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Dr S R Naidoo (Steve) 

SPECIALIST FORENSIC PATHOLOGIST 

PO Box 95, Desainagar, 4405, Durban, Zulu Natal 

Tel: +27 32 9431143 (office) / Fax: 086 5306604 / +27 82 9041143 (mobile) 

Email: stevenaidoo11@gmail.com 

------------------------------------------------------------------------------------------------------------ 

MEDICO-LEGAL OPINION 

 

1. CASE DETAILS 

1.1. This is a forensic medical and pathology analysis of the circumstances of the 

death of Dr Neil Hudson Aggett, who died on 05 February 1982 at 29 years 

old. 

 

2. INSTRUCTION 

2.1. My instructions, received from Mr Moray Hathorn, head of the Pro Bono 

Department of legal firm Webber Wentzel, were to study the records of the 

death and original inquest and provide a specialist forensic pathology opinion 

on the cause, mechanism and nature of the death of the above deceased, and 

any related or pertinent aspects thereto.   

 

2.2. More specifically, the following queries were raised in consultation with 

legal counsel for the deceased’s family, in relation to the issues articulated, 

and the findings that were made at the original inquest: 

 

2.2.1. Whether the objective medical findings of the autopsy showed that Dr 

Aggett committed suicide;  

 

2.2.2. Any medical evidence of consciousness or alternatively 

unconsciousness of the deceased at the time of his suspension; and if 

unconscious, the possible causes, if any, in this context; 
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2.2.3. Whether the objective medical physical findings of the autopsy may 

differentiate between the self-inflicted hanging of a conscious person 

and the hanging by third party of an unconscious individual. 

 

3. CONSULTANT CREDENTIALS 

3.1. I am registered as a specialist forensic pathologist with the Health 

Professions Council of South Africa.  I have medical degrees from the 

University of Natal and the Royal College of Physicians of London.  

 

3.2.  I have 37 years experience in forensic pathology, 29 years of which were as 

a specialist between 1990 and the present.  I am currently a private 

practioner.  Previously, amongst other positions, I was an associate professor 

and head of the Department of Forensic Medicine at the University of 

KwaZulu Natal (UKZN).    

 

3.3. Amongst other affiliations, I was an Honorary Research Fellow at the School 

of Law at UKZN and a past Member of the Forensic Advisory Board of the 

International Committee of the Red Cross (ICRC).   

 

3.4. My summarised CV is attached to this report.  It is pertinent to add that the 

following are within the domain of forensic pathology and within my 

expertise: 

3.4.1. The understanding and interpretation of medical evidence and 

pathology in death investigations; 

3.4.2. Physical injury identification and analysis with reconstruction to 

context and circumstance; 

3.4.3. Injury and death in custody.  

 

4. SOURCES OF INFORMATION FOR OPINION 

4.1. The sources of information relied on for my report are: 

4.1.1. the Consolidated Record of the original inquest held in 1982, a 

compendium of 3695 pages which included a summary of the record 

in its last 271 pages;  
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4.1.2. two photographs taken of the deceased when discovered whilst still 

suspended; 

4.1.3. SAP 380 form compiled by Constable MLT Smit; 

4.1.4. post-mortem report prepared by Dr Vernon Dennis Kemp, chief 

district surgeon, Johannesburg; 

4.1.5. histology report of Professor NJ Schepers, chief government 

pathologist, Johannesburg; 

4.1.6. post-mortem report compiled by Dr JBC Botha, private pathologist; 

4.1.7. a report by Professor JD Loubser, chief government pathologist, 

Pretoria, on a University of Pretoria letterhead. 

 

4.2. I also used a number of other sources (media reports, statements and other 

professional opinions) which were not primary forensic medical or pathology 

information sources and were therefore not used in my medical analysis, but 

for contextual purposes only.  I have not visited the scene of the death. 

 

5. DELIMITATIONS AND APPROACH TO ANALYSIS AND REPORT 

5.1. In view of the extensive amount of non-medical detail in the lengthy inquest 

record, my analysis was largely restricted to the forensic medical evidence in 

the medical reports and testimony. and related matters.  Where pertinent, the 

analysis addresses certain aspects of the 1982 experts’ opinion evidence, and 

where required translation from Afrikaans to English was done. 

 

5.2. The case history and circumstances will not be recited save for specific 

forensic medical aspects articulated for comprehensiveness and coherence.  

Page numbers in parentheses refer to the original inquest record pagination. 

 

5.3. This consultant recreated on sketches (Annexures A and B) the body,position 

and lie of the ligature around the neck and surface injuries, from the two 

available images and the post-mortem reports.  The locations of the surface 

injuries are presumed and arbitrary and may be imprecise in their depiction 

on the diagrams. 
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6. DISCUSSION: SPECIFIC FORENSIC MEDICAL ISSUES ARISING 

6.1. General observations 

The deceased’s physique (somatotype) 

6.1.1. The deceased, at a body weight of 64 kg and height of 1,81 metres, 

had a body mass index (BMI) of 19,5.  This is slightly low but still 

within the healthy medium (mesomorphic)  range (18,5 – 25), thus a 

slightly lean and tall physique. 

 

Clothing examination 

6.1.2. It is to be noted that the deceased’s clothing was neither reported on 

by Dr Kemp or Dr Botha, nor appears to have been canvassed at the 

original inquest.  The only indication of clothing appear as depicted 

on the two available images of the suspended body.  

 

Photographs of the body at the scene 

6.1.3. The two scanned black and white images are not sharp and pixellate 

when magnified further on screen.  The front view shows a slender 

clothed male, dark-haired, bearded and moustached, dressed in what 

appears to be a full-sleeved round-neck dark pullover top garment 

with cuffed hem and sleeves, lighter and fading denim bell-bottom 

jeans (without belt), and shoes.  The shape of the footwear is unclear 

whether they are formal shoes or soft slippers.  He is suspended with 

his posterior towards, and in direct contact with, the frame of the cell 

door grille cage, against its vertically-placed grille bars; the transverse 

bars appear to be more on the other (inner) side of the cage.  His arms 

hang by his sides.  

 

6.1.4. The lower midriff of the abdomen is slightly exposed where the 

cuffed hem of the top garment ends (appearing to be hitched up by the 

suspensory state of the body), showing only a lower front shirt hem 

on the right side and a faint upper escutcheon of pubic hair.  It is 

unclear whether socks are worn.   
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6.1.5. The rear view picture also shows the rear shirt-tail exposed.  The 

shoes are plantarflexed (toe-tips tilted downwards to the ground), 

appearing several centimetres aloft from the ground, the heels 

appearing slightly higher than the lowest transverse bar which appears 

to be about 5 cm above the floor; thus the body is seen in full and free 

suspension.  It does not appear that a wristwatch is worn.   

