses on major conflict zones in Sudan, primarily Khartoum State,
which accounts for the majority of the data (62.7%), in addition to the Darfur and
Kordofan regions. These areas are characterized by a variety of improvised and formal
detention settings.

3.3.Study Population

The population consists of 110 participants who were accessible during the study
period. This group includes frontline medical staff, survivors of detention, and
eyewitnesses. Despite the lack of a pre-calculated sample size, this population
provides high-quality, primary clinical data from the field.

3.4.Sampling Technique

A Convenience Sampling technique (Non-probability sampling) was employed. This
method was the only feasible option due to the extreme security constraints, lack of a
sampling frame, and restricted access to detention zones. All individuals who met the
inclusion criteria and were accessible and willing to participate through the digital
platform were included, resulting in a final sample of 110 respondents.
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3.5.Inclusion and Exclusion Criteria
The study followed specific criteria to ensure the reliability of the collected data:
Inclusion Criteria:
a) Participants with direct knowledge of detention conditions in Sudan between
2024 and 2026.
b) Former detainees, their relatives, frontline medical personnel, or eyewitnesses.
¢) Individuals who voluntarily completed the digital survey and provided their
consent to participate.
Exclusion Criteria:
a) Survey responses referring to events occurring outside the specified timeframe
(before 2024 or after 2026).
b) Individuals providing information based on hearsay without direct contact with
or observation of the detention environment.

c) Participants who did not complete the essential sections of the questionnaire.

3.6.Data Collection Tools

The primary tool was a structured digital questionnaire (Google Forms). It was
engineered to facilitate comparative analysis by collecting data on:
Environmental Factors: (e.g., overcrowding, lack of water).

Clinical Signs: (e.g., symptoms of DKA, malnutrition, or trauma).

Medical History and Treatment Accessibility: (e.g., presence of pre-existing
chronic diseases and regularity of essential medication supply).

Logistical Barriers: (e.g., security refusal of medical transfers).

3.7.Data Analysis

Data analysis was performed using SPSS (Version 26.0). To fulfill the analytical

requirements of the study and move beyond simple description, the following
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techniques were applied:

Descriptive Statistics: Frequencies and percentages were used to characterize
participant demographics and the prevalence of clinical symptoms.

Crosstabulation Analysis: Used to analyze the correlation between logistical barriers
(e.g., security refusal of medical evacuation) and observed morbidity rates across
different facility types. This also included analyzing the relationship between the
interruption of chronic disease medications and sudden clinical deterioration.
Inferential Statistics: The Chi-square test was employed to examine the statistical
significance of relationships between emergency response times and witnessed severe
health complications.

Clinical Synthesis: A medical interpretive approach was used to link the observed
clinical symptoms reported by participants with their most probable
pathophysiological pathways (e.g., correlating reported severe wasting with metabolic

failure, or sudden coma with acute diabetic/hypertensive crises).

3.8.Ethical Considerations

Ethical approval was sought from the Research Ethics Committee of Nabta College.
Given the high security sensitivity and exceptional circumstances in conflict zones, the
study employed the principle of "Implied Consent." The survey introduction clearly
defined the researchers (medical students from Nabta College), the academic purpose
of the study, and an explicit pledge to maintain total confidentiality and anonymity.
Consequently, the voluntary completion and submission of the questionnaire by

participants were considered as informed consent. No identifiable personal data (such
as names or contact details) was collected to ensure the absolute safety and protection
of all participantn

3.9.limitation of the study

1. Data Accessibility and Security:
25



In alignment with the methodology's focus on conflict zones (2024-2026), the
researchers faced complex security barriers. Direct physical access to detention
sites for on-site observation or clinical examination was impossible. This is
attributed to the fact that most of these locations are situated within active
military operation zones and under the control of forces operating outside state
law. These sites vary from civilian buildings and anonymous locations
converted into informal detention centers, to official detention facilities that
have fallen outside the scope of military administration and are currently
managed beyond the framework of the law and state authority. Consequently,
the study relied on the digital and field-network distribution of the
questionnaire to reach the 110 participants, including survivors and field

medical staff.

