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INTRODUCTION

“ We need an essentially new way of thinking if mankind is to survive”

Albert Einstein

It is well recognised that war and violent conflict have significant public health impact - not just on direct combatants, but on wider society. It is increasingly crucial to minimise this impact. An entire edition of the British Medical Journal was recently devoted to addressing the issue. One quote in particular summarises the vast scale of the problem:

Although each of the over 38 major conflicts that have occurred in this decade since the end of the cold war is unique, all share similar characteristics. Most blatant is that they represent catastrophic public health emergencies in which over 70% of the victims are civilians. Primarily children and adolescents. (1)

In a world of increasing communications, the effect of conflict on distant areas should not be underestimated. Precedents are set, opinions and policies formed according to what people and governments observe happening in seemingly far and unrelated lands. ‘Something must be done’ is a plea coming from many - those who suffer, those who observe, those who may actually have the power to do something. But who wants what done? What response is best, and who judges what is best? Intent, actions and effects of conflict interventions can be very subjective when seen by different eyes. Actions affect the whole situation. But can anyone ever see and understand the whole situation in the same way? How can viewpoints and reality be reconciled – whose reality counts?

To link the problem of conflicts to a problem with the way they are handled is obvious. Not so obvious is that this is a process occurring at many levels – individual, social, national and international. Not so obvious is that the wider global community plays a part – not just the regions directly affected. No war occurs in a vacuum. If one suggested paradigm of the current international response to war is to be believed, the magnitude and devastation of conflicts is sadly unsurprising. ‘Stage one: there is no problem. Stage two: there is a conflict, but doing something about it may make it worse. Stage three: too late now.

It is time for new approaches to deal with war. They are being taken, but as long as violent conflict prevails, the approach has not been found. It is vital to keep learning - not merely for regional, but for global peace and security. If, 20 years ago, the average Yugoslav had been told that their country would collapse in one of the bloodiest wars ever known, he/she would have laughed and dismissed the story as a sick joke. For regions currently at peace, it is a joke not to be repeated.

(1) BMJ Vol. 319 Saturday 14 August 1999
WHY THE SEMINAR?

‘Multi’ is the essence of public health - a multi-disciplinary, multi-faceted approach to a problem. Even a multi-perspective definition of health itself! Too often, good schemes and ideas are written off as ineffectual because they were tried in the wrong context or without appropriate back-up. There is a danger of either using ‘last-resort’ options (those with the most severe adverse side-effects) too early, or dismissing a situation as simply insoluble. 

The principle aim of the ‘Learning from Kosovo’ seminar was to apply a wide outlook to violent conflict, bringing together key decision-makers including government officials, military, public health specialists and peace researchers, to share perspectives:

· To explore responses to potentially violent and violent situations by focusing on management of conflict with particular reference to the health, social and economic implications of interventions. 

· To attempt this by using a public health model which describes different stages at which interventions can potentially be made:

~  pre-conflict outbreak – primary interventions

~  post-outbreak – secondary interventions

~  dealing with after-effects – tertiary interventions

· To consider who does what best. In particular, to recognise the increasing part that external (as opposed to direct combatant) military forces play in a war situation. 

· To explore their role and interactions with others in the situation. 

To this end, five participants gave brief presentations (see below) followed by questions and comments. Then there was a lengthy general discussion.

WHY MEDACT?

Medact is an organisation of health professionals challenging social and environmental barriers to health world wide. It highlights the health impacts of violent conflict, poverty and environmental degradation, and acts with others to eradicate them. Its members have worked in and have contact with recently troubled areas of the world including Rwanda, Russia and the countries of the former Yugoslavia. For the past five years, members of the Violence, Conflict and Health Working Group (VCH) have been active in the latter region as an implementing partner in the Unicef Psychosocial Programme.

Medact has been developing a public health curriculum of global health studies now used by several leading UK medical schools. At University College London and St George’s medical schools, Medact-linked student groups are the biggest and most popular societies. Many of these students are tomorrow’s volunteers for development and humanitarian relief organisations working in conflict-ridden areas. 

There are two main reasons why Medact’s VCH Group organised this meeting:

1. With members currently in areas where conflict exists, and those who will be there in years to come, it is vital to increase the organisation’s understanding of conflict, how it arises, and how ensuing problems may be addressed;

2. As an organisation of health professionals, Medact also observes that the current debates on conflict are dominated by political concerns. Through advocacy, education, and events such as this seminar, Medact wants to extend the analysis and debate to consider the public health impacts of conflict and violence.

PRESENTATIONS

1. Observations from the field

The speaker, a former member of the OSCE Bosnia and Kosovo Missions, looks at the effectiveness of different kinds of intervention.

