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ABSTRACT

Over the past century and a half, an international system to assist refugees has
evolved, which gives priority to health. This thesis looks at the processes by which
policies for the health of refugees have been formulated and implemented in three
historical periods. It begins with the Red Cross movement of the late 1800s when
medical care was first organised for those wounded in war. Provision of basic medical
care for entire populations affected by the World Wars is then reviewed, highlighting
the creation of organizations by governments collectively for relief and aid.

The bulk of the analysis, however, focuses on the past forty years when western
charities and inter-governmental organizations increasingly made medical and public
health interventions available for refugee relief in poorer countries. Organizational
policies, mandates and structures of the specialised agencies of the United Nations and
the charitable agencies based in Europe and North America are examined. This places
existing policies for the health of refugees within the context of the cultural and
political environment in which they originate. It also identifies more general patterns
in institutional responses, allowing their roles in particular relief operations to be
anticipated.

Health policies for the Afghan refugees in Pakistan during the 1980s are then
analyzed. Not only does this analysis validate earlier conclusions about international
policies for refugee health, it reveals unbalanced relationships of power between
internationally- and nationally-bascd organizations. In so doing, cultural dimensions
of the policy process and the complexity of vested interests within national socicties
are found to have been neglected. Although recommendations can be made, the policy
process indicates that they are unlikely to be put into practice.

Consequently, more general conclusions about the policy process, key policy issues
and characteristics of existing policies for the health of refugees bring the analysis to
a close. In particular, this research indicates that there is a coherent system through
which health relief is provided. Health relief is not, however, promoted as a human
right; instead it is provided as a humanitarian activity by powerful groups within
national societies and globally. Sadly, many of the activitics carried out under the
aegis of relief appear to be symbolic since they do not alter existing balances of
power. The intention of these policies to promote the health of refugees is, therefore,
subject to debate.
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ICC
ICD
ICEM
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ICVA
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GLOSSARY OF TERMS

All Africa Conference of Churches

Agency Coordinating Body for Afghan Relief

American Council of Voluntary Agencies

Arab Gulf Programme for the United Nations Development
Organization

Action International Contra la Faim

Aide Medicale Internationale

Afghanistan Vaccination/ Immunization Centre

Bureau Internationale de 1’ Afghanistan

Basic Health Unit

British Refugee Council

Commissionerate for Afghan Refugees (GOP provincial)
Cooperative for American Relief Everywhere

Chief Commissionerate for Afghan Refugees (GOP federal)
Centres for Disease Control (US Govt)

Christian Hospital Extension Programme

Community Health Worker

Central Intelligence Agency (US Govt)
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Catholic World Service
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Afghan traditional birth attendant
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Centre for Emergency Preparedness and Response (WHO)
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Food and Agriculture Organization (UN)
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General Agreement on Tariffs and Trade

Gross National Product
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International Bank for Reconstruction and Development
International Conference on Assistance to Refugees in Africa (first and
second)

Islamic Coordinating Council

Italian Corporation for Development (Govt of Italy)
Inter-governmental Committee for European Migration
International Committee of the Red Cross

International Council of Voluntary Agencies
Inter-Governmental Committee on Refugees
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UK

UN
UNBRO
UNDP
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UNECA
UNEO
UNESCO
UNHCR
Unicef
UNIPAC
UNKRA
UNNGLS
UNRRA

London School of Hygiene and Tropical Medicine

Lutheran World Federation

Lutheran World Relief

Maternal and Child Health

Medecins du Monde

Medecins Sans Frontieres

North Atlantic Treaty Organization

Non-Governmental Organiztaion

Non-Governmental Organizations interested in international migration
North West Frontier Province (Pakistan)

Organization of American States

Organization for African Unity

Organization for Economic Cooperation and Development
Organization for European Economic Co-operation

Office for Emergency Operations in Africa (UN)

Oxford Famine Relief Committee

Pan American Health Organization

Primary Health Care

Pakistan Red Crescent Society

Project Director for Health (GOP)

Private Voluntary Organization

Refugee Health Group (LSHTM)

States and Frontiers Regions and Kashmir Affairs Division (GOP)
Standing Committee of Voluntary Agencies Working for Refugees
Save the Children Fund

Sub-Committee on Nutrition of the UN Administrative Committee on
Coordination

South-East Treaty Organization

South Western Agency Coordinating Body for Afghan Relief
Technical Support Service (UNHCR)

United Kingdom

United Nations

United Nations Border Relief Operation

United Nations Development Programme

Office of the United Nations Disaster Relief Coordinator
United Nations Economic Commission on Africa

United Nations Environmental Organization

United Nations Education, Social and Cultural Organization
United Nations High Commissioner for Refugees

United Nations International Children’s Fund

Unicef’s Procurement and Assembly Centre

United Nations Korean Reconstruction Agency

United Nations Non-Governmental Liaison Unit

United Nations Relicf and Rehabilitation Administration
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UNRWA
US/USA
USAID
US$
USSR
WCC
WFP
WHA
WHO
WWI
WWII
YMCA

United Nations Reliefs and Works Agency for Palestine Refugees
United States of America

US Agency for International Development
United States dollars

United Socialist Soviet Republic

World Council of Churches

World Food Programme

World Health Assembly

World Health Organization

The first World War

The second World War

Young Mens Christian Association



TABLE OF CONTENTS

Page

1 TITLE PAGE

2 ACKNOWLEDGEMENTS
3 ABSTRACT

4 GLOSSARY OF TERMS
7 TABLE OF CONTENTS
20 INDEX OF FIGURES

23 INDEX OF TABLES

24 CHAPTER ONE  Exegesis

25 1.1  Aims and objectives

25 1.1.1 National health policies for refugees
26 1.1.2 International health policies for refugees

27 1.2 Methods

27 1.2.1 National health policies for refugees

27 1.2.1.1 Archival research

28 1.2.1.2 Individual interviews

28 1.2.1.3 Interviews with a brief schedule and conversation
28 1.2.14 Observation

29 1.2.1.5 Surveys

29 1.2.2 International refugee health policies
31 13  An analytical framework: reflecting on policy processes

31 1.3.1 Helping or hindering national efforts?
31 1.3.2 A rational or political process?
33 1.3.3 Seeking simple solutions?

33 1.4  Policy redefined

34 1.4.1 Analyzing the policy process

34 14.1.1 Refugee health relief as a historical concept

34 1.4.1.2 Institutions and institutional relationships through which
health relief policy is created and practised



34

35

35

36

38

38

38
39

41

42
43

48
49
51
52

54

58

58

58

59

1.5

1.6

14.1.3 The dominant body of knowledge dictating the content
of health relief policy

14.14 The experts who provide organizational and cultural
leadership which directs and legitimises health relief

policy
Thesis structure

References

CHAPTER TWO The Red Cross movement - World War I:

2.1

2.1.1
2.1.2
2.13
2.14
2.1.5
2.1.6

2.2

221
2.2.2
223
224
225
23

24

establishing international health relief as a
humanitarian activity of nation-states

Legacies of the Red Cross movement

Europe in the late 1800s

Health relief in law

Charitable agencies as conduits of health relief

A military or social welfare concern?