 

6.1.6. The head is tilted to its left side at about (approximately) 30 to 350 to 

the vertical.  In both views a ligature may be seen as arising up from 

the right rear of the head/neck where an apex (as found by Dr Kemp) 

would be present when both left and right strands meet after parting 

away from the skin on each side.  The suggestion of a fixed, non-slip 

apex knot where the two strands converge is seen just about hidden 

behind the hair at the back of head above and behind the right ear.   

 

6.1.7. The upper end of the ligature (upright vertical weight-bearing strand) 

is not seen, but by extrapolation appears to have been secured to 

possibly the unseen 6th transverse bar of the cage counted from the 

bottom.  The lower end of the ligature appears to be the free-ending 

portion seen (mainly on front view) at the right side extending from 

the knot.  (See sketch Annexure A) 

 

Time of death 

6.1.8. The time of death is recorded by the police as 01h30.  Constable 

Sehloho who (with Sgt Agenbach) at 01.30 am first found the 

deceased in suspension stated that Dr Aggett was not breathing and 

there was no pulse (page 437).  No other description of any features 

of death at the scene are on record.  Sehloho last saw the deceased (by 

peeping through the keyhole) lying and reading in his cell with the 

cell light on at 11.00 pm (judgment, page 3526, line 29/30).  Sgt 

Agenbach had last seen the deceased alive at 10.30 pm (page 3525).  

 

6.1.9. However, 01h30 should more accurately be termed the time of body 

discovery.   If the last-seen-alive times are correct, and Dr Aggett 
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already dead when found by Sehloho and Agenbach, the death would 

have occurred earlier, somewhere in the course of the period of 2½ 

hours between 11h00 and 01h30.  At the very most, the body could 

have been suspended for a maximum of 2,5 hours, but possibly less 

than that time interval. 

 

Interval between death and post-mortem examination 

6.1.10. The post-mortem by Dr VD Kemp was conducted at 08h45 on the 

same day, 7 hours and 15 minutes after the recorded time of death.  

Constable MLT Smit (in his SAP 380 document) stated that he 

collected the body at 04h45, having found the body lying on its back, 

and transported it to the [Johannesburg] mortuary where he allocated 

number 270/82 to it.  In his testimony Dr Kemp stated that the body 

was in refrigeration for about 3 hours.  This is probably fairly 

accurate, taking into account the time for collection, transport and 

booking in of the body into the mortuary.   

 

6.1.11. The body was thus very fresh and there were probably no appreciable 

post-mortem changes whatsoever apart from well-established rigor 

and hypostasis (lividity) at the back of the trunk as seen by Dr Kemp.   

 

6.1.12. Generally, rigor mortis is seen by the first 2-3 hours after death and 

complete by 8-12 hours.  Postmortem lividity will be seen within a 

minimum of 30 minutes of death and be at maximum by 6-12 hours.  

Note that the body’s short period of suspension could allow for 

almost full re-settlement and re-positioning of the lividity at the back 

(rear) of the body; hence there might not have been the typical 

distribution of lividity as is usually seen in a body that has been 

suspended for long enough for the hypostasis to fix.  Indeed, had a 

death scene medical examination been carried out (see 6.2.1 to 6.2.5 

below), the initial positions of lividity might have been seen as is 

typical in such body suspension.
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No autopsy photography (or graphics) available 

6.1.13. No photographs of the body and external appearances and injuries 

taken at the post-mortem procedure are available, and it is unclear if 

any had actually been taken during the autopsy.  JJF Mostert, 

assistant Curator and photographer, stated in his affidavit that he took 

photographs of the body labelled 270/82 and its injuries, but it is 

uncertain whether Mostert photographed the body before, during, or 

after the autopsy procedure; or whether or not these were done in the 

presence of Dr Kemp and under his immediate direction and 

supervision.  It is also unclear if the photographs of Mostert were 

presented as evidence at the original inquest.   

 

6.1.14. No sketches of the surface injuries on anatomical diagrams appear to 

have been made by Dr Kemp.    

 

Bloodless dissection of the neck 

6.1.15. Dr Kemp’s report specified that this was done at the autopsy.  This 

can in my view be probably accepted, for two reasons:  

 

6.1.15.1. the cranial and thoracic cavities were initially opened by Dr 

Kemp (or his assistant) and the autopsy procedure halted whilst 

waiting for Dr Botha to arrive.  This procedure is generally 

sufficient to render the neck almost bloodless; and  

 

6.1.15.2. the technique of bloodless neck dissection was then well-

established and verified especially here in South Africa as it 

was in this country where much of the groundbreaking work on 

this technique had already been made by the noted SA forensic 

pathologists, Doctors I Gordon, H A Shapiro, I Prinsloo and 

others. 
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6.2. Contentious issues arising from the medical death investigation:  

 

No medical attendance/examination at scene of death 

6.2.1. The state pathologist or district surgeon did not conduct an 

examination at the scene of the death.  The inquest (judgment section) 

records that Brigadier TJ Swanepoel was called at 3.25 am by 

Brigadier HC Muller, and having viewed the deceased whilst still 

suspended, ordered that it be cut, with a piece of the ligature attached 

around the neck.  Brigadier Muller testified that he had earlier 

received a call at 2.05 am (see record page 3633, in judgment section) 

and proceeded to the death scene, and that after consultation with the 

Government Pathologist the body was removed to the mortuary.    

 

6.2.2. It is not known why the pathologist chose not to attend the scene of 

death.  At the time of the death of Dr Aggett in 1982, guidance on the 

medico-legal death was provided by the Manual for the Peformance 

of Post Mortems (Form GW 7/71)1.  In its section 3.4, it reads:  

 

“Section 86 of the Prisons Act, 1050 (Act 8 of 1959), stipulates that 

a magistrate, if he deems it necessary, must hold an inquest on the 

death of any prisoner who dies in custody. 

In cases of unnatural deaths and in cases of a natural death of a 

person detained on a political charge a post mortem must be done 

personally by the chief state pathologist.  The preliminary 

investigation may be done by another state pathologist, district 

surgeon or consultant.  In all other cases a post mortem is only 

necessary if ordered by a magistrate.” 

 

 
1 South African Department of National Health and Population Manual for the Performance of Post-Mortems 

(GW 7/71). Pretoria South Africa. - Sourced from Schwar, Olivier, Loubser. The Forensic ABC in Medical 

Practice, 1988, Haum Educational Publishers, Pretoria – page 478.   

