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Foreword 

The concept of health as a bridge for peace emerged in the eighties with the negotiation of 
cease-fires to allow vaccination campaigns in Central America to take place. This first 
initiative, developed by the Pan American Health Organization, was gradually 
integrated into WHO’s health policy guidelines. Promotion of health and peace, 
prevention and mitigation of violence as well as rehabilitation and peace building are 
all based on the principle that health can transcend political, economic, social and 
ethnic divisions, thus instituting itself as a privileged bridge for peace. 

This principle Leslie Gonzales proposes to question in her stimulating study 
upon the role of health in a postconflict situation, that of Eastern Slavonia. Having first 
played an active part, as a representative of UNICEF from 1996 to 1997, during the 
period of the United Nations Transitional Administration in Eastern Slavonia, she 
returned to the region a few years later to undertake a field mission, this time in the 
position of a more distant observer. This approach and the collected data yield their 
full potential in a subtle analysis which enables us to grasp the impact, on the long 
term, of health strategies upon rehabilitation and reconciliation, from the institutional 
point of view as much as from that of the social actors. 

Is the health sector so automatically neuter and pre-eminent? Does it gain the 
immediate humanistic approval of all conflicting parties and health personnel? In this 
critical perspective, the author examines both the limits and assets of health as a bridge 
for peace, reaching the conclusion that health cannot substitute itself for the political 
dimension if a long-term peace process is to be achieved. 

 

Françoise GRANGE (iuéd) 
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Acronyms and Abbreviations 

BiH  Bosnia and Herzegovina 

CDR  Croatian Danube Region 

CHE  Complex humanitarian emergency 

EHA  Emergency and Humanitarian Action (department of WHO) 

EUMM European Union Monitoring Mission 

FRY  Federal Republic of Yugoslavia 

HBP  Health as a Bridge for Peace 

ICRC  International Committee of the Red Cross  

JIC  Joint Implementation Committee  

JNA  Yugoslav People’s Army  

MIC  Mass Immunization Campaign 

MoH  Ministry of Health  

MPLA Movimento Popular de Libertação de Angola – Popular Movement for 
the Liberation of Angola 

MSF  Médecins sans frontières 

OLS  Operation Lifeline Sudan 

OHCHR Office of the High Commissioner for Human Rights 

OSCE  Organization of Security and Cooperation in Europe  

PAHO  Pan American Health Organization 

SNV Serb People’s Council 

UNAVEM United Nations Angolan Verification Mission 

UNHCR United Nations High Commissioner for Refugees 

UNICEF United Nations Children’s Fund 

UNTAES United Nations Transitional Administration in Eastern Slavonia 

UNITA União Nacional para a Indipendência Total de Angola – National Union 
for the Total Independence of Angola 
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Introduction 

Development activities in postconflict environments necessarily require efforts toward 
reconciliation, particularly, as we shall see further on, when the warring parties must 
coexist in the same state. While this is also important in interstate wars, national 
boundaries serve to separate foes, creating a less urgent demand to learn to live and 
work together. While underlying resentments must still be addressed in order for 
states to be able to function as good neighbors and eventually enter into political and 
economic agreements, this not of pressing importance in the wake of the conflict. On 
the other hand, in the aftermath of intrastate conflict, the state stands a better chance of 
recovery and can perhaps more easily start moving toward rehabilitation and 
development if direct efforts toward national reconciliation are undertaken. Without 
such efforts, countries in the process of rehabilitation risk creating an environment ripe 
for future conflict, thereby rendering discord and strife sustainable rather than 
rehabilitation and development. Indeed, aid agencies and governments alike have 
come to recognize that reconciliation is a critical determinant for the successful 
reconstruction and rehabilitation of war-torn societies. Accordingly, international aid 
organizations have attempted to use “neutral” or mutually beneficial topics to initiate 
dialogue between conflicting parties in the hope that such discussion will lend to 
confidence building and, eventually, reconciliation and lasting peace. 

It is with this notion in mind that health organizations concluded that the 
universality of health, or the fact that health affects everyone, may allow for its use as 
an issue capable of fostering impartial discussion among adversaries. The hope is 
partly that such dialogue will contribute to the peace process by building bridges 
between health professionals (who, of course, also affect their communities), and partly 
to democratize the peace process by opening it up to levels other than traditional 
senior-level diplomacy. 