Health relief as a sub-specialty of medicine and surgery
Medical and surgical doctors organise and manage health relief

The first World War: extending the scope and scale of health relief

Medical concerns dominate the practice of health relief
Refugee relief: a charitable or governmental responsibility?
A new strategy of war

Comprehensive relief for entire populations

Paving the way for inter-governmental relief organizations

International health relief as a policy of nation-states

References

CHAPTER THREE The second World War: establishing

31

3.1.1

3.1.2

governmental structures for international
health relief

Inter-governmental institutions as conduits of international health
relief

Legacies of the first World War (WWI)

The Health Committee of the United Nations Relief and Rehabilitation
Administration (UNRRA)



65
67
71

71

72

75

77

77

77

83

83
83
84
84
85
85
86
86

87

87
92

93
98

3.13
3.14

32

3.2.1
3.2.2
323
3.24

325

33

34

The International Office for Public Health
The Health Organization of the League of Nations

The United Nations (UN): a forum for international health relief as
a humanitarian activity of national governments collectively

The World Health Organization (WHO)

The United Nations Children’s Emergency Fund (UNICEF)

The United Nations High Commissioner for Refugees (UNHCR)

The United Nations Relief and Works Agency for Palestine Refugees
(UNRWA), The United Nations Korean Reconstruction Agency
(UNKRA)

The Council for Europe and the Inter-governmental Committee for
European Migration (ICEM)

International health relief: a responsibility of governments
collectively?

References

CHAPTER FOUR The United Nations High Commissioner for Refugees

4.1

4.1.1

42

42.1

422

43
4.3.1

(UNHCR): a recent and increasingly significant
participant in international health relief policy
formulation and practice
The 1950s and 1960s: extending health relief world-wide
Independence from colonial rule

UNHCR: a forum for comprehensive refugee relief world-wide

Refugee relief: a national or international responsibility?

4.2.1.1 Permanent or limited terms of office?

42.1.2 Universal or group definitions of a refugee?

4213 Legal advocacy of material assistance for refugees?

4214 International aid for individuals or groups of refugees?

4.2.1.5 Independent action or ’operational partners’?

Refugee relief becomes an international responsibility

4221 Determining refugee status: The High Commissioner or
the General Assembly of the UN?

4222 Centralising decision-making for international refugee
relief

4223 From legal advocacy to comprehensive assistance

4224 Financing international refugee relief

The 1970s: International relief re-emerges as an aid priority
The beginnings of bureaucracy

9



100

100
101
101
102
103

103
104
104

107
107

112
116
116
116
118
119
119

119
120

122

123

127

127

127

128
135

135

135

44

4.4.1

4.4.2

443

4.4.4

4.4.5

4.5

4.6

The 1980s: UNHCR engages in health relief

Health relief as a priority activity of UNHCR

44.1.1 An Emergency Health Kit
4.4.1.2 Assessing health and nutritional needs in emergencies
44.1.3 Guidelines on refugee health care for UNHCR managers

Building their own expertise in refugee health relief: medical doctors
and nutritionists as staff members of UNHCR

44.2.1 International guidelines for refugee health care
4422 Other standard kits or guidelines for international use
4423 Appointing national or local refugee health coordinators:

a focus for inter-agency competition
UNHCR: a coordinator and manager of refugee health relief?

443.1 Influencing national policies and practices for refugee
health

44.3.2 Enhancing their credibility in refugee health

Moving beyond an advisory role

4441 " Centralised procurement of drugs and medical supplies

4442 Proposing international standards for refugee health care

4443 Co-sponsoring international conferences on refugee
health care

44.4.4 Initiating international policies for refugee health care

Coordinating refugee health care: UNHCR or WHO?

4.45.1 Joint or independent health policies?

4.4.5.2 Collaboration or competition for roles in refugce health
relief?

Rationalising responsibility for refugee health relief: UNHCR or
WHO?

References

CHAPTER FIVE The World Health Organization (WHO): a

5.1

5.1.1

5.1.2
5.13

52

5.21

surprisingly insignificant participant in international
health relief policy formulation and practice

1948 - 1975: a symbolic or substantial role in international health
relief?

Defining health relief: the prevention and control of epidemics of
discase

Limited finances for providing emergency medical supplies
Opting for an advisory role

1975 - 1980: organising to meet growing demands f_or relief

Creating a scparate unit for Emergency Relief Operations

10



136
137

137

139
142

143

143
144
144
145
145
146
147
149

151
154
154
155
157
172
172
175
176

178

181

181
184
184

186
186

5.2.2
523

53

53.1
53.2

54

54.1
5.4.2

543

55

55.1
552
553

5.6

Maintaining a supportive role
Continued financial dependency

1980 - 1985: conferring legitimacy to health relief activities carried
out by other organizations

Forging links with other agencies engaged in international health relief
A guiding or rubber stamping role?

198S - 1990: bidding for a leading role?

Strengthening WHO’s response in health relief operations
Garnering support for a leading role
54.2.1 WHO as a centre of expertise
5.4.2.2 Forging links within the international aid regime
Organizations within the United Nations
Private charitable organizations
Academic centres
Technical aid agencies of donor governments

Organizational constraints to a leadership role in health relief

5.43.1 Insufficient members of staff

5432 Insufficient funds

5.43.3 Centralised decision-making and bureaucratic procedures
5434 Dependency on powerful national governments

Rationalising responsibility for international health relief: UNHCR,
WHO or Unicef?

UNHCR?
WHO?
Unicef?

References

CHAPTER SIX The United Nations Children’s Fund (Unicef): the

6.1
6.2
6.2.1

6.2.2
6.2.3

ideal organization to take the leading role in
international health relief policy formulation and
practice?

The 1950s: from relief to development

The 1960s: re-thinking an exclusive focus on development
The challenge of more frequent and severe disasters

Opting for a role in rehabilitation and reconstruction

Capitulation: Unicef’s unique role in relief

11



186
187
187
187
188
193

193

193

194
196
196
196
197
197
198
198
198
198
199
199
202

214

216

219

219

219
220

221

221

63
6.4
6.5
6.5.1
6.5.2
6.6

6.6.1

6.6.2

6.7

6.8

6.2.3.1 Relief based on tacit understandings only

6.2.3.2 Close collaboration with the Red Cross

6.2.3.3 Logistical expertise

6.23.4 Operational capacities

6.2.3.5 Ability to raise funds

6.2.3.6 Timely and authoritative decision making processes

The 1970s: organising for a role in relief
The 1980s: adopting a low profile

The 1990s: resisting pressures to adopt a more influential role in
relief?

Strengthening relief capacities within Unicef
Maintaining a supportive role

Planning relief for forced migrations: rhetoric or reality?

Precedents for an expanded role

6.6.1.1 Supply and logistical capacities

6.6.1.2 Meeting basic needs for resources

6.6.1.3 The power of the purse

6.6.1.4 Meeting resource needs: a core component of relief
6.6.1.5 Timely and authoritative administration

A lack of support for an expanded role?

6.6.2.1 Widespread popular support

6.6.2.2 Dependency on powerful governments

Responsibility for refugee health relief: a responsibility of
governments collectively or civil societies?