 



Dr Steve R Naidoo Medicolegal Opinion: late Dr Neil Hudson Aggett Page 12 

6.2.3. The above directive or protocol that the death of a political detainee 

be investigated by the chief state pathologist of the region was in 

place at the time of the death of Dr Aggett.  The term “preliminary 

investigation usually would include visting the scene of death when 

called.  At that time the decision to come to the scene was sometimes 

often made on the merits of each case by the pathologist in question.   

 

6.2.4. In this case, it would appear that the decision not to attend was 

imprudent, as this appeared to be an unnatural death of a political 

detainee.  It was also well-known at that time that in apparent 

hangings the uncertainty as to whether it was homicidal or suicidal 

would be a challenging aspect of pathological diagnosis.  

 

6.2.5. The current National Code of Guidelines for Forensic Pathology 

Practice in South Africa in its 2007 version2 elaborates for deaths in 

custody in its schedules 24 to 27, stating in 26: 

 

“26.  The medicolegal investigation of unnatural or suspicious 

deaths in custody should be carefully managed.  In cases of death, 

apparently due to unnatural causes of persons in custody, the Chief 

Specialist in forensic pathology of the region where he acts as 

consultant must be informed without delay, whereupon he will 

advise about the further management of the case, which may 

include designating another specialist or forensic medical officer to 

do the medicolegal investigation of death.  This should preferably 

include attendance of the scene of death by a medical 

practitioner.” (emphasis added by bold type) 

 
2 The current “Code of Guidelines” is a Department of Health publication which replaced the earlier Manual 

(GW 7/71).  It has been a work-in-progress since 2003 with to date only the 2007 version made available in 

hard-copy publication form. 
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6.2.6. Had there been a scene examination by a pathologist, the following 

might have been more confidently expressed by the experts:  

 

6.2.6.1. findings regarding a more accurate time of death from body 

temperature and early post-mortem changes of hypostasis 

(lividity) and rigor mortis;  

 

6.2.6.2. the precise nature of the ligature and the intricacies of its knot 

as it was found around the deceased’s neck;  

 

6.2.6.3. status of bodily injuries or not before handling and 

transportation; and  

 

6.2.6.4. an on-site assessment of the capacity of the deceased to mount 

up onto the bars to suspend himself.  Beyond the bare reference 

in Dr Kemp’s post mortem report,3 I am not aware of any report 

or testimony on the nature of the ligature knot and its tethering 

upon the grille bars. 

 

6.2.7. The post-mortem reports did record a "band of abrasion" and 

"discolouration" respectively on the skin underneath the ligature, 

indicating the ligature mark.  If the ligature was the kikoi (a sarong 

type of scarf or shawl) it could act as any other fabric when used as a 

ligature.  A ligature sometimes may leave a fabric weave impression 

pattern if coarse enough, but the post-mortem reports do not specify 

any specific impression pattern.  Thus, one is unable to decide if a 

specific fabric type or texture or even colour was used purely from 

the post-mortem report descriptions.  The only idea of this we may 

have is from the two images of the deceased suspended when found 

as alleged. 

 

 
3 Para 4.1, page 17, Dr Kemp’s Post-Mortem Report (exhibit B8.5).  
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Undue haste in conducting the autopsy 

6.2.8. The writer expresses concern that in such a high-profile custodial 

death of a political detainee at a time of great political upheaval that 

such an autopsy examination was seemingly hurried and conducted 

within some 7 hours of death.   

 

6.2.9. While there are no legal prescription as to precisely when the autopsy 

should be conducted, which is left  to the professional discretion of 

the medical practitioner, a general and foundational axiomatic 

principle in all medico-legal death investigations is that the autopsy 

should not be unduly rushed.  It should not be conducted before a full 

circumstantial and medical history, which is an indispensable part of 

death investigations, has been established.   

 

6.2.10. In this regard, the National Code of Guidelines for Forensic 

Pathology Practice mentioned above states in section 27, as follows: 

 

“27.  In cases of death in custody, the post mortem examination 

should only be performed once the forensic medical examiner has 

been adequately informed about the relevant history and 

circumstances of death.  In addition, the next of kin of the deceased 

should been (sic) informed of the death before the autopsy, provided 

that there is no undue delay in the performance of the autopsy.”  

(Emhasis added in bold type). 

 

6.2.11. It is questionable whether the next-of-kin of the deceased were given 

adequate information about the circumstances of the death, and 

suitable notice and time to digest the news, aside from contemplating 

appointing their own pathologist to attend the post-mortem.   

 

6.2.12. While, Dr Jan Barend Christiaan Botha was appointed to represent the 

family, it would appear that Dr Kemp was informed only after he had 

actually begun the examination, and the procedure semi-completed, 

with the neck dissection not yet done.  There is a distinct possibility 
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that the initial part of the autopsy with most of the evisceration 

(removal of the organs and structures from body) aside from the neck 

region had already been done before Dr Botha arrived. 

 

6.2.13. An independent pathologist representing the family would be ill at 

ease at the prejudice, disadvantage and discomfort of having to 

contend with a largely opened body, probably contamined at its outer 

skin surface with blood and fluids, and needing to do a meticulous 

external examination himself.  Dr Botha would possibly not have had 

the best opportunity of examining the ligature as it lay around the 

neck, nor an uncontaminated view of the external skin lesions. 

 

6.2.14. At the time of Dr Aggett’s death in 1982, all South African forensic 

mortuaries were police-run establishments (until 2006).  It is 

unknown as to whether the speedy conduct of such autopsies was a 

matter of routine practice at the Johannesburg medico-legal mortuary 

during the period around 1982. 

 

Failure to examine for deep bruises 

6.2.15. In suspicious deaths, or where it may be suspected or even suggested 

by the circumstantial history that a particular deceased was subject to 

blunt blows of assault, and more especially in cases where abuse or 

torture of persons in custody is suspected, it is necessary that the post-

mortem examination include comprehensive and wide subcutaneous 

skin-flap dissections under the skin of the trunk and limbs to look for 

concealed bruising.   

 

6.2.16. Such dissections should be applied whether the deceased is dark- or 

light-skinned as the mottled and blotchy appearances of post-mortem 

lividity and varying intensities of skin shades and blemishes may be 

enough to obfuscate clear visual appearances and conceal such 

bruising even in a light-skinned body.  
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6.2.17. It appears that such dissection techniques were probably not 

employed in the autopsy on the body of Dr Aggett.  When canvassed 

with Dr Kemp in testimony (page 125) by the Assessor Professor 

Smith on this aspect, Dr Kemp’s answers were limited and 

incomplete, stating that he cut into “various places” but referred only 

to the mark on the left upper cheek and “one other place”.  Neither 

did Dr Botha in his report or testimony make reference to the 

technique.  Hence, the possibility of deep-seated bruising of the 

subcutaneous tissue and muscles of the trunk and limbs may not be 

excluded, notwithstanding that the deceased was white and light-

skinned.   