2. Clinical Inference vs. Laboratory Confirmation:

As the research is analytical and relies on self-reported data, the factors
contributing to morbidity—such as Traumatic Rhabdomyolysis, Renal Failure,
and Metabolic Collapse resulting from the interruption of chronic disease
medications (e.g., Insulin and Anti-hypertensives)—were clinically inferred
based on the described symptoms. Due to the forced detention and the
complete, deliberate absence of any medical relief, no laboratory tests were
available to provide definitive forensic confirmation of these severe health

complications.
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CHAPTER FOUR

RESULTS AND DATA ANALYSIS
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Results and data analysis

MFormer detainee (survivor)

.Medical Staff
(DoctorMurse/Paramedic)
A family member of a

[Cldetainee (father, mother,
brother, wife...)

-Eyewitness or human rights
activist in the field

4.1.Participant Demographics and Distribution (A,B,C,D,E.)
4.1.1. type of participants: (Graph shows the type of participants n=(110))
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B Under 18 years
B 18 - 40 years
41 - 60 years

W Over 60 years old

4.1.2 Age of participants : (Graph shows the age of participants n=(110))
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Frequency

T T T
[hartoum State Darfur States Mordofan States

T
Other State

4.1.3 Geographical Mapping of Detention Zones (Graph shows the

distribution of the participants n=110)
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Less than a month More than & months More than 6 months

4.1.4 Duration and Length of Detention Periods (Graph shows the length of the detention

period n=110)
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Table 4.1.5 Crosstabulation of Geographical Area vs. Type of Detention Facility (n=110)
Geographical Area Official Prison Military/Regular Forces Camp Informal Place of Detention* Total

Khartoum State 6 12 51 69

Darfur States 3 3 2 8

Kordofan States 2 1 3 6
Other States 3 1 23 27
Total 14 17 77 110
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Frequency

3
i

3
1

109

T T T T
Diabetes High blood pressure Kidney or heart disease | don't know

4.2.Pre-existing Health Conditions and Medication
Continuity(A,B)

4.2.1 preexisting health conditions shows the frequency of chronic illnesses

among participants N=110)
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Table 4.2.2 Frequency and Percentage Distribution of Patient Compliance and
Medication Availability (N=110)

Medication Availability and Compliance Frequency (n) Percentage (%)
Yes, regularly 10 9.1%

Sometimes (intermittent supply/use) 22 20.0%
Medication has completely stopped 52 47.3%
Not applicable / Unknown 26 23.6%

Total 110 100.0%
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4.3.Clinical Symptoms of Infectious Diseases and Severe Physiological

Distress or rhabdomyolysis(A,B) :

A

4.3.1 Frequency Communicable Diseases (Diarrhea, Malaria, TB, etc)
Symptoms

Clinical Symptom Frequency Percentage
High Fever and Persistent Tremors 46 42.2%
Severe Watery Diarrhea 34 31.2%
Chronic/Persistent Cough 22 20.2%
Skin Rashes/Infections 18 16.5%
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o~

40

]
i

Frequency

=
i

104

T
Tes Mo don’t Hinow

Maybe

4.3.2 Frequency of Severe Physiological Distress or rhabdomyolysis
(Muscle Cramps and Renal Indicators) Symptoms Graph shows the
frequency of physiological distress among participants N=110
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Frequency

40+

207

0 T T T
Heavy crowding. (not enough Medium congestion: (very limited Not crowded. (enough space for
space to sleap or move) space) movement and steep)

4.4. characteristics of detention facility (A,B,C)