References

CHAPTER SEVEN Beyond altruism: an expanded role for charitable

7.1

7.1.1
712

7.2

7.2.1

organizations in the provision of foreign aid
Charities and WWII: responding to military strategies

Supporting governmental strategies of war
Opposing governmental strategies of war

The 1950s: partners in furthering foreign policies
Cosy companions? Private Voluntary Organizations and the US

Government

12



223
224
225
225
227
229

229
233

237

240

240

241
243
243
244
244
244
244
245
246

247
247

248

7.2.2

723

73

7.3.1

7.3.2

7.4

7.4.1
7.4.2

7.5

Promoting a more humane image of Europe: Non-governmental
Organizations and post-colonial European foreign policy
An enlarged focus on the provision of technical and welfare aid

The 1960s: An expanded role for charitable agencies in the
provision of foreign aid

PVOs and the exportation of the American dream
NGOs as advocates for social justice

PVOs and NGOs in refugee relief: An essential institutional link in
the new international health relief system

Caring for European refugees
Locally based agencies in the developing world extend their services
to refugees

References

CHAPTER EIGHT Growth or partnership? Charitable organizations as

8.1

8.1.1
8.1.2

8.2

8.2.1

8.2.2

*the most vital component of the whole aid network’
in the post-colonial era

The 1970s: Strengthening and consolidating partnerships with
governments and inter-governmental agencies

Private Voluntary Organizations and the ’New Directions’ mandate
Non-governmental Organizations and the evolution of a Basic Human
Needs strategy

8.1.2.1 Targeting basic needs

8.1.2.2 Generating popular support

8.1.23 Achieving goals for national expenditures on aid
8.1.24 Extending national influence abroad

The 1980s: the decade of Private Voluntary Organizations and
Non-Governmental Organizations

The apolitical face of PVOs: Focusing on disaster relief and health care

8.2.1.1 Avoiding political associations

8.2.1.2 Fostering governmental support

8.2.1.3 Documenting their successes and comparative
advantages

8.2.14 Scaling up

8.2.1.5 Working within governmental restrictions

Advocates for development: NGOs as important players in domestic
politics

13



249 8.2.21 Generating substantial funds privately

250 8.2.2.2 Collaboration with inter-governmental agencies

250 8.2.23 Expanded governmental support

252 8.2.24 Responding to governmental incentives and punitive
measures

254 83  The new and pivotal role of relief for institutional growth: making
the most of the sensational

254 8.3.1 Refugees and displaced persons: a uniquely political disaster

255 8.3.2 Beyond the frontline: Charities as partners in official policy making
processes for refugee relief

256 8.3.3 IJustifying refugee relief on the basis of need

257 8.3.4 Aiding refugees confers international recognition

258 8.3.5 Working for, with or instead of agencies of the UN?

259 8.3.6 International recognition brings substantial profits

261 8.3.7 ...and growth

263 8.3.8 ... and greater influence

265 84 References

272 CHAPTER NINE International health relief: a nefarious use of
humanitarian resources?

272 9.1 Private, charitable organizations

272 9.1.1 Essential providers of refugee health relief

274 9.1.2 Motivated by compassion or self-interest?

276 9.1.3 Roles played by charities in refugee health relief

277 9.1.4 Integral participants in the international refugee health regime
278 9.2  Specialised agencies of the UN

278 9.2.1 Supra-national powers or dependency on governments?

279 9.2.2 Dependency mechanisms

281 9.2.3 Strategies for surviving and thriving politically

282 9.24 Making symbolic gestures or substantial contributions?

284 9.2.5 Complementary and competitive roles in refugee health relief

287 93  From clinical medicine to public health

288 9.3.1 Priority public health interventions
290 9.3.2 Maintaining roles in meeting acute needs only

291 94 References

14



292

292
292
294
294
298
299
301
301

303
304

307

307

311

312
315
315
315
316
317
318
319
320
320

321

322

328

CHAPTER TEN  Health relief for Afghans in Pakistan, 1978-1982:

10.1

10.1.1
10.1.2

10.2
10.2.1

10.2.2
10.2.3

10.2.4

103

10.3.1

10.3.2

104

10.5

Planning and organising a national refugee health
service

Introduction

Country Background

Afghan refugees in Pakistan

10.1.2.1 The Baluchis and Pathans: refugees in their own lands?
10.1.2.2 Seeking refuge from civil war

10.1.2.3 Seeking refuge among sympathetic hosts

1978 - 1980: Organising relief for Afghans as refugees in Pakistan

Responsibilities of the Federal Government: organising the distribution
of essential goods

Responsibilities of the United Nations: securing needed resources
Responsibilities of the Provincial Governments of the North West
Frontier and Baluchistan: organising and managing health relief

Establishing health services for the refugees: curative care or

community health?

10.2.4.1 Basic curative services: management by refugee,
Pakistani or foreign health personnel?

10.2.4.2 Sophisticated medical and surgical care: setting up
separate facilities or building capacity in existing
centres?

10.2.4.3 Disease control: extending national programmes

1981 - 1982: Organising a national health service for Afghan
refugees ‘

Management - a governmental affair

10.3.1.1 Planning for refugee health care nation-wide

10.3.1.2 Establishing federal and provincial structures

10.3.1.3 Planning for management of the refugee health

programme locally

Creating a permanent medical service for Afghan refugees

10.3.2.1 The lack of a career structure for health staff

10.3.2.2 Hardship living conditions

10.3.2.3 Compensating for the lack of career opportunities and
poor living conditions: financial incentives

10.3.2.4 National staff as care-givers: Restrictions on foreign
personnel

Comment

References

15



332

332

332
338
340
340
341

344
345

346
346
351
354

358

361

361

361
361

363

365
365

365

CHAPTER ELEVEN Closing the gaps between planning and
practice: 1982 - 1984

11.1 Basic allopathic care and disease control: consolidating
governmental responsibilities

11.1.1 From ad hoc to routine service provision: establishing basic health

units
11.1.2 Extending services to new arrivals in Mianwali District in the Province
of Punjab
11.1.3 Strengthening management by the Provincial Governments
11.1.3.1 Setting up a system for local supervision
11.1.3.2 Grappling with the need to coordinate disparate health
activities
11.1.3.3 Integrating disease control programmes

11.1.34 Setting technical standards

11.2 Hospital services and community health: expanding roles for
foreign interests

11.2.1 Meeting the needs of those at war
11.2.2 Creating a community health programme

113 Comment

114 References

CHAPTER TWELVE ’Voluntary’ agencies as providers of medical
care, 1985 - 1988: Working for a charitable or
political cause?

12.1 Fulfilling Governmental responsibilities for basic services in villages

12.1.1 Achieving national targets for coverage of primary care
12.1.2 Confronting poor management of the refugee health services in

Baluchistan
12.1.2.1 Moving beyond ’lame duck’ management to leadership
with authority

12.2 Expanding roles for foreign voluntary agencies

12.2.1 Foreign charitable agencies as providers of basic health services in
refugee villages

12.2.1.1 From collaboration to competition: the Refugee Health
Directorate and foreign charitable - agencies in
Baluchistan

16



368

368
375

389

393

395

398

402

402

402

403

404

407

407

409

410

411

414

417

420

12.2.2 Political parties and charitable agencies as providers of referral services
in Pakistan and basic medical care in Afghanistan

12.2.2.1 Military or humanitarian priorities?
12.2.2.2 From coordination to anarchy in the North West
Frontier

12.2.2.3 The refugee health programme in Punjab: a last remnant
of coordinated national and international efforts?

12.2.2.4 Behind the scenes: the influence of the Government of
the US

123 Calling the shots: Pakistani authorities or foreign interest groups?
124 References
CHAPTER THIRTEEN Management of the refugee health

programme, 1985 - 1989: by, with or instead
of the Government of Pakistan?