 

6.2.18. In my view, this is decidedly a substantial shortcoming in post-

mortem practice in a death under these circumstances.  In 1982, the 

flap dissection technique was an established autopsy procedure and a 

professional best-practice guideline in custodial and similar deaths, as 

substantiated in the record of the aforesaid enquiry by the Assessor. 

 

6.3. What was the physiological mechanism of death? 

6.3.1. The following findings on the body help provide this answer:  

 

6.3.1.1. Lack of any congestive features in the face and conjuctivae;  

 

6.3.1.2. Ballooned lungs and sub-pleural haemorrhages, with 

compensatory/centrilobular emphysema, oedema (excess fluid) 

and dilated fine airspaces seen on histology of the lungs;  

 

6.3.1.3. Epicardial petechial haemorrhages;  

 

6.3.1.4. Sub-endocardial haemorrhage.  During testimony, the face was 

said to be pale. 
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6.3.2. The histology report (exhibit B.14) by Senior State Pathologist, Prof 

Nicolaas Jacobus Schepers, also showed a “bloodless” brain, but this 

description in my view cannot be considered a reliable indicator of 

the manifestation of pallor or bloodlessness of an entire organ. 

 

6.3.3. However, the general non-congestive nature of the findings are best 

observed in the lack of congesrive features of the skin colour and 

petechial haemorrhages of the conjunctivae of the eyes.  This is in 

keeping with the process of vagal cardiac arrest from carotid sinus 

compression as a most likely immediate mechanism of death.  

Congestive features in hanging are said to be the exception rather than 

the rule, with the majority of victims having pale faces and non-

congestive head and neck regions4. 

 

6.3.4. A second possible mechanism would be from bilateral carotid artery 

occlusion.  (Prof JD Loubser, Chief State Pathologist at Medico-legal 

Services, Pretoria, also alluded to this in his report).  This would be 

operative as the primary mechanism of death if the vagal arrest 

mechanism did not occur.  Bilateral carotid occlusion would also 

cause very rapid full loss of consciousness.  In this writer’s opinion 

and from his practical experience, the entire body weight will be more 

than sufficient to occlude both carotid arteries at the same time.  

 

6.3.5. Any other mechanism may be relatively excluded.  Airway occlusion 

by closure of the posterior nasopharynx by the impaction of the root 

of the tongue against the soft palate and posterior nasal space would 

also occur with full body weight traction, but its effects would have 

only been a consequence if the deceased survived for several minutes 

at least.   

 
4 Saukko and Knight, Knight’s Forensic Pathology, 3rd Edition (2004); Hodder Arnold, page 388. 
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6.4. Was the deceased alive when suspended? 

 

6.4.1. The following specific findings are of relevance: 

 

6.4.1.1. The 4 x 2 cm bruise within the neck at the right carotid sheath;  

 

6.4.1.2. The small infiltration of blood [bruise] at the left lateral horn of 

the hyoid bone; and  

 

6.4.1.3. the sub-endocardial haemorrhage.   

 

6.4.2. The distinct haemorrhages in two positions within a bloodless field 

dissection of the neck structures may be accepted as not being post-

mortem hypostatic haemorrhages or dissection artefacts.  These 

promote the inference that the deceased was alive at the time of neck 

traction for these to occur.  There is no mention of any resuscitation 

attempts (which might cause similar findings) made at the scene of 

body discovery. 

 

6.4.3. The sub-endocardial haemorrhage is further of much significance in 

this context as it strongly suggests Dr Aggett was alive when he went 

into a sudden state of a drastic drop in blood pressure from reflex 

cardiac slowing and rapid fatal cardiac arrest.  The physiological 

mechanism for this effect would have been carotid sinus compression 

(vagal stimulation) by the ligature.  This is further explained below: 

 

6.4.3.1. The lowered perfusion (blood supply) typically involves the 

sensitive inner lining of the cardiac muscle chambers and is 

seen by the naked-eye as a flame-shaped haemorrhage.  Unlike 

the very non-specific findings of petechial haemorrhages and 

pulmonary oedema which may be found in a number of deaths 

from other causes, the sub-endocardial haemorrhage is largely 

restricted to relatively fewer usual causes.  
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6.4.3.2. The vagal stimulation-mediated cardiac arrest causing almost 

immediate death would also have accounted for the lack of 

congestive features (as is seen in most, almost 70-80%, of 

hanging deaths).  The deduction that this was the most likely 

immediate mechanism of death is supported by the fact that this 

haemorrhage is generally considered as the terminal finding 

seen at the autopsy in any death with this haemorrhage; a 

further inference is that the death was likely rapid.   

 

6.4.4. It is unlikely that he was already dead at the time of his suspension; 

the autopsy features are thus in keeping with the deceased being alive.  

This because the finding of the sub-endocardial haemorrhage is 

generally considered a terminal event that occurs at death itself.  If 

strangulated to a state of unconsciousness without fatality from that 

(see 6.8 below), the haemorrhage probably would not have been 

found at the autopsy.  In the context, the haemorrhage could then 

probably be related to the neck traction from the hanging.  

 

6.5. What was the cause of death? 

6.5.1. The angulation and lie of the ligature abrasion seen at the autopsy is 

in keeping with the appearances on the two images of the scene, and 

in keeping with a suspensory nature with the gravitational drag or 

traction effected by the weight of the body on the ligature.  The 

ligature was a scarf which, if secured tightly enough, would probably 

have supported the 64 kg weight.   

 

6.5.2. Dr Botha commented that the most pronounced portion of the skin 

abrasion found at the right angle of mandible, and the carotid sheath 

bruise, both corresponded with the knot at the right angle of the 

mandible (jaw).  It would appear that this is a mistaken impression – 

it was not the knot that would have caused this but the ligature strip 

itself at the right side.   
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6.5.3. The knot’s true position is above the right side of neck on the images 

(see above 6.1.5).  The ligature (in images and reconstructed from Dr 

Kemp’s description) would have had been most compressive and 

distortional in effect to the neck at the greater right side (as it falls 

over along the upper left side of neck, angle of mandible and mastoid 

process behind the ear), causing the most pronounced skin 

compression mark.   