Objective and Rationale 

The objective of this paper, then, is to provide a critical assessment of the use of health 
initiatives as tools for peace building and diplomacy. Crocker and Hampson (1996) 
have affirmed the importance of using multitrack diplomacy, a strategy that inherently 
includes peace-building approaches in addition to diplomatic efforts, to encourage 
peace. Can healthcare offer one such track? Analysis of how health-to-peace initiatives 
can be effectively used and of the role of health workers and the international 
community in conflict environments is necessary for eliciting effective ways of 
brokering an end to violence. 

This research effort stemmed from my curiosity in the results of the United 
Nations Transitional Administration in Eastern Slavonia (UNTAES) strategy, which, as 
it pertained to the health sector, was combined with WHO’s health-to-peace approach. 
As a representative of UNICEF in Vukovar from 1996 to 1997 I was able to assume the 
role of a sort of secondary participant in the reintegration of the health sector. The 
health meetings, involving both sides (Croats and Serbs), never transpired as civilly as 
I had imagined based on my understanding of the principles of health-to-peace 
initiatives. Nevertheless, I noticed that the possibilities for health initiatives to improve 
not only the community and the health system, but also relations between former 
adversaries certainly existed, given time. Thus, I returned to the region in spring 2001 
to investigate the present situation and to see how the health-to-peace strategy has 
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affected the health sector. Furthermore, my work in the humanitarian field has 
underscored the intricate connection between health and peace, as health naturally 
becomes a casualty in times of strife. For this reason, it is important to explore this 
linkage in an attempt to deal with and eventually resolve conflicts and complex 
humanitarian emergencies. 

Structure 

Following this introduction, chapter 1 examines the changing nature of conflict which 
has in itself called for more democratic or participatory approaches to address violence 
and its outgrowths. Intrinsic to this chapter is a discussion of humanitarian 
emergencies and the role of the World Health Organization (WHO) in such 
catastrophes. By contextualizing conflict and the interests of WHO in emergencies, we 
then understand how notions linking war to health were arrived upon. This will then 
lead us to chapter 2, which is an exploration of the linkages between health and peace 
as well as of the WHO concept of health as a bridge for peace. Next, moving from theory 
to practice, chapter 3 assesses several health-based strategies that can potentially 
encourage peace. In this chapter the concept of multitrack diplomacy will be 
introduced as well as the role health may have to play in this strategy. An analysis of 
one of the practices of health as a track of diplomacy, humanitarian-brokered cease-
fires, will also be discussed. Another of its practices will be analyzed in the case study 
of the following chapter. Although the case study of Eastern Slavonia is also an 
example of a health-based strategy to encourage reconciliation and peace, albeit in the 
long-term, its length required that it be assigned its own chapter. For this reason, 
despite its close association with chapter 3, multitrack diplomacy’s longer-term 
capability will be analyzed in chapter 4. Using WHO’s role during the 1996–1998 
mission of the UNTAES as a case study and the core of this thesis, I will explore the 
theoretical rationale for employing, and in some cases institutionalizing, health-to-
peace initiatives while focusing on actual applications. In this way, the opportunities 
for and the impact of health initiatives on rehabilitation, as well as its capacity to help 
calm or assuage conflict during wars, armed conflict and complex humanitarian 
emergencies (CHEs) can be evaluated in the conclusion. 

Methodology 

This contribution is based on research of existing literature as well as field research in 
Croatia undertaken in May-June 2001. Since my goal was to get more information on 
the practical aspect of the concept of health as a bridge for peace, I wanted to profoundly 
assess a specific case that could shed light on the efficacy of health-to-peace initiatives 
as well as the ways they can be implemented. Four years ago, as an insider, I was able 
to reap the benefits that came with being in the loop; contrarily, my recent follow-up 
research in Croatia placed me squarely in the role of outside observer, far away from 
what is ensconced in the current loop. Undoubtedly, these dual roles have colored the 
information I gained during my mission with UNICEF as well as during the field 
interviews I conducted in spring 2001. In this way, they have offered me two distinct 
perspectives. 