13.1 Competing for the coordinating role: the Government of Pakistan,
WHO and UNHCR

13.1.1 Setting technical standards of care: specialised agencies of the UN
move beyond an advisory role

13.1.2 Negotiating responsibility for refugee health within the UN system: the
inadequacies of joint leadership

13.1.3 The power of the purse: UNHCR takes the leading role

13.1.4 Foreign aid agencies as managers of disease control programmes in
collaboration with UNHCR

13.1.4.1 Management of an accelerated programme for
immunizations

13.1.4.2 Management of the malaria control programme

13.14.3 Moving beyond concemns for effective care to
considerations of efficiency

13.1.4.4 Initiating and carrying out a sanitation programme

13.1.5 Foreign aid agencies as managers of community-based health
programmes in collaboration with UNHCR and Unicef

13.2 Leadership within the refugee health programme: the Government
of Pakistan, UNHCR or WHO?

133 The refugee health programme: in summary

13.4 References

17



422

422

422
424
425
426

426

426-

427
428
428

429

429
431
431
432
433
433
434
435
436

438

439

439
442

CHAPTER FOURTEEN Getting in on the act: understanding the

multiplicity of agencies promoting the health
of Afghan refugees in Pakistan

14.1 The policy process: neglected dimensions of culture and discursive
practices

14.1.1 Policies for refugee health: synergistic or antagonistic to self- and
community- health development?

14.1.2 Refugee health care: a demand driven response?

14.1.3 Cultural dimensions of health relief policy

14.1.4 Discursive practices and health relief

142 National policies for refugee health: maintaining domestic stability

14.2.1 Host governments: key or peripheral actors?

14.2.2 A significant influx of refugees: tens or hundreds of thousands?
14.2.3 Powerful symbols, but empty gestures?

14.2.4 Expanding official spheres of influence

143 National or international policies for the health of Afghans in
Pakistan?

14.3.1 National and international publicity: delineating demand

14.3.2 Separate or integrated health services for refugees?

14.3.3 Expediency at the expense of efficient and sustainable services?

14.3.4 Health scrvices for refugees: just basic?

14.3.5 Or referral too?

14.3.6 Humanitarian or strategic purposes?

14.3.7 Foreign charity - a solution to, or part of, the problem?

14.3.8 Seeking assistance from the UN: UNHCR, Unicef or WHO?

14.3.9 Management of refugee health by, with, for or instead of, national and
local institutions?

14.3.10 Strengthening or undermining host capacities?

14.4 Speculating about the future of the refugee health services in
Pakistan

14.4.1 The ideal policy option: integration
14.4.2 The likely reality: disintegration

14.5 References

18



445

446
446
450

453
455
455
455
456

456
457

459

CHAPTER FIFTEEN Policies for the health of refugees: promoting
human rights, compassion or self-interests?

15.1 Key findings
15.1.1 A system for health relief globally
15.1.2 Health relief for Afghans in Pakistan, 1978 - 1988

152 Recommendations: idealistic or realistic?

153 Policies for refugee health: promoting health or self-interests?
15.3.1 The multiplicity of agencies: benevolent anarchy or a coherent system?
15.3.2 Many leaders, few followers

15.3.3 Charity or a human right?

15.3.4 Compassion or self-interest?
15.3.5 Power symbols, empty - even harmful - gestures

BIBLIOGRAPHY

19



Page

78
80
81
82
90

91

109
110
111
113
114
115
117
121
129
132
133
134
138
140
141
152
153
159
160
161

162
163

164

INDEX OF FIGURES

Figure Title

4.1
4.2
4.3
4.4
4.5

4.6
4.7
4.8
4.9
4.10
4.11
4.12
4.13
4.14
5.1
5.2
53
54
5.5
5.6
5.7
5.8
5.9
5.10
5.11
5.12

5.13
5.14

5.15

Towards a third world: the twilight of the empires.

New states for old empires: independence 1945-57

New states for old empires: independence after 1957

New states for old empires: Africa

National governments with membership on the Executive Committee
of UNHCR 1990: regional distribution

Governmental membership on the Executive Committee of UNHCR
according to economic classification in 1990

Technical missions of UNHCR Geneva which included a health
component, 1980-1989

Professional composition of technical missions of UNHCR Geneva
which included a health component, 1980-1989

Health related missions of UNHCR Geneva by geographical region,
1980-1989

Recommendations for health care made by technical missions of
UNHCR Geneva, 1980-1989

Management recommendations of UNHCR health missions:
strengthening national or foreign management of refugee health?
Employment status of personnel undertaking health related technical
missions for UNHCR Geneva, 1980-1989

Professional qualifications of personnel undertaking health related
technical missions for UNHCR Geneva, 1980-1989 :
UNHCR’s annual expenditure, 1967-1989 i
WHO?’s involvement in relief: disasters responded to since WWII
Types of disasters to which WHO responded before 1975

Type of assistance given by WHO for relief between 1948-1975
Type of assistance given by WHO for relief since WWII, 1948-1989
WHO'’s response to disasters by geographical region, 1948-1989
Types of disasters to which WHO responded, 1948-1989

WHO?s participation in international health relief activities, 1980-1989
WHO disaster communication model

Actions of WHO and UN in disaster

Low, middle, high and nonmember economies represented on the
Executive Board of WHO, 1948-1989

Continuity of representation on the Executive Board of WHO of lower
income economies, 1948-1989

Continuity of representation on the Executive Board of WHO of higher
income and nonmember economies, 1948-1989

Regional representation on the Executive Board of WHO, 1948-1989
Countries represented and seats occupied on the Executive Board of
WHO by region, 1948-1989

Governments with membership on the Executive Board of WHO by
region, 1948-1989

20



167
168

169

170

173

185

195
200

201
206

207
208

209
210
211
293
295
297
300
302
305
334

337

342
349

369

370

5.16
5.17
5.18
5.19
5.20
6.1

6.2
6.3

6.4
6.5

6.6
6.7

6.8

6.9

6.10
10.1
10.2
10.3
10.4
10.5
10.6
11.1
11.2

11.3
114

121

12.2

Continuity of African and Eastern Mediterranean representation on
WHO'’s Executive Board, 1948-1989

Continuity of South East Asian and Western Pacific representation on
WHO’s Executive Board, 1948-1989

Continuity of American and European representation on WHO’s
Executive Board, 1948-1989

Governments with membership on WHO’s Executive Board: financial
contributions to the annual budget

Regional distribution of WHO member nation-states and those not
represented on WHO’s Executive Board

Unicef expenditure on emergency aid as a percentage of total
programme expenditure, 1947-1985

Unicef expenditure on emergency aid in millions of US$, 1947-1985

Countries with Unicef National Committees by economic classification,
1990

Unicef National Committees by region in 1990

Regional representation of governments with membership on the
Executive Board of Unicef, 1946-1989

Seats occupied on the Executive Board of Unicef by region, 1946-1989,
Income status of governments with membership on the Executive Board
of Unicef, 1946-1989

Seats occupied on the Executive Board of Unicef by income status of
member governments, 1946-1989

Representation of lower income economies on Unicef’s Exccutive
Board, 1946-1989

Representation of higher income economies on Unicef’s Executive
Board, 1946-1989

Provinces of Pakistan

Major Baluch and Pathan areas

Administrative organization of the territories of the Islamic Republic
of Pakistan

Distribution of registered Afghan refugees in Pakistan between 1979-
1987

Organization of the Disaster Preparedness and Relief Cell, Federal
Government of Pakistan

Organization of health departments of the Provincial Governments of
Pakistan

Health services provided for Afghans by private, charitable
organizations in 1984

National base of private, charitable organizations involved in the
Afghan relief effort, 1984