 

6.5.4. The knot may have been seen at the autopsy as lying at the right side 

of the neck, but this may only have been so at the mortuary and after 

the body had been cut down, with the lower portion of noose left with 

the body now settling more loosely around the neck and the body 

subjected to considerable handling.   

 

6.5.5. Dr Kemp was of the opinion that the ligature mark/abrasion was ante-

mortem in nature, and to an extent this was also the view of Dr Botha.  

Histology of the skin of the neck (under and adjacent to the ligature 

abrasion) was reported by Prof Schepers as showing that the 

overlying epidermis (skin surface) was intact but there was 

extravasation of blood into the subcutaneous tissues.   

 

6.5.6. Dr Botha found a similar appearance of extravasated blood and early 

lecucocyte margination, but the epidermis was thin and stretched, 

suggesting that this represented the ligature abrasion.  Both opinions 

were that this was a vital reaction during life (antemortem), although 

both pathologists acknowledged that a perimortal manifestation could 

not be excluded.   

 

6.5.7. There was no characteristic lividity over the upper and lower margins 

of the ligature imprint of the neck (Assessor Prof Smith canvassed 

this with Dr Kemp).  Additionally no dependent lividity, which may 

be typically seen in the lower limbs as the body remains suspended, 
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was found.  In my opinion, the distinct possibility is that the body in 

being suspended for under 2,5 hours (and perchance much less than 

that) did not allow for the full manifestation of hypostasis, as well as 

its then re-settlement when it was moved and laid supine until the 

autopsy.  It is known that some or all of the initial hypostasis may 

flow back into re-settlement where the body is removed within a few 

hours (see also 6.1.10 above). 5   

 

6.5.8. For completeness, it is necessary here to note that the lack of a hyoid 

bone or thyroid cartilage fracture or, for that matter, any other 

common manifestation of neck compression, do not at all rule out 

death by neck compression in hanging.  It is well known that in many 

such cases of hanging there have been completely negative neck 

findings, and that the frequency of such findings and deep-seated 

neck haemorrhages in hanging are between 20 to 30% of cases.6 

 

6.5.9. In the absence of any other injury or pathological findings described 

at the autopsy and histology, and in the light of a negative set of 

toxicological investigations, it is my view that the only reasonable 

conclusion in this case is that the death was caused by the state of 

suspensory hanging of the body by constrictive ligature around the 

neck. 

 

6.5.10. In relation to the atheromatous plaque with 40% luminal narrowing 

found in the coronary artery:  Dr Kemp and Dr Botha both confirmed 

in testimony that the plaque was within the artery.  Its effects however 

can probably be overlooked, as in a young person with no other co-

morbidities it is less likely that this predjudiced Dr Aggett’s cardiac 

function.  In any event, in the prevailing impression of the 

physiological mechanisms of death, it is not likely that it was a 

prevailing contributor of any significance to his death. 

 
5 Saukko and Knight, Knight’s Forensic Pathology, 3rd Edition (2004); Hodder Arnold, page 388. 

6 See 1 above. 
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6.6. Could the deceased have climbed up onto the grille bars to suspend 

himself in the position he was found in? 

6.6.1. I have not visited the actual cell where the deceased had died.  From 

the appearances of the evidence in the images and also the post-

mortem findings, it would appear possible that the deceased could 

have ascended the grille bars, hitch the ligature to the high bar 

(possibly the 6th transverse bar) as seen in the image, and turn around 

to suspend himself.   

 

6.6.2. Whilst on this aspect, it cannot be easily determined whether he fell 

abruptly or if his body weight was let down gradually. 

 

6.7. How quick would death have set in after hanging? 

6.7.1. Unconsciousness would set in rapidly and the body will sag or slump 

and the entire body weight fully drawn against the ligature.  Whether 

due to either of the two likely mechanisms (the vagal cardiac arrest or 

the bilateral carotid artery occlusion), loss of consciousness would 

occur within a few seconds of lack of blood perfusion to the brain-

stem.   

 

6.7.2. Death with the vagal cardiac arrest mechanism would have been 

almost instantaneous.  Death by bilateral carotid artery occlusion 

would have taken several minutes. 

 

6.8. Was there any medical evidence of consciousness or alternatively 

unconsciousness of the deceased at the time of his suspension; and if 

unconscious, the possible causes, if any, in this context; 

6.8.1. There is no medical or physical finding that may assist in establishing 

either a state of consciousness or unconsciousness of the deceased at 

the time of his suspension.  It naturally follows that neither possibility 

may be excluded.  
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6.8.2. In regard to the possibility of drugs that may cause unconsciousness, 

the toxicology testing done on samples taken at the autopsy 

examination were negative: 

 

6.8.2.1. Dr Kemp took a sample of blood for alcohol and toxic 

substances, and the organs liver and kidneys (viscera) for toxic 

substances .  The viscera revealed no traces of morphine, 

narcotic drugs or the heavy metals arsenic, mercury and 

antimony, and the blood sample disclosed a negative blood 

carbon monoxide level.  The blood sample also revealed a 

negative alcohol level.    

 

6.8.2.2. A blood sample handed over by Dr Kemp to Dr Botha tested 

negative for Phenobarbital, Secobarbital and Carbemazepine. 

 

6.8.3. It is apparent to this writer that the testing was limited back in 1982, 

and perhaps more limited in this country.  The reasons were likely 

that sophisticated mechanical instrumentation and chemical 

techniques were not available in that period to detect drugs and 

poisons.  The spectrum of toxic substances which can be tested in the 

forensic laboratories of today are of a much greater range.   

 

6.8.4. Thus, it may be argued that there may have been certain toxic 

substances that may not have been detectable in the samples 

submitted in this case.  This, however, is an area for a chemical 

analyst specialist in this field to confirm.  

 

6.9. Is it possible for the objective medical/physical findings of an autopsy to 

differentiate between the self-inflicted hanging of a conscious person and 

the hanging by a third party of an unconscious individual? 
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6.9.1. Regarding the possibility of Winter’s “Adam’s Apple technique” (as 

described in the original inquest record) being used to cause a state of 

unconsciousness of the deceased before his suspension, this cannot be 

unquestionably excluded, and the same applies in any similar case of 

hanging.  No forensic pathologist would rigidly assert otherwise.  The 

hanging however would have had to be without delay, directly 

thereafter, perhaps within a few minutes at most. 

 

6.9.2. Most experienced forensic pathologists will generally agree that one 

will find few differences in physical findings at post-mortem 

examinations  in the two scenarios of conscious + self-inflicted 

hanging VERSUS unconscious + hanged-by-another, where any other 

operative factor or detail in all the background and circumstances 

(e.g. other injuries of concern, a suicide note, etc.) that may have 

influence on the findings are fully excluded.   