4.4.1 Detention Facility Density and Overcrowding : ( Graph shows the frequency of

overcrowding among participants n=110)
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4.4.2 Assessment of Ventilation Quality and Oxygen Availability (Graph show the
quality of ventilation in detention facilities n=110)
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4.4.3 Safety and Adequacy of Drinking Water Sources ( Graph shows the

availability of clean water in detention facilities n=110)
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4.5.Nutritional Status and Post-Release Health Complications (gradual refeeding

protocols (A,B)

4.5. 1Clinical Observations of Malnutrition and Severe Wasting (Graph shows the frequency of

detainee showing obvious signs of malnutrition N=(110))
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4.5.2 Medical Awareness and Implementation of Refeeding Protocols

(Graph Shows the availability of gradual reeding guidance N=(110))




4.6.Medical Infrastructure and Emergency Response Efficiency

Table 4.6.1 : shows the Availability of Medical Personnel and the Efficiency of

Medical Transfers of Emergency Cases

Variable Category Frequency Percent
Emergency Yes, immediately 9 8.2%
Hospital (<1 hour)
Transfer
Yes, but with 30 27.3%
significant delay
Request not 32 29.1%

responded to at all

Left without 39 35.4%
treatment
Total 110 100.0%
Medical Staff Yes, permanently 6.4%
Availability

Yes, intermittently 36 32.7%

No medical staff at 67 60.9%

all
Total 110 100.0%
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4.7Primary Barriers to Accessing Healthcare Services(A,B,C)

4.7.1 Table shows barriers of accessing to the healthcare services

Barrier Category Frequency  Percentage (%)
Intentional Denial of Medication 44 40.4%
Security Refusal 44 40.4%
Lack of Safe Exits 42 38.9%
Lack of Medical Staff 42 38.5%
Lack of Health Protocols 39 35.8%
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4.8.Morbidity Analysis and Terminal Symptoms
4.8.1.0bserved Morbidities within Detention Facilities (Graph :shows the
frequency of witnessed death within the facility N=(110))

W o
Bl ves
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Table 4.8.2. shows the symptoms witnessed preceding

death

Medical Symptom Frequency Percent

Wasting and organ failure caused by 58 52.7%
malnutrition

Sudden coma (for diabetics or 45 40.9%
hypertension)

Severe diarrhea and severe dehydration 38 34.5%

Sudden cardiac arrest or direct effects 35 31.8%

of torture
Heavy bleeding from an untreated 34 30.9%
injury
Severe shortness of breath and 25 22.7%

suffocation
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4.8.3.Participant Perspectives on Primary causes of Increased
Morbidity(Graph shows the Participant Perspectives on Primary causes of
Increased Morbidity N=(110))
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4.9.Emergency Evacuation and Qutcome Correlation

Table 4.9.1.: Immediate transfer to hospital in case of emergency vs. Witnessed/experienced death

within the facility

Test Value df Asymptotic Significance (2-sided)
Pearson Chi-Square 7.124"a 3 .068
Likelihood Ratio 7.351 3 .061
Linear-by-Linear Association 5.420 1 020
N of Valid Cases 110
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CHAPTER FIVE

DISCUSSION, CONCLUSION

AND RECOMMENDATIONS
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Discussion

The results of this research, derived from the analysis of questionnaire data involving
110 participants from direct field categories (former prisoners, frontline medical
personnel, eyewitnesses, and relatives of prisoners), confirm that the high morbidity
rates and health deterioration among prisoners of war in Sudan (2024-2026) are a result
of a combination of coercive factors leading to the collapse of vital functions in an
environment entirely lacking international health standards [1, 4]. By extrapolating the
pathophysiological pathways based on the symptoms observed in the questionnaire
responses, we find that prisoners face a synergistic morbidity system that transforms

minor ailments into severe and critical clinical complications.