· Non-armed interventions

(eg European community monitoring mission in Bosnia 1992 and Kosovo Verification Mission), involving deployment of unarmed observers into active conflict areas – ie ‘attempts to stabilise patient’ in order to allow political dialogue to develop

~  can be argued that such missions failed, ending as ‘fire-fighting’ efforts in situations where unless the intervention is hard and heavy, little can be achieved

~  but danger of wrong lessons being drawn – temptation to write off ‘softer interventions’. Given different political constraints, different results could have been achieved

~  a place for softer interventions (eg in Chechnya) in areas where ‘hard and heavy’ deployment is not a realistic option.

· Difficulties presented by the need to operate in ‘rebel’ areas

~  appeals to ‘common principles’ eg humanitarian and international laws not always recognised

~  access becomes more a question of horse-trading and bargaining.

· Concerning local medical staff/infrastructure

~  most international organisations coming to an area of conflict/complex emergency need to make use of local medical staff and infrastructure

~  in many complex emergencies, availability of adequate number of trained local personnel is limited. Being better educated and having better foreign language skills, they have more opportunities and can be among those who leave.

~  those remaining face many problems: lack of motivation; burnout; long periods of intense unpaid/poorly paid work.

~  some local medical staff/local humanitarian organisations can be highly politicised.

~  in situations where the state is weak or failed, the legitimate health authorities may try to reassert themselves by placing bureaucratic hurdles in the way of non-governmental organisations (NGOs). Up to a point, this has to be respected.

· Security considerations for local staff or international organisations

~  often overlooked

~  through their work with international organisations, local staff may cross ‘enemy’ front lines and visit areas and people otherwise inaccessible. Such exposure may make them prime targets following withdrawal of the international body.

~  any organisations which espouse humanitarian principles have an absolute moral obligation to protect staff put at increased risk through their activities.

· The public health ‘free for all’ in complex emergency situations

~  problems created by each organisation/NGO concentrating on its own programme to the detriment of overall long-term reconstruction.

~  continual surveys and duplication of effort (many international NGOs trust only their own data) leads to lack of credibility amongst local populace. Citizens of Sarajevo, subject to endless research and data gathering, often wondered whether they were guinea pigs in some bizarre experiment. Data gathering needs to be accompanied by concrete actions/assistance.

~  intra-group, internal divisions can often be an issue in adequate co-ordination. It is important to be aware of divisions in order to be able to work with the various groups. 

Eg Pale vs Banja Luka factions within republika Srpska; 

     differences in outlook of rural vs urban doctors in Kosovo

· Co-ordination between humanitarian organisations in complex emergencies

~  a high degree is required but seldom achieved

~  local organisations are often unable to carry out co-ordinating role. UN organisations can initially be preoccupied with establishing themselves

~  by the time real co-ordination begins, many resources and funds have been lost.

· Media and humanitarian intervention – danger of journalism of attachment

~  an obstacle towards clear impartial comprehension of conflict and its root causes

~  arguably may confuse situation, leading to distortion of priorities

~  government responses towards media-generated public concerns may lead towards appearances of action rather than real action

~  humanitarian aid becomes palliative substitute for firm political action and commitment to end conflict.

· Interdisciplinary approach

~  complex emergencies demand complex toolbox to address multitude of problems

~  essential to success of humanitarian interventions

~  human dimension aspects include work in fields such as democratisation, elections, reconstruction and human rights

~  importance of policing – if get that right, other things fall into place

(but, unlike military, there are few spare police battalions waiting to be deployed to help in troubled areas)

· Military and humanitarian work

~  often (but not always) best humanitarian organisation due to much under-recognised but critical areas of expertise, eg road building

~  military has made huge strides in improving civil-military interface – eg security briefings to NGOs which have saved many lives.

~  suspicion of the military’s role in humanitarian intervention, especially among NGOs

~  the Mogadishu line ~ the dangers of over-involvement

2. Some implications of the Kosovo war

The speaker, an academic expert in conflict resolution, looks at the implications of military intervention.

· How would the Kosovo intervention have been seen from different cultural viewpoints in different parts of the world? Eg Moscow, Beijing?

~  important to acknowledge/ consider this

~  view that west will take action only when it is in foreign policy interest to do so. Genuine humanitarian concerns are secondary.

· Early responses

~  role of OSCE now increasingly acknowledged. Presence of international observers did limit atrocities.

· Escalation of Nato military intervention

~  stated aim of intervention at start:


to stop ethnic cleansing and ensure withdrawal from region of Serb military

~  initial effect of intervention:


increase of paramilitary activity leading to increased population movements.

· Viewpoints

~  genuine belief that air action alone would stop conflict

~  some commentators saw aim as being to stop/assert superiority over last of cold war powers

~  concerns over action not being UN sanctioned.