Organization of health services for Afghan refugees 31 December 1984
Organizations sponsoring hospital services for Afghans in Pakistan,
1984

Legal status in Pakistan of charities providing health care for Afghans
from a base in Baluchistan, 1990 )

Registration in law of charities providing health care for Afghans from
a base in Baluchistan, 1990

21



374

377

379

380

381

390

391

406

123

12.4

12.5

12.6

12.7

12.8

12.9

13.1

Involvement of charities in health care for Afghans from a base in
Baluchistan, 1990

Charities providing health relief for Afghans from a base in the North
West Frontier, 1980-1989

Charities involved in the provision of health care for Afghans from a
base in the North West Frontier, 1990

Registration in law of charities providing health care for Afghans from
a base in the North West Frontier, 1990

Legal status in Pakistan of charities providing health care for Afghans
from a base in the North West Frontier, 1990

Registration in law of organizations providing referral services for
Afghans in the North West Frontier, 1990

Organizations providing referral services for Afghans in the North West
Frontier, 1990

The structure of the SCF Primary Health Care Programme

22



Page
88
95
96
108

131

165

165

183
189
190
205
231
310
313
335
350
371
375
382
386

392

INDEX OF TABLES

Table Title

4.1
4.2
43
4.4

5.1

5.2

5.3

6.1

6.2

6.3

6.4

7.1

10.1

10.2

11.1

11.2

12.1

12.2

123

12.4

12.5

National governments with membership on the Executive Committee
of UNHCR, 1951-1988

Disaster units in United Nations organizations

Disaster units established in major donor governments

Location of technical missions of UNHCR Geneva which included a
health component, 1980-1989

The work of the ERO office of WHO, 1980-1989: Types of
international health relief activities and the lead agency responsible for
their implementation

Average number of seats occupied by low, lower-middle, upper-middle,
high and nonmember economies represented on the Executive Board of
WHO _
Average number of seats occupied on the Executive Board of WHO by
countries contributing <1%, 1-9.99% and 10+% of the annual regular
budget

Unicef’s participation in mass campaigns to control or eradicate
diseases, 1947-1952

Unicef total income, 1947-1985

Emergency aid given UNICEF, 1948-1965

Ratio of seats occupied by national governments on Unicef’s Exccutive
Board between 1946-1989 according to their economic status and
regional location

Charitable organizations working in the field of international migration
and refugee relief, 1963

Voluntary agencies providing basic health services for Afghan refugees
in 1980

Malaria prevalence among Afghan refugces and the local Pakistani
populations in the North West Frontier

Charitable agencies recognised by Pakistani authorities for providing
health care for the Afghans in 1984 (excluding hospital services)
Hospital services specifically established for Afghans living in Pakistan,
1984

Organizations providing health services for Afghans from a base in
Baluchistan, 1989

Additional referral facilities established for Afghans in Baluchistan
since 1984

Organizations providing health care for Afghans from the North West
Frontier, 1989

Additional referral facilities established for Afghans in the North West
Frontier since 1984

Organizations providing health care for Afghans in Punjab, 1989

23



CHAPTER ONE

Exegesis

Forced migrations of entire communities is a growing problem of our times. Most of
the 20 million refugees in today’s world' come from and seck asylum in the poorer
countries in Africa, Asia and Latin America. Some of the poorest nations in the world
host the largest refugee populations, although they have difficulty caring for their own
people. Widespread conditions of systematic insecurity and oppression mean that
voluntary repatriation will not be possible for many refugees; together with a growing
reluctance to accept refugees for resettlement in more wealthy nations leaves long
term refuge in Africa, Asia and Latin America the only remaining option. The
Palestinians scattered throughout the Middle East since 1948 and the Tibetans in India

since 1959 illustrate the indefinite or lengthy duration of such refuge today.

In response to refugees firstly of the World Wars and later of decolonization, a system
evolved to provide international relief for refugees. In support of thc numerous
organizations in this system, several academic, rescarch and consulting groups were
formed to study the many problems encountered and to advise on policy and practice.
Most of the prominent groups which specialised in refugee health care werc formed
in the 1970s and 1980s, for example at the School of Public Health at thc University
of California at Los Angeles, US, the Centres for Disease Control of the US
Government, the Centre for Research on the Epidemiology of Disasters at the
University of Louvain, Belgium and the Refugee Health Group at thc London School
of Hygiene and Tropical Medicine, UK. These groups and others studicd the health
problems of refugees and made recommendations of how best they could be

addressed.

Throughout the published literature, and in many internal organizational reports, the
questions under study and the recommendations offered generally focused exclusively
on the health needs of refugees. Yet, when populations migrate, there are

repercussions not only for those who move, but also for those communities into which
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the refugees settle. But, in the health sector, international concern and relief efforts
have focused almost exclusively on the problems of refugees thereby neglecting the
consequences of an influx of refugees, and the resulting international relief operation,
for host nations. In recognition of this gap in our understanding of refugee health
relief, the London School of Hygiene and Tropical Medicine proposed to study the
ways in which health policies are formulated and implemented in response to refugees,
by both national governments and the international community®. The proposal was
accepted for funding firstly by the Overseas Development Administration of the UK
Government who generously funded the case study in Pakistan during 1987, 1988 and
early 1989 and later by the Pew Charitable Trusts of the US who kindly funded the
review of the policies and practices of the international community during 1989, 1990
and 1991°, |

1.1  Aims and objectives

1.1.1 National health policies for refugees

The original aim of this study was to identify the major health policy issues faced by
host governments and to document the specific health policies adopted by them. It was
thought that the ways in which national health policies for refugees were formulated
and implemented could then be improved: it was also hoped that the lessons learnt
could be generalised to other host nations. Thus, this research began with the case
study of national health policies for Afghan refugees in Pakistan. The objectives of

this study focused the research on:

1. Documenting health policies adopted by host governments and the factors

which influenced the development of such policies.

2. Documenting the organization of health planning for refugees by host
governments and the factors which influenced the evolution of organizational

systems adopted.



3. Providing information on the most effective roles for international agencies,
inter- and non-governmental, in providing support to countries responsible for

large numbers of refugees.
1.12 International health policies for refugees

From the analysis of national health policy for refugees in Pakistan, it became clear
that international agencies played a crucial role in many aspects of policy formation
and implementation. In order to understand better the evolution and implementation
of health policies for refugees in the national setting, it was then necessary to
understand the policy process within which the international agencies operate and the
extent to which they affect policy within countriés. Subsequently, additional research
on the policies, practices and roles of international aid agencies involved in refugee
health care was undertaken; the objectives of reviewing health policies for refugees

of international aid organisations were specifically:

1. To document the involvement of the United Nations High Commissioner for
Refugees (UNHCR), the United Nations International Children’s fund (Unicef)
and the World Health Organization (WHO) in refugee health generally since
their establishment in the 1940s.

2. To identify and analyze the mandates and health policies and plans for
refugees of UNHCR, Unicef and WHO, with specific emphasis on their role
in refugee health care and their relationships with each other, governments,

private, charitable agencies and refugees.

3. To identify the types, mandates, structure and source of funds of charitable

agencies assisting in refugee health care in Pakistan.

4. To document health policies for refugees of these charitable agencies and
specific programmes, activities and other support provided by them for refugee

health care.
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S. To clarify the relationship of charities working in Pakistan with host

governments, donor governments, agencies of the UN and the refugees.

6. To determine reasons for their involvement in relief operations for refugees in

Pakistan and reasons for their withdrawal.