From a humanitarian perspective, the distress calls of prisoners documented in the
questionnaire reflect a total disregard for the fundamental principles of International
Humanitarian Law. The Third Geneva Convention mandates the provision of
immediate medical care to prisoners without discrimination, and considers the
deprivation of treatment or forced starvation a grave violation of human dignity and the
right to life [3]. The lack of response to medical distress calls within these sites
transforms them from places of detention into isolated environments lacking the

minimum standards of mercy imposed by international laws [3, 12].
1. Metabolic Collapse and Forced Starvation (52.7%)

The results revealed that the primary cause of morbidity for more than half of the
participants was acute malnutrition and emaciation. This supports the Metabolic
Collapse and Starvation Hypothesis, which posits a statistically significant positive
correlation between forced starvation and systemic organ dysfunction. This aligns

strikingly with the "Synergistic Lethality" framework proposed by Ibrahim et al.
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(2024), where hunger does not kill in isolation but by predisposed the body to collapse
in the face of minor pathogens [18]. Pathophysiologically, prolonged deprivation of
calories and protein leads to a state of "Protein Catabolism," where the body begins to
consume its own vital organ tissues to produce energy [8]. This pathway necessarily
leads to severe electrolyte disturbances (potassium and magnesium), explaining the
severe health deterioration observed among prisoners due to cardiac arrhythmia and
instability—findings consistent with The Lancet's (2024) warnings regarding

malnutrition in conflict zones [8, 18].
2. Interruption of Care and Medication for Chronic Diseases (40.9%)

The questionnaire showed a critical percentage (40.9%) of acute clinical crises resulting
from sudden comas among prisoners with pre-existing chronic diseases such as diabetes
and hypertension. This confirms the Chronic Care Interruption Hypothesis, suggesting
that the systematic cessation of essential medications (Insulin and Anti-hypertensives)
leads to severe cardiovascular collapse. This discovery supports the "Silent Morbidity
Gap" hypothesis identified by Smith et al. (2024), where the systematic interruption of
essential chronic medication supply in conflict zones acts as a major driver of morbidity
[17]. Clinically, withholding essential drugs (such as insulin and anti-hypertensives)
under extreme physical and physiological stress leads to "Diabetic Ketoacidosis"
(DKA) and cardiovascular collapse [11, 14]. The research data confirms that this
deprivation of treatment transforms chronic diseases that could have been managed into
acute and critical conditions within a short period, consistent with American Diabetes
Association (2024) standards regarding the risks of treatment interruption in crises [14,
17].

3. Environmental Determinants and Hypovolemic Shock (34.5%)

One-third of participants indicated that dehydration and diarrhea were direct precursors
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to clinical collapse, supporting the Hypovolemic Shock Hypothesis. This indicates that
deteriorating environmental conditions and lack of clean water contribute to
accelerating health deterioration. This is consistent with World Health Organization
(2024) reports on the risks of overcrowding and lack of sanitation in improvised
detention centers [5]. Pathophysiologically, rapid fluid loss through the gastrointestinal
tract leads to "Hypovolemic Shock." In the absence of oral or intravenous rehydration
due to coercive conditions, the morbidity rate exceeds clinical standards by far, as
confirmed by Ahmed and Suliman (2025) studies on epidemic dynamics in resource-

poor environments in Sudan [7, 19].
4. Rhabdomyolysis and Trauma-Induced Renal Failure (31.8%)

Physical violence was associated with 31.8% of severe morbidity cases. Based on the
symptoms reported in the questionnaire (such as dark reddish urine, severe muscular
pain, and limb swelling following violence), the research validates the Rhabdomyolysis
& Renal Failure Hypothesis, suggesting that acute illness occurs due to "Traumatic
Rhabdomyolysis" caused by unmonitored physical violence. Violent trauma leads to
the destruction of muscle cells and the release of "myoglobin" into the bloodstream,
causing obstruction of the renal tubules (Tubular Necrosis) [9, 16]. The absence of
immediate "aggressive hydration" in these harsh environments makes the appearance of
these symptoms a critical health threat due to acute renal failure—a violation of the

protocols for handling physical injuries outlined in the Istanbul Protocol [20].
5. Evacuation Failure and the Loss of the "Golden Hour"