 

6.9.3. In both scenarios, the victims would be alive and the dynamics of the 

gravitational traction of the body’s weight and the effects of the 

constrictive and compressive strains to the neck region would be 

largely the same.   

 

6.9.4. The challenge is that in many apparent suicidal hangings, the case 

history as provided by the police, influences and shapes the 

perspectives of the cause of death in the minds of many of medical 

doctors conducting the autopsies.  A slightly broader perspective of 

the death investigation system in this country is useful to elaborate on 

this: 

   

6.9.4.1. South African forensic pathologists are typically not directly 

and deeply involved in investigations into deaths as are 

pathologists in the medical examiner system in certain other 

countries.  There is a tendency for police and medical staff in 



Dr Steve R Naidoo Medicolegal Opinion: late Dr Neil Hudson Aggett Page 25 

South Africa to work in silos in death investigations and not 

engage fully as a team, except perhaps for very special matters 

where a full investigation team may be assembled, which may 

include prosecutors.   

 

6.9.4.2. For the doctor doing the autopsy, the circumstantial history is 

usually minimal and sorely lacking in detail.  Thus, by default 

local forensic pathologists will not necessarily suspect foul play 

where no reason for suspicion arises from the autopsy.  Hence 

deaths are often accepted as suicidal and no further medical 

probe is made. 

 

6.9.4.3. Another issue is that there is tendency by doctors conducting 

forensic autopsies to accept a version of suicidal hanging at face 

value, just as it is given by the police, without critical and 

independent evaluation.  This belief may be “unconsciously” 

incorporated into the stated cause of death.  

 

6.9.4.4. In an optimal medico-legal system, the cause of death arrived at 

by any forensic pathologist at the conclusion of his/her medical 

death investigation into an unnatural death is one that should 

always take into account the comprehensive picture of the case, 

with the full circumstantial history of the incident of death, the 

complete contextual prevailing environment of the death, as 

well as the medical history of the deceased considered together 

with the autopsy findings (including special investigations such 

as histology and toxicology, etc.).   

 

6.10. Injuries found at post-mortem: nature, causes and consequences  

6.10.1. In general, the descriptions of the external wounds are scanty and 

imprecise in the medical records, and insufficient to frame a clear idea 

of their natures, appearances, ages and locations, or to determine 

causation with much confidence. 
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Scars over back 

6.10.2. Specifically, the four (4) scars over the deceased’s back are not 

described adequately to make any clear inferences on causation, apart 

from Dr Botha’s histology report which indicated that four of these 

(two each on the left and right sides respectively) had epidermal 

changes.  This could suggest a possible chronic frictional skin 

irritation such as seen with a callus, or a healed lesion of a mechanical 

injury for each.  No further clear conclusion appears to be possible.   

 

6.10.3. The one lesion (5th scar, lowest) of the back centrally over the 4th 

lumbar vertebra is described as a superficial abrasion by Dr Kemp, 

who in testimony described it as a fresh lesion, possibly ante-mortem 

but not necessarily so.  No histology of this lesion was done to assist 

in determining whther it was ante- or post-mortem.  Its location 

possibly over the prominence of the spine does open the possibility 

that it could have been the result of movement of the body during 

transport and whilst within the mortuary, as it is a common place for a 

pressure point skin abrasion which might also be seen after death.  

 

Right forearm wound 

6.10.4. The wound of the right foream, (triangular shape 1,5 x 1,5 x 1,5 cm), 

was said by Dr Aggett to have occurred on 4 January 1982, a month 

before his death, and resulted in bleeding.  This was thus very likely a 

deeper injury than the left wrist injury above and possibly a 

superficial laceration (an actual skin tear), or a deep abrasion.  The 

triangular shape after the period of healing suggests an actual loss or 

separation (avulsion, as in torn and partially lifted off) of skin as in a 

small “decollement” injury. 

 

6.10.5. The scenario described by one specific witness of Sgt. Van 

Schalkwyk’s hand being rolled up or covered by either some 

newspaper, or other material or fabric (my description), during assault 

on the deceased, refers.  If the wristwatch was worn on the same hand 

as used to strike the deceased, it would be possible for the wristwatch 
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(such as its strap/band especially if metal, or clasp, or its lug which 

holds the band, crown knob, etc) to have caused the injury. 

 

6.10.6. Lacerations, depending upon their depth and severity, heal by 

proliferative replacement of lost tissue, and repair of disconnected 

skin edges, between 1 and 4 weeks on average, but the slow 

maturation and remodelling phase may continue for many months up 

to a year or so as it slowly disappears from sight.   

 

6.10.7. Thus, Dr Aggett’s right forearm wound would have been in a stage of 

advanced healing and still visible although fading at one month later.  

The pink colour is in keeping with incomplete re-pigmentation which 

may take a considerable further time.  It is very likely that such a 

lesion will undoubtedly bleed when freshly incurred, possibly by an 

active ooze or flow (contrary to Dr Botha’s opinion at page 192); the 

bleeding would have been, in my opinion, profuse enough to have 

contaminated the clothing of Dr Aggett and easily smudge Warrant 

Officer Van Schalkwyk’s arm or hand on contact. 

 

Injury of right upper back 

6.10.8. The injury described as being a 3cm triangular (i.e. 3 x 3 x 3 cm) 

fresh bruise [also known as “contusion”) over the upper right scapula 

(shoulder blade) was not described in the histology reports by Prof 

Schepers or Dr Botha.  It is presumed that the bruise was not sampled 

for histology.   

 

6.10.9. Dr Kemp in testimony described the bruise as being due to pinching 

of the skin (record, page 118), and that this was the only external 

injury [apart from the neck lesions] caused at the time of the death 

(record page 117).  Dr Kemp also expressed with bold confidence that 

the bruise was fresh, and it is uncertain whether he meant to imply 

that this had been due to the impact against the bars of the grille cage 

or some other cause.  Professor Loubser expressed the opinion that 
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the marks upon the back (“merke op die rug”, referring to all the 

marks of the back) were caused by pressure exerted by the bars 

behind the body as a result of “konwulsiewe spiersametrekkings” 

(convulsive muscle contractions). 

 

6.10.10. A bruise of the skin is caused by any distortional force to the blood 

vessels causing them to rupture in the immediate layers (dermis and 

subcutaneous tissue) under the epidermis (outer layer of skin).  Such 

distortion may be due to tensile (stretching), compressive (pinching), 

shearing or tortional forces. 