1.2 Methods

1.2.1 National health policies for refugees

An analysis of national health policies was undertaken in Pakistan during 1987, 1988
“and 1990. Pakistan was chosen for the natiohalb case-study for several different
reasons. Firstly, Pakistan has been host to the largest refugee population in Asia
throughout the 1980s. Secondly, the Government of Pakistan has developed an
extensive health service specifically for the Afghan refugees. Lastly, numerous
charitable organisations and specialised agencies of the United Nations were involved
in the Afghan refugee health programme; thus, the evolution of health policies for
Afghan refugees illustrated the roles played by international aid agencies in the policy

process.

Several different methods were used, mainly to reconstruct the historical development
of refugee health policy and the ways in which it was expressed in practice. Most
methods were qualitative and included the use of questionnaires, interviews,
observation and archival research. These methods were supplemented by two surveys,

based on structured questionnaires, which were administered personally.

1.2.1.1 Archival research

Written documents were reviewed, primarily national and regional files of the
government, the main UN agencies involved in health and refugee relief, and private
charitable organizations working with the refugees. Although these written documents

are secondary sources, they were often the only remaining sources of information.
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Since access was obtained to the records of several different organizations, it was

possible to verify information obtained by more than one source.

1.2.1.2 Individual interviews

Open conversation was frequently used to uncover new facts and to validate
information obtained from written sources. It was also used to elucidate the
perspectives and views of individuals and the organizations they represented. This was
especially important in understanding how different parties viewed particular problems,
decisions taken and the effectiveness of actions implemented. Such conversations were
held with general relief workers as well as with key informants within the refugee

health progfammc at all levels.

1.2.1.3 Interviews with a brief schedule and conversation

Similarly, structured interviews were conducted, primarily with organizational
representatives; for example, during the survey of private charitable agencies working
in the refugee health programme. These interviews were important in determining
common perceptions of problems and the relationships between the various institutions
involved in providing health care, such as the government and UN agencies. In
addition, these interviews allowed common interests and ways of working to be

identified for this disparate group of organizations.

1.2.1.4 Observation

Nearly twelve months were spent in Pakistan, visiting the different offices, people and
health facilities. This provided an opportunity to see how people, organizations and
facilities were organized and how they communicated with each other. This was
important because antagonistic relationships in particular are seldom documented in
writing. Nor are individuals always willing to talk openly about conflict, competition
or disagreements with others. Being able to observe some of the ‘nteractions among

the different parties was an invaluable help in understanding why certain developments
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occurred and others never materialised. In addition to the research, invitations to

observe workshops and meetings were accepted whenever possible.

1.2.1.5 Surveys

Two different surveys were conducted. The first used a structured questionnaire of
mainly closed questions to document the implementation of health policies. Because
a structured questionnaire was used, the survey focused on material evidence of policy
implementation in a sample of refugee camps, for example the presence of health
facilities, drugs and supplies or personnel. The questionnaire did, however, also
include some questions on management, in particular relationships with district,
regional and national offices as well as with UN and charitable agencies working in

the camp. Thirty camps were randomly selected and visited in Pakistan.

The second survey was of charitable agencies working in the refugee health
programme. Again a structured questionnaire was used. Unlike the previous survey of
camp health services, this questionnaire was given to the medical or health directors
of a sample of agencies to complete. A structured interview was then conducted when

the questionnaire was collected.

The data gathered from these two surveys is vast; an analysis and presentation of
individual results has, therefore, not been included separately in this thesis; instead,
the results have been incorporated into the narrative, both in making statements about

historical facts as well as in drawing conclusions.
1.2.2 International refugee health policies

The analysis of international health policies for refugees was undertaken in 1990 and
1991. Archival research, interviews, questionnaires and reviews of published literature
were again used. Questionnaires were used only for charitable agencies and have been

described previously. Written documentation and interviews were the main sources of
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information on the mandates, organizational structures, roles and activities of the UN
agencies involved in health relief and the Red Cross. Visits were made to Geneva and
New York where these agencies have their main offices, and published literature was

reviewed in London and Oxford.

The use of these methods allowed a history of the development of national refugee
health policies in Pakistan as well as international refugee health policies to be
reconstructed. In such a complex phenomenon, there is no doubt that other facts and
perspectives have been omitted, rendering the history, or in scientific parlance - the
data, biased in one way or another. In an effort to validate the findings of the national
case study, the various interest groups reviewed the summary and found it to be an
acceptable représentation of overall events. Perhaps more importantly, the summary
was complete enough to reveal relationships between the various interest groups and
policy issues of concern as well as the benefits or disadvantages of different options
for the groups involved. To date, the findings on the roles and work of the specialised
agencies of the UN and the Red Cross have only been shared with selected groups
during academic presentations; the fact that the results have been well received and
backed up by the provision of additional data are encouraging, even if such feedback

is insufficient evidence of their validity.
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as the benefits or disadvantages of different options for the groups involved. To date,
the findings on the roles and work of the specialised agencies of the UN and the Red
Cross have only been shared with selected groups during academic presentations; the
fact that the results have been well received and backed up by the provision of
additional data are encouraging, even if such feedback is insufficient evidence of their

validity.
13 An analytical framework: reflecting on policy processes
13.1 Helping or hindering national efforts?

An analysis of the case studies in Pakistan and Somalia in 19895 led to several
conclusions which extended the research to include international policies6 and which
suggested criteria for an analytical framework for the study as a whole. Firstly, it was
noted that the original aims and objectives were biased, reflecting certain assumptions
about refugees and policy-making. For example, Athey carried on the tradition of f/] _] 9
focusing almost exclusively on refugees by evaluating governmental response to
refugees in order to improve those responses. More importantly, by seeking to
understand and expose the strategies used by host governments to protect and promote
their own interests in the wake of a large influx of refugees and international aid
organizations, the purpose of the research had a sinister side to it. Such information
would clearly be of use not only to those genuinely seeking to assist the governments
and peoples of poorer nations who host refugees but also to those foreign

organizations wanting to impose their own policies.
13.2 A rational or political process?

Secondly, the original proposal assumed that national policies were statements of
intent, aims, ideals or plans of governments. Such a concept of policy is widely held
and has been articulated by a variety of organizations and individuals. For example,
the charitable agencies which had official relations with the World Health

Organization in the late 1970s defined A National Health Policy [as] an expression
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of the goals established for improving and sustaining the health situation, the priorities
among these goals, and the main directions for attaining them’”. This definition of
health policies suggests that they can be readily and easily identified, their
implementation documented and, to some extent, their impact measured. It also
suggests that the policy process ’for specifying health goals and priorities should
follow the identification and careful analysis of health problems and the country’s
socio-economic capacity to deal with them’®. Furthermore, as such, the most

influential reasons for their adoption could be deduced.

Policy as an expression of goals indicates an attempt to analyze policy rationally. In
other words, it suggests that there would be logical steps in the policy process within
which somewhat rational decision-making patterns could be identified and attributed
to the needs or demand for care or to one or many social, economic or political
interests of the groups involved. Such a popular concept of the policy process is based
on the need or demand for services in its logic’. Yet, there are other factors which
motivate institutions to provide health relief for a group of refugees, all of which
further the interests of those supplying care somewhat irrespective of the need for care
which is generated by the refugees themselves. Since the findings of this research
show that health relief for rcfugees is based less on the needs of refugees than on
those providing care, this analysis of health relief policy does not pivot around the
demand for health care which is generated by the refugees themselves; instead,
attention is focused on those who supply health relief services for refugees and
specifically the ways in which refugee health relief furthers their own institutional

interests.