· What motivated Milosevic eventually to back down?

~  impact of bombing?

~  failure to maintain support from Moscow?

~  effect on Yugoslav economy?

    ($60 billion damage. Yugoslavia now poorest country in Europe, behind Albania).

· Effects of Nato intervention

~  Serb military did withdraw from Kosovo, and Kosovars who had been forced to flee were able to return to province

~  a new wave of refugees, this time ethnic Serbs

~  problems of post-conflict peace-building in Kosovo

~  tensions in Montenegro, Macedonia and other neighbouring states

~  precedent for future actions – what of Chechnya?

~  sad reflection on attitudes to European security that OSCE has so few resources.

Questions and Comments

‘What of indictment of Milosevic for war crimes at Hague Tribunal? 

~  Can it be seen as further evidence of anti-Serb bias?

~  Hague Tribunal initially hardly recognised. But by time of Kosovo conflict, threat of being ‘reported to the Hague’ was enough to make at least one group of paramilitaries pause before action.

3. Roots of conflict – breaking the cycle

The speaker, with experience of conflict prevention, reviews different means of breaking the cycle of violence.

· Is Nato action of ‘heavy’ approach only way of dealing with violence?

~  crucially, how has it influenced the cycle of violence? 

· Alternative models of action – 

~  eg South Africa – Mandela’s concept of ‘unity of nation depending on forgiveness, facing up to truth on all sides’

~  Truth and Reconciliation Commission (TRC) as formalised process where victims and perpetrators explore own personal experience of violence

~  imperfect system, but one being refined with experience

~  15 former TRCs effective in South America in breaking cycles of violence:

· Other ways of tackling violence

~  early warning indicators

~  local peace groups – standing up for human rights and democracy at ground level, eg Centre for Peace, Non-violence and Human Rights in Osijek.

~  modes of action: reporting and documenting violence; use of women’s groups; involvement of spiritual leaders; use of information technology, including internet, to establish dialogue and communications.

·  The cost of war – in Kosovo/Serbia:

~  Nato bombing cost $4 billion


~  rebuilding will cost $20-30 billion

· What else could have been done with the bombing money?

~  The unarmed OSCE Kosovo Verification Mission (KVM), 1300 monitors, cost $50 million


~  Effective grassroots mediation would have cost at the outside $100 million


~  A Truth Commission would cost max. $25 million


~  Support for democratic groups would cost max. $3 million

Questions and Comments

Is the approach applicable in all situations, eg when Milosevic/the abusing government is still in power? 

Are Truth and Reconciliation Commissions tolerated only as long as they are ineffective?

4. Peace Support Operations (PSO)  
A military officer described the multifunctional operations conducted impartially in support of a UN or OSCE mandate involving military forces and diplomatic and humanitarian agencies. These are designed to achieve a long-term political settlement or other conditions specified in the mandate. 

· PSO include 

~ peace-keeping (PK) 

~ peace-enforcement 

~ peace-building 

~ humanitarian operations. 

· Their ultimate aim is a self-sustaining peace – ie a healthy patient

· PSO doctrine is designed to offer approach more constructive than traditional PK doctrine but less destructive that war fighting. See hypothetical PSO on diagram above (from UK PSO military manual) 

~  The three phases could be better viewed as cyclical, as in Sierra Leone. 

1. Engagement with indigenous population 

~ generally comes from development community. UK Department for International Development (DFID) has budget of over £2b focused on preventative and peace building activities. 

~ causes of conflict generally considered starvation, poverty and competition for scarce resources. 

2. PSO doctrine addresses symptoms of crises, in terms of human rights abuses 

~  human rights monitors will deploy. 

~  military already engaged in posturing to support diplomatic preventative strategies and in security sector reform programmes, probably jointly with DFID and the Foreign and Commonwealth Office (FCO).

3. Positive political engagement and military deployment.

~ often prompted by the media 

· Need for entry as well as exit strategy 

~  to ensure military activities in pursuit of shorter term objectives do not destabilise longer term aspirations of development and diplomatic communities.

The case of Kosovo

· Role of KFOR 

~  part of multifunctional operation involving array of agencies. 

~  has tried to develop integrated strategy to address both causes and symptoms of problem. 

~  will only work so long as commitment to long term development plans can be sustained and political will remains to address Kosovo from regional perspective.

· Big lesson for KFOR 

~  we need not just joint doctrine but fully integrated doctrine harmonising activities of all departments in Whitehall and Cabinet Office, including level at which operations are planned and conducted. 

~  Joint Doctrine and Concepts Centre (JDCC, set up last year by Lord Robertson as part of Ministry of Defence) could start process that may eventually lead to such integrated doctrine.