 

6.10.11. Occurrence from pinching or squeezing or the lying of the body 

against the bars of the grille cage is in my view less likely or probable 

in this scenario.  There was no portion of the grille bars with enough 

protrusion and in such a projecting or jutting manner such that it 

would cause such skin impaction and injury.  

 

6.10.11.1. If such existed, and if the body had fallen abruptly downwards 

to impact upon the bars, the skin surface would have most likely 

have been as heavily abraded (grazed) as it was said to be 

contused (bruised).   

 

6.10.11.2. If the deceased did convulse whilst the body simply lay against 

the bars, the likelihood of any significant degree of impactive 

force to cause a bruise of the skin is similarly less likely due to 

absence of a protuberance as mentioned above.  It is believed, 

although not confirmed, that convulsions may occur in the early 

stage of suspension.  

 

6.10.12. It’s triangular shape may suggest a specific patterned bruise which 

may have been caused an object with such a triangular surface.  The 

shape is thus difficult to reconcile with the bars behind the suspended 

body.  It needs to be seen whether any other likely surface or object in 

the cell at that time may have corresponded with such shape.   
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6.10.13. It is possible that it was a more intense blotch of post-mortem lividity 

masquerading as a bruise in mottled and freckled skin (again, no 

histological confirmation).  It is also possible that it was an ante-

mortem injury from blunt-force impact such as a fall or assault at 

some time before the supension.  In respect of probability, it is more 

likely the latter, as Dr Kemp’s testimony expressed bold confidence 

that it was a fresh bruise.   

 

6.11. Injuries complained of in Dr Aggett’affidavit but not seen at autopsy 

 

Injury of back 

6.11.1. The injury Dr Aggett complained about on his back, sustained as a 

result of falling or being thrown against the edge of the desk/table on t 

January 1982, a month before his death, was described by himself as 

noted as a scab “later” (see his original handwritten affidavit, where 

the word ‘later’was added possibly by Dr Aggett himself).   

 

6.11.2. A scab can only be the consequence of a surface abrasion whether 

present together with a bruise or not.  (An abrasion is also called, 

amongst other terms, a graze or scuff or scratch or road-rash).  If the 

abrasion depth involves the underlying dermis it will bleed from 

small vessels in the dermal papilla as an ooze of blood or 

bloodstained fluid, and which will rapidly dry and form an initial 

crust, which eventually transforms into the mature scab of healing.  

The skin surface must be rubbed off to be an abrasion.  A bruise alone 

will not form a crust or scab.   

 

6.11.3. A fresh crust or a mature scab may be palpated by the fingers giving a 

similar tactile feel, the difference being that a fresh crust would be 

tender.  It is not uncommon for laypersons and even doctors 

themselves to loosely refer to fresh injuries as “scabs”.  A month 

later, one would expect the scab to have fallen-off, and almost-full 

healing by advanced re-epithelialisation and re-pigmentation with a 
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smooth skin surface restored.  Although the faintest residual mark or 

discolouration might only be noticeable amongst a possibly patchy 

hypostasis of death and freckled skin tone and skin folds by a careful 

and focused examination.  However, it may also be possible that any 

one of the four (4) scars (see 6.10.2/3 above) may have been the 

resultant of this injury complained of by Dr Aggett. 

 

Left wrist scratch 

6.11.4. The scratch on the left wrist (pulse / “pols”) was said by Dr Aggett to 

have been sustained on 29 January 1982, seven days before his death, 

as a result of the handcuffs.  The commonest injury from a cuff’s 

narrowed hard edge occurs at the angular medial or lateral edges of 

the wrist (if on the lateral side it may often be referred to as the radial 

side), usually as a fine and short linear abrasion roughly less than a 

centimetre long and about 1-2 mm wide.  It is caused by traction of 

the cuff edge against the skin over the body wrist.  The traction would 

occur when the captive pulls against the cuffs, or vice-versa.   

 

6.11.5. According to his affidavit, Dr Aggett was shocked through his cuffs.  

Electric shocks through the handcuffs would induce painful and 

distressing contractions of his forearms and fingers, leading to 

instinctive response by pulling against the cuffs and causing injury as 

above.  It is a superficial injury, and very rarely is a deeper laceration 

seen as a result of a cuff edge.   

 

6.11.6. Such abrasions generally heal completely within a week7.  Forensic 

physician Payne-James8 states that abrasions “…harden to form a 

scab” and the “…scab organises over a period of days before 

detaching to leave a pink, usually intact, surface."  The pinkness 

would be at the early stage and by a week could have disappeared to 

 
7 This writer’s own experiences are that the most superficial of abrasions generally heal well within a week. 

8 Payne-James J et al, in Stark M. Clinical Forensic Medicine A Physician’s Guide 2nd Edition 2005 Humana 

Press; Ch 4, page 134. 
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sight.  It is very possible that, and not surprising, that the injury was 

barely or not at all visible at the post-mortem and would not at all be 

the “paradox” as was described in the oral evidence.  

 

6.12. Likelihood of these injuries having occurred during life 

6.12.1. It is thus in my opinion most highly likely that all the three initial 

injuries complained of by Dr Aggett in his affidavit had occurred, but 

two of these had healed or were in such advanced healing so as to be 

not readily visible at the post-mortem.  It should also be considered 

that the fresh injury on the back of the deceased was most likely a 

patterned bruise that ante-dated the deceased’s suspension. 

 

6.13. Consequences of methods of interrogation described in testimony, 

including the effects of sleep deprivation, if accepted, as employed 

during the last few days of Dr Aggett’s life? 

6.13.1. In this section various observations are considered and analysed 

together with reference to clinical medicine and physiology. 

 

6.13.2. From testimony of the police, it was calculated that Dr Aggett had 

only slept for 14 hours over a period of 62 hours over the ‘long 

weekend’ (28-30 January 1982).  This at best amounts to 5,4 hours 

for every 24 hours, if this evidence was indeed true.  There might 

have been also some sleep loss earlier than this period.  Sleep 

deprivation is cumulative in its effects.  The restorative nature of 

sleep depends heavily upon sleep quality.  The deleterious effects of 

sleep loss are even less tolerated and of much greater consequence if 

there has been physical activity and exertion, where the victim of 

such reaches physical exhaustion more quickly than when normal9 10.  

 
9 VanHelder T1, Radomski MW. Sleep deprivation and the effect on exercise performance. Sports Med. 1989 

Apr;7(4):235-47 (abstract only): according to these researchers, whilst muscle function, capability and 

performance is largely unaffected by sleep deprivation, “time to exhaustion, however, is decreased…”. 
10 Martin BJ. Effect of sleep deprivation on tolerance of prolonged exercise. Eur J Appl Physiol Occup 

Physiol. 1981;47(4):345-54. 