The coherence of such an approach in analyzing and interpreting the findings of thesc
studies highlights that the emphasis in the original objectives on identifying influcntial
factors was naive. The factors which were found to influence policy are
comprehensive, even ’infinite’’’, and they cannot, therefore, be singled out
systematically or considered out of context. Clearly, the reality of a rational or
normative process by which policy is formulated has not been borne out by this

analytical study. It was also found, conscquently, that health policies for refugces

32



could not be studied in isolation from the surrounding social, cultural, economic and

political environment.
133 Seeking simple solutions?

Common to all of these assumptions inherent in the original proposal is an emphasis
on technical interventions or solutions and on describing policy-making rather that
explaining it. By using a more technical and descriptive focus, which it was hoped

would lead to standards of care or administrative mechanisms which could be applied

universally, the research was biased to benefit those conducting it and the
organizations who could apply it universally - the international aid organizations. This
technical and descriptive emphasis is characteristic of research and literature on
refugee health relief generally. A review of published literature on refugee health care
since 1948 found that nearly all documents were concerned with measuring primarily
the extent of specific health or nutritional problems, the impact of specific
interventions on the health status of refugee populations or, occasionally, the
management of allopathic medical services for refugees. Published literature on
national or international policies for health in response to an influx of refugees and
the associated international relief operation is scant. Specific health policies in
operation and the political processes behind their adoption are seldom stated. Insicad,
’policy’ decisions in the form of recommended technical or managerial standards and
goals are frequently suggested following descriptions of refugee health conditions and

services.

14  Policy redefined

Unlike more common perceptions of policy, which in the health sector are generally
technical or administrative in nature, this analysis will conclude that policies are the
instruments through which an environment is ordered or regulated. Policies are the
means through which power is managed. Thus, policies reflect relationships of power

and the ways in which power is used - in other words for what ends. In order to focus
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this analysis of health policies for refugees, emphasis will be given to four key aspects

of policy.

1.4.1 Analyzing the policy process

14.1.1 Refugee health relief as a historical concept

Although health and health relief are generally thought of as biological concepts, the
meaning of health and health relief has, in fact, changed over time and differs within
different cultures. This means that health relief must be considered historically as a

concept which is defined culturally, economically and politically.

1.4.1.2 Institutions and institutional relationships through which health relief

policy is created and practised

Secondly, health relief is a policy of institutions within national socicties. As such, the
analysis needs to focus on the role played by health relief for these institutions. To do
this, the institutions and the ways in which they interact with each other to formulate

health policies for refugees will be examined.

1.4.1.3 The dominant body of knowledge dictating the content of health relief
policy

Thirdly, an official discourse has been developed for refugee health relief which -
defines the roles and shapes the identity of health care providers as well as perceptions
of beneficiaries of health relief services. This discourse has institutional, political,
social and scientific implications for defining health relief problems and the ways to
solve them. In particular, it allows some kinds of knowledge which explain health
relief issues to dominate the content of policy. This analysis will look at which body

of knowledge is used to dictate the content of health relief policy.
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1.4.1.4 The experts who provide organizational and cultural leadership which

directs and legitimises health relief policy

Lastly, since the Red Cross movement of the late 1800s medical professionals have
been the providers of health relicf. Thus, medical professionals are endowed with the
authority of the institutions for health relief and are generally recognised as experts.
However, the training of these experts in specialised institutions is a process which
inculcates ideological views and values in addition to scientific or technical
knowledge. This means that their practice of health relief is also a practice of
particular political and ideological views and values. Thus, it is important to identify
and examine the group of experts who provide the organizational and cultural

leadership which directs and legitimises policy.

1.5 Thesis structure

In order to understand the international context in which health relief is given as well
as the policy environment in which the inter-governmental organizations and foreign
private charitable agencies work, the evolution of the system for health relief
worldwide is considered in Chapters 2 through 9. The formulation and practice of
health relief policies for the Afghans living in Pakistan bctween 1978 and 1988 are
then analyzed in Chapters 10 through 14. A discussion of the key policy issues and

the characteristics of the policy-making process conclude the thesis in Chapter 15.
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CHAPTER TWO
The Red Cross movement - World War I:

establishing international health relief as

a humanitarian activity of nation-states

2.1  Legacies of the Red Cross movement

2.1.1 Europe in the late 1800s

Although the Red Cross is only one of many organizations involved in international
health relief for refugees today, many current perceptions of disasters and practices
of health relief generally are legacies of the Red Cross movement of the 1860s. The
Red Cross was founded in a world very different from today. Europe was the most
densely populated part of the world, and together with Russia, it accounted for a
quarter of the world’s population'. Within Europe, peoples were divided. In central
and eastern Eufopc a wide range of ethnic groups, which differcd by language and
customs but had common agricultural lifestyles, were incorporated into threc large

empires, the Austrian, Russian and Turkish empires.

In western Europe, the British, Belgian, Dutch, French, German, Italian, Portugucsc
and Spanish empires were undergoing industrialisation. Unlike the peoples to the east,
most workers in the west were increasingly employed in industry. Growth of industry
required a large, cheap and mobile labour force which was drawn from rural areas.
The movement of large numbers of people from rural areas to urban centres meant
that cities such as Amsterdam, Berlin, Brussels, London, Paris and Vienna had
population increases of between 100 and 300 per cent in the latter half of the 1800s>.
However, unlike the Austrian and Russian empires which were slower to industrialise
or which had vast national resourccs, the needs of industry in western Europe soon
exhausted national markets and resources. Western European empires then scrambled
for colonies in Africa and Asia as new sources of cheap labour, raw materials and

markets.
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The growth of industrial economies in western Europe and North America brought
profound changes in societies and the roles of national governments. Widespread
poverty, overcrowding and appalling working conditions in cities and towns stimulated
greater governmental intervention in industry and social services in the latter part of
the 1800s, for example, in the areas of industrial legislation, education, health and
social insurance’. These same conditions which prompted governments to take action
to ensure healthy working and military populations and social stability, also acted as
a catalyst for more general discussions and activities of a humanist nature throughout

society.

Since the defeat of Napoleon in 1815, there was no war which involved all the major
powers in Europe and North America (Austria, Britain, France, Germany (Prussia until
1871), Russia and the US). But there were numerous smaller wars as empires tried to
extend their boundaries and influence and as groups of people tried to set up their own
independent homelands and states. It was during one such conflict between the Italians
and Austrians that Henry Dunant, a Swiss citizen, witnessed the Battlc of Solferino
in Italy in 1859. As a result he began a campaign to protect victims of war and to

establish voluntary relief socicties®,
2.1.2 Health relief in law

Legal rules to protect those injured during war were first advocated by the Red Cross
in the Geneva Convention of 1864. This Convention was signed initially by ten
European governments. The Convention was later revised in 1906, 1929 and 1949 to
include prisoners of war, refugees and civilians®. One-hundred-sixty-two countries had
signed these Conventions by 1985° Initially, the promotion and implementation of
these Conventions was the work of the Geneva Committee, the founding fathers of the
Red Cross. It originally consisted on only 5 members, all of whom were prominent
citizens able to volunteer their time, resources and social status to nurturing the Red
Cross movement: two distinguished surgeons, a retired army general, a lawyer active
in social work and Henry Dunant’. The Geneva Committee was renamed in 1880 the

International Committee of the Red Cross (ICRC) which continues today as a private
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committee of between 15 and 25 Swiss citizens responsible for protecting and

assisting victims of armed conflict.