5. The military in humanitarian intervention

A member of military medical staff reviews the pros and cons of military intervention in complex emergencies

· The PSO framework (see diagram on page 9)

· What military are good at:

~  logistics; building refugee camps; providing and distributing food; primary health care; command and control infrastructure

~ plus as favourably perceived by NGOs – manpower flexibility; intelligence gathering; medical support

· What military are bad at:

~  cost of operations; short mission duration; limited contact with host nationals; seen to be with arms; may be seen to have different agenda; perceptions and suspicions of NGO community eg new actor taking more funding

· Complex emergencies – the military view

~ deliberate political and military intervention against economic targets, producing food insecurity and deliberate infringements of human rights leading to famine and displacement

~  38 major conflicts this decade represent catastrophic public health emergencies

~  high levels of violence and disruption of state infrastructure

~  risk of armed opposition to Peace Keeping forces.

· Future progress

~  evidence based on best practice

~  joint warfare courses

~  developing policy focus within MOD eg in disaster relief training for future operations


but:


~  not becoming primarily an aid organisation.

Questions and Comments

Must be clear military are not trying to take over from humanitarian community. But soldiers can bring calm, organisation, command and control to eg refugee camps. 

Some NGOs prepared to take more risks with own safety than military are.

Problem of ‘short termism’.  Military come in and leave after 3 months and may disrupt community behaviour.

DISCUSSION

· Changed nature of conflict 

~ 55 years into era where total destruction is a real possibility. Is evolution of human wisdom   fast enough for us to control own destructiveness?
~ conflict less likely to be inter-state, more likely to be internal 

~ human action affects global environment

~ problems of rich/poor divide 

~ self-interest is important and a potential source of wider political tensions 

· actors are choosy about wars they get involved in (‘wars of discretion’ pace Freedman).

· (Inconsistencies may lead to a hollowness when claims are made to be following moral/humanitarian agendas)

~ entering an era of asymmetric warfare – weak action can have great effect.

~ ‘by late 1990s over 35 million refugees and internally displaced people around the world.’ 

· Need a new response – a better way to treat underlying causes as well as symptoms

~ need to evolve concept of security, taking into account root causes of violence and conflict.

~ enlightened self interest – recognising the longer term agendas – is a way forward

~ analyse and respond to potential sources of tensions 

e.g effects of overpopulation, rich/poor divide, climate change, drought. 

~ need an effective early warning system.

~ new strategy that policy masters will adopt and Treasury will fund, to show that conflict  

prevention and peace building can work

~ confidence building measures important, eg ASEAN regional forum 

~ DFID task to address human rights and social exclusion issues

~  issues of equity and education paramount

~  US believes in ‘liddism’ - whereas need is to look at causes of the ‘heat’ rather than just putting the lid on, ie generate doctrine to manage next crisis using holistic approach on case by case basis.

~  need period of long term thinking – Downing Street has only just started. 

~ strengthened international law

~ will and resources to implement it.

· Role of health professionals    

~ medical sector valuable in raising health and human rights agendas within politics.

~ teaching about human rights in the community

~ hospitals and health centres could be sources of reliable data in and on conflict situations. 

~ training and increasing awareness of the wider determinants of health.

- Physicians for Human rights holding workshops and training for doctors in Kosovo.


- education of women as well recognised factor in significantly improving health.

· Role of health and other indicators in pre-conflict/ conflict monitoring
~ could health indicators of conflict be used e.g  like doomsday clock for nuclear war, to see when situations become critical? 

~ could organisations like IPPNW collect data at local level?

~ dissemination of data which already exists:

· WHO information could be analysed and reused eg on the internet relating to mortality/morbidity statistics [Talk to new Director General of Euro Region].

· UN Security Council indicators – these now include intelligence.

· declassification and publication of Government data on humanitarian threats. 

· much data already available on environmental indicators of conflict.

~ sharing knowledge: 

-     both with and within Whitehall.

· by those running DFID programme.

· In the public domain / within the NGO (non-governmental organisation) sector.

~ increase discussion and debate of indicators and appropriate responses:

· role of the media.

· greater political will 

· ‘truth’ in the public consciousness.

~ political and military objectives to consider health impact as the primary outcome measure.

- ‘success’ defined by current criteria can often be disastrous in terms of public health. 

~ start with tertiary to get people to look at primary 

· New role for the military 

~ new paradigm of military responses to conflict 

-     medical and humanitarian considerations

· environmental considerations

· cost effectiveness considerations

~  JDCC - help enable integrated doctrine and contingency planning by:

setting up group

providing register of successful primary intervention measures with costs and contacts 

· liaise with Centre for Defence Studies to steer academic work 

· create intersectoral research fellowships for military personnel/public health students

· Fostering intersectoral approach to conflict

~ research

~ communications and liaison

~ share perspectives

~ publications
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