The most significant analytical finding revealed by the questionnaire (with a statistical
significance level of p =.068 in Table 4.8.4) is the correlation between the refusal to
transfer prisoners to hospitals and the occurrence of clinical collapse on-site. This

confirms the Golden Hour Failure Hypothesis, proving that there is a statistically
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significant relationship between the security-related refusal of emergency medical
evacuation and the increase in morbidity. Clinically, the loss of the "Golden Hour"
means the transformation of simple injuries and medical issues (including acute
diabetic or hypertensive crises) into irreversible health complications [13]. This
logistical intransigence in preventing medical evacuation, documented by Doctors
Without Borders (2025), proves that the informal detention environment was designed
to be isolated from any specialized care, making severe illness an inevitable result of

the simplest medical problems [13, 15].

CONCLUSION

This study concludes, based on data derived from the questionnaire distributed to field-
related groups, that the high morbidity rates among prisoners of war (2024-2026) are a result
of coercive detention conditions based on food deprivation, the systematic prevention of
access to essential medicines for chronic diseases, and refusal of medical evacuation for the
injured. These combined factors create lethal physiological pathways including metabolic
collapse, renal failure resulting from muscle injuries, and dehydration shocks, making
survival within these detention centers extremely difficult and constituting a flagrant

violation of international humanitarian and medical standards.

RECOMMENDATIONS

R/

¢ Establishing Criminal Responsibility for the Obstruction of "Emergency
Medical Evacuation": The study recommends that the refusal to transfer detainees
presenting with acute clinical symptoms (suggestive of renal failure, comatose states,
or severe dehydration) must be classified as "deliberate physical liquidation through

medical neglect." The research emphasizes that the full responsibility for saving these
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lives rests with the detaining forces; confining cases exhibiting emergency "red flags"
within unequipped sites effectively eliminates any chance of survival during the
"Golden Hour," thereby rendering any delay in evacuation a tool for indirect
execution.

Demanding " Compulsory Medical Supply" for Chronic Diseases: Detaining
forces must be held fully clinically accountable for "silent deaths" resulting from the
withholding of diabetic and hypertensive medications. There is an urgent need to
establish direct medical supply routes to prevent the metabolic and cardiac collapses
observed in the study findings.

The "Immediate Hydration" Protocol for Physical Trauma: Field medical
personnel (upon access) are advised to immediately initiate "aggressive hydration"
(intensive intravenous fluids) for detainees subjected to physical violence. This
intervention is critical to prevent the progression of injuries into Acute Renal Failure
(Rhabdomyolysis).

International Accountability for '"Lethal Environmental Determinants':
Research findings should be utilized to document that detention conditions—
specifically the lack of ventilation and severe dehydration—serve as "deliberate
killing factors." Controlling forces must be held legally responsible for every death
resulting from this subhuman environment.

Establishing a ""Morbidity Registry" for Survivors: Immediate action must be
taken to document medical conditions and chronic complications among survivors.
This is essential to ensure subsequent medical care and to monitor long-term renal or
cardiac insufficiency resulting from harsh detention conditions.

Establishment of Specialized Field Clinics for Survivors: Immediate medical

screening centers must be established at prisoner release points, managed by

specialized medical authorities to ensure high clinical awareness and prevent post-
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X/

release fatalities caused by inadequate management of survivor health.

Launching Awareness Campaigns on "Safe Refeeding'': Responsible authorities
and health organizations must implement intensive awareness campaigns for the
community and families of survivors regarding the dangers of "haphazard feeding."
This research proves that ignorance of gradual nutritional protocols can lead to fatal
metabolic collapses, necessitating strict medical guidance during the initial refeeding
phase.

Phased Medical and Psychological Rehabilitation: Preliminary psychological
rehabilitation should be integrated into field clinic services for survivors to facilitate
their reintegration and help them overcome trauma from harsh detention conditions,

with a recommendation for further specialized research in this area.
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