Five of the ten articles of the first Geneva Convention gave neutrality to health
workers and health facilities of national committees set up to assist those wounded in
war. Ten such committeecs were established in Europe in 1863 and 1864°, and health
relief was their main activity. The designated roles and activities of these committees,
later called national Red Cross or Red Crescent societies, established a pattern of
dependency on national governments as well as an emphasis in health relief policy on

the practice of clinical medicine and surgery which continued for nearly 100 years.
2.13 Charitable agencies as conduits of health relief

The two most important relationships which the Red Cross had were with Christianity
and national governments. The relationship with Christianity was ideological, and the
relationship with national governments was political and organizational. Both ensured

acceptance of and support for health relief.

In the middle of the nineteenth century, Europe was under the influence of the
’revival’ which imposed new rigour on prevailing Christian religions, especially
Catholicism and Calvinism. In keeping with the times, the Dunant family were
’passionate followers of religious services’®, and Henry was no exception. Less than
ten years before the Red Cross was established, Henry Dunant had organised weekly
meetings ’to bring about among the youth a reawakening to the causc of God’™.

These meetings developed under Dunant’s leadership into Young Men’s Christian

Unions and later, in 1855, into a World Federation of Young Men’s Christian
Association, known today as the YMCA. The similarities between the YMCA and

national Red Cross societies were striking, both in their roles of providing assistance

to the poor or needy and in their organization as federations of national groups.

The only institutional relationship which the newly formed national Red Cross

societies had were with national governments. National societies were, and still are,
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dependent on national governments in two ways. Firstly, national Red Cross societies
can only be set up in nation-states whose governments have signed the Geneva
Conventions. Moreover, only one such society can be created in any given nation-
state; in other words, it must have a national orientation and character. Secondly,

national societies were created to ’aid the wounded should the Military Medical

Services prove inadequate’ (emphasis added)'!. Each society’s duty is, thus, 'to assist
Army Medical Services’?. To do this, each society ’shall get in touch with the
government of its country, so that its services may be accepted’™. Not only must the
government generally accept their national society, but voluntary medical personnel
can only be sent to the battlefield ’on the request or with the consent of the military

214

authorities’™. Clearly, national Red Cross societies depend on national governments

not only to be allowed to act in times of war, but to exist at all. Moreover, health

relief was originally under the control of military apparatuses of nation-states, even
though it was carried out by private citizens working for private, humanitarian

organizations.
2.1.4 Health relief: a military or social welfare concern?

Yet health relief could have been part of the social welfare apparatuses of nation-
states. In the latter half of the 1800s, nation-states werc well-established in Europe and
were increasingly developing social welfare apparatuses in addition to more traditional
apparatuses for national security (eg. the military and police), political administration
and financing (eg. systems for public administration and taxation) and economic
growth (eg. systems to enact and enforce legislation)"®. After a relatively short period
of laissez faire or non-interventionist policies at the turn of the nineteenth century,
national governments in Europe increasingly accepted health as a concern of the state
in response to the overwhelming effects and needs of industrialisation. They began to
create state apparatuses to address health needs, particularly of the working class
population. These apparatuses were first institutionaliscd in many European countries
during the nineteenth century when govémments began to provide free or inexpensive
medical services for the poor as well as public health programmes to control specific

diseases which were epidemic at the time, for example cholera, typhus and
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smallpox'®. Similarly, systems of government sponsored medical services were also
set up in the African, Asian and Caribbean colonies of many European nations at the

same time'’. Later, in the first half of the twentieth century, national systems were
created for health insurance and health services in most European countries',"”.
Clearly, health had become a priority of national governments in Europe and separate
health institutions were being created for the delivery of health services as part of the

social welfare apparatuses of nation-states.

There was a crucial difference between these national health systems and health relicf.
While national health systems addressed on-going social and economic needs, health
relief met only the needs of soldiers wounded during war. In those times, wars were
fought on battlefields by armies using firearms and seige tactics. In comparison with
wars today, they had a distinct beginning and end, and many were only of short
duration. Even at the beginning of World War II, most European governments were
expecting a decisive battle based on the military strength of participants®. In
addition, wars were fought only by able-bodied men, involving less than half of the
population. Health relief was, therefore, a temporary activity; compared with wars and
disasters today, it was only needed infrequently, over short periods of time and for a

small proportion of the population.
2.1.5 Health relief as a sub-speciality of medicine and surgery

The initial tasks of national Red Cross societies all focused on providing timely
medical and surgical care to those wounded in war, ranging from first aid to
sophisticated surgical treatments. This emphasis on medical and surgical care is not
surprising given that military medicine was a distinct occupation of the times.
Numerous wars and internal conflicts in Europe since the 1400s had led to the
development of military medicine, primarily surgical care of gun shot wounds?.
Experiences on the battleficld were complimented greatly by, and were complimentary
to, early developments in anatomy and surgery in the 1500s, physiology and chemistry
in the 1600s, and bacteriology and the natural history of diseases in the 1700s. But it

was not until the late 1800s that micro-organisms were accepted as the causes of
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disease, establishing the framework within which medical and surgical research and
practice have been based ever since. Nevertheless, by the end of the eighteenth
century, medicine in Europe generally had evolved to such a degree that during the
1800s practitioners increasingly specialised in only one part of the body or age group,
one type of disease(s) or one aspect of medical sciences (in the case of researchers
and teachers)®. This applied equally to military medicine and surgery which remain
today as sub-specialtics within the fields of general medicine and surgery.
Inadequacies of military medical services and advances in medicine and surgery
generally provided a natural focus for humanitarian health relief priorities on thg
medical and surgical care of war casualties. Medical and surgical care of individuals
wounded during armed conflict was one of the main activities of voluntary relief
agencies, especially the Red Cross. Even today, the International Committee of the

Red Cross (ICRC) continues to specialise in war surgery.
2.1.6 Maedical and surgical doctors annex the field of health relief

The application of positivist science to medicine not only had benefits for the
effectiveness of medical and surgical practices, but it also allowed doctors to take the

lead in and control of the healing professions generally. It did this in several ways.

It increased the technical effectiveness of doctors, providing a basis for
increasing public confidence in the profession. The need for research and the
teaching of medical sciences created a whole new category of academic
medicine. It united the interests of these academic physicians, who sought total
victory for scientific medical schools over less adequate ones, with the interests
of elite practitioners, who wanted to reduce production of and competition
among doctors in order to raise their income and status. The requirements of
scientific medical education strained the -esources of ’commercial’ medical
education to the breaking point, closing down many medical schools and
reducing the production of physicians. It also provided the rationale for
requiring extensive preliminary education of medical school applicants, forcing
the poorer classes out of medicine and thereby raising the social class base of
the profession. Furthermore, scientific medicine undermined sectarian
medicine, uniting most of the divided profession under the banner of
‘nonsectarian’ scientific medicine. Finally, it provided a basis for further
decreasing competition within the profession through the development of
specialization. Thus, scientific medicine helped complete the
professionalization of medicine’®.
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Not surprisingly, while the Red Cross initially accepted voluntary assistants to help
in their relief work, medical and surgical doctors were to organise and manage health
relief practice, using accepted practices and standards of medicine and surgery. Two
distinguished surgeons were members of the Geneva Committee and its successor the
International Committee of the Red Cross (ICRC). Both of these surgeons had
reputable practices as well as professional links with medical societies and schools.
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