 

https://www.ncbi.nlm.nih.gov/pubmed/?term=VanHelder%20T%5BAuthor%5D&cauthor=true&cauthor_uid=2657963
https://www.ncbi.nlm.nih.gov/pubmed/?term=Radomski%20MW%5BAuthor%5D&cauthor=true&cauthor_uid=2657963
https://www.ncbi.nlm.nih.gov/pubmed/2657963
https://www.ncbi.nlm.nih.gov/pubmed/?term=Martin%20BJ%5BAuthor%5D&cauthor=true&cauthor_uid=7199438
https://www.ncbi.nlm.nih.gov/pubmed/7199438
https://www.ncbi.nlm.nih.gov/pubmed/7199438
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6.13.3. The effects of sleep deprivation are reported to be seen by the first 24 

hours of lack of sleep and progressively increase in intensity and 

number of disorders with time, according to a comprehensive review, 

which further states that its findings are that “perceptual distortions, 

anxiety, irritability, depersonalization, and temporal disorientation 

started within 24–48 hours of sleep loss, followed by complex 

hallucinations and disordered thinking after 48–90 hours, and 

delusions after 72 hours, after which time the clinical picture 

resembled that of acute psychosis or toxic delirium”. 11 

 

6.13.4. Electric shocks (whilst blindfolded):  Electric shocks are known to 

have been used in cases of torture of persons in custody, and would 

cause intensely painful and sustained muscle contraction that would 

actually fix the muscles, and often not allow any other retractile 

response of the body portions fixed in contraction.  In cases of torture, 

the voltage and current strength used is usually not enough to cause 

burns or other manfestation or for that matter death by cardiac effects.  

However, its effects may be usually disabling, distressing and 

incapacitating. 

 

6.13.5. Prolonged standing and sustained exertion (running on the spot with 

arms extended):  The deceased would have had experienced marked 

strain in both his upper and lower limbs and trunk, leading to spasm, 

pain and exhaustion.  Despite that the deceased was a young person, 

his body type was not that of a well-developed muscular physique.   

 

6.13.6. The fatigue, body pain, and the associated sleep deprivation would 

themselves have resulted in the heavy and lengthy slumber he appears 

to have experienced when released back into his cell on the morning 

of the Sunday 31st January 1982 after the lengthy interrogation 

process. 

 
11 Waters F, et al. Frontiers in Psychiatry.  July 2018 Vol 9, Article 303 
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6.13.7. Beating (slapping and clubbing):  The blows as Dr Aggett complained 

of on his temple and thigh would not show any physical indications at 

the autopsy, as tenderness would fully resolve within days and visible 

bruising may not easily occur at these body regions.  From the 

testimony of MP Smithers (pages 501-559), it is conceivable that 

Warrant Officer Van Schalkwyk whilst using something rolled up 

around his hand and wielding it as a club, that a wristwatch on the 

same or other hand could have scored the right forearm of Dr Aggett 

causing its linear laceration deep enough to result in bleeding.   

 

6.13.8. In addition, the blows would have caused pain, including possibly 

bruises under the skin of the body musculature that was not detected 

at post-mortem.  The abovementioned incident on 25 January 1982 

was 9-10 days before Dr Aggett died, and had there been 

subcutaneous or intramuscular bruises this might have been 

detectable at the post-mortem if Dr Kemp conducted the appropriate 

dissections and exposure of tissue planes. 

 

6.13.9. Squeezing of the testicles / wide-legged walking seen on the 3 

February 1982 (GJ Ngwenya, page 1642 of record), and that there 

was“something wrong with his private parts”:  Despite absence of 

scrotal physical injury detected at the autopsy, this may still have 

been due to manual constriction of the testicles.  This may cause 

swelling of the testes, and may have affected his gait in the early 

period after injury, but will generally resolve spontaneously and 

rapidly.  This is not only extremely painful but a sexual humiliation.   

 

6.13.10. Although not a mental health expert, I wish to add that the 

psychological sequelae of the detention as described were likely to be 

very profound.  Not only was the detention of the deceased (as with 

all othet such detainees) an abnormal environment, but the main 

factors in such - psychological (fear, threats, isolation, temporal 

disorientation, sensory deprivation, or sensory overload,); 
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psychophysiological (sleep deprivation, stress positions, injuries), and 

psychosocial (cultural humiliation, sexual degradation)12 are all 

aspects that should be considered in the re-opening of the inquest. 

 

7. CONCLUSIONS 

7.1. In conclusion, the result of this analysis may be summarised in the 

following chief points: 

 

7.1.1. I:  That the deceased was alive at the initial point in time of his 

suspension; 

 

7.1.2. II:  That the immediate physiological mechanism of death was likely 

the effects of reflex vagal inhibition of the heart and cardiac arrest;  

 

7.1.3. III:  That the most derivable cause of death from the objective 

medical evidence was from neck constriction by hanging; 

 

7.1.4. IV: That it was possible for a person in such a context to have 

ascended the grille, hitched a ligature around the grill cage and his 

neck and caused himself to hang;  

 

7.1.5. V:  That the medical evidence is not able to differentiate between 

self-inflicted hanging and hanging by another individual; 

 

7.1.6. VI:  That it cannot be excluded that the deceased may have been 

suspended by another whilst in a state of unconsciousness; 

 

7.1.7. VII:  That the injuries complained of by the deceased in his affidavit 

of 4 February 1982 are consistent with the findings (both their 

presence and absence respectively) at the autopsy; 

 

 
12 Leach L. Leach Extrem Physiol Med (2016) 5:7 
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7.1.8. VIII:  That it is my opinion that the history of the circumstances as 

detailed both by the deceased and other witnesses indicate both 

degrading and inhuman treatment and assault under physical 

constraints of his detention. 

 

8. ANNEXURES 

8.1. Annexures A & B:  Diagrammatic sketches of body as discovered in 

suspension by ligature (reconstruction by this consultant); 

8.2. Annexure C:  GW 7/71 – Manual for the Performance of Post Mortems 

(1971) 

8.3. Annexure D:  Extract from the National Code of Guidelines for Forensic 

Pathology Practice (2007) 

8.4. Annexure E:  Consultant credentials 

 

9. DECLARATION 

9.1. The writer is the sole author of this report and is wholly responsible for its 

contents, and asserts his right to review and amend his opinion on the 

appearance and provision of further information not available at the stage of 

this analysis.  

 

`  

....................................Dr S R Naidoo 

DATE:  04 February 2020 

END OF REPORT 

 

 












