On this last field assessment I sought to examine the effects and perceptions of 
WHO’s role, their use of health as a catalyst to reconciliation and the efficacy of their 
action. I gained most of my information from meetings with health professionals in 
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hospitals and clinics, in addition to general information obtained from the 
Organization of Security and Cooperation in Europe (OSCE) and the European Union 
Monitoring Mission (EUMM).1 I also spoke with non-health workers2 to gain a clearer 
understanding of the general mood in the region which also contributes to hospital 
relationships. All interviews took the form of informal conversations and were based 
on comprehensive open-ended questions.3 Of course, many of the questions were 
never posed, as their response had already been elicited from another question. 
Questions concerning the intricacies of the health situation were not posed to non-
health workers. 

                                                        
1 There is no longer a UN mission presence in Croatia. These two organizations represent the major 

international presence in Eastern Slavonia. 
2 These were people living in the neighborhood where I was staying and some I met in cafes. 
3 See annex 2 (p. 61) for questions. 
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Chapter 1 – Setting the Stage: Conflict, Emergencies and WHO 

Evolution of Crises 

As this thesis examines a peaceful and peace-promoting approach to crisis 
intervention, an examination of how conflict has changed and how it manifests itself 
today is essential to contextualize the subject matter. We will see below that trends of 
conflict since 1945 are related to today’s conflicts, which often result in complex 
humanitarian emergencies and require attention from aid organizations. We will also 
observe that there is a certain discord in characterizing and defining civil unrest as 
conflict or war, thus indicating that the study of the issue itself may not always be 
neutral since it is affected by how one views history.  

Though it is commonly asserted that the number of conflicts has been increasing 
since the end of the Cold War, it would be more precise to make the same observation 
with the beginning of the Cold War as the starting point. Not only has the number of 
states at war been increasing steadily since 1945, but between the end of World War II 
to 1990 there were also periods of grave conflict and instability. Ruffin (1999), from the 
Institut des relations internationales et stratégiques, points out that there have been three 
periods of international instability since 1945, all of which were marked by initial 
stages of mounting instability followed by phases of relative stability. 

First, 1945–1950 marked a period of instability due to changing postwar political 
alignments resulting in East-West bipolarity. During this shift of international order 
“conflicts multiplied (on the European continent, along the arc of containment, in the 
decolonization zones)” (Ruffin 1999, 16). Second, from 1960–1965 instability flourished 
with: the breakdown of Sino-Soviet relations, East-West competition for Third World 
states, armed conflict in Africa, the Cuban revolution, resumption of war in Vietnam 
and US domination in Latin America resulting in coups and conflict. Last, during the 
period of 1975–1980, Ruffin contends that the pullout of the US from Vietnam 
“signaled a major decline in the power of the West” (p. 16). Also, there were serious 
revolutions in both northern and southern Africa, the Iranian revolution, the fall of 
Somoza in Nicaragua, the invasion of Cambodia, and conflicts in many other countries. 
These phases of instability can be owed, to a greater or lesser degree, to Cold War 
order. The prevention of further conflict during these periods can be partially 
attributed to the conflicts themselves since they provided focal points or outlets for 
hostility, allowing states to propagate their foreign policy by supporting one side in a 
conflict over another. 

The end of the Cold War also prompted the end of this kind of model. Even 
though violent conflict and war had been on the rise since 1945, the nineties marked 
their acceleration as well as a change in pattern. As has been the case since 1945 almost 
all of these wars and armed conflicts have taken place in developing countries (Ayoob 
1996; Holsti 1991; Luard 1986), yet the difference introduced in the nineties was that 
the number of wars between states decreased while the number of intrastate conflicts 
soared. Intrastate conflict or internal war denotes a situation where two or more 
significant groups are fighting within a country, even if neighboring or other foreign 
countries are somehow contributing to the hostilities (Stewart et al. 1997). Such 
conflicts are referred to as civil wars or guerilla wars. 
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According to Holsti (1991), whose figures are considered conservative,4 between 
1945 and 1989 only 2 out of 58 wars or major armed conflicts took place outside of the 
developing world. Luard (1986), less restrictive in his definition of war and major 
armed intervention, counted 127 wars between 1945 and 1986. Out of these Europe 
accounted for 2, Latin America 26, Africa 31, the Middle East 24, and Asia 44 (Luard 
1986). These figures are curious for two reasons. First, the gap between Holsti’s and 
Luard’s figures (Holsti’s 58 compared to Luard’s 127) for nearly the same period of 
time is particularly stark, indicating that each one is working from a distinct starting 
point or profile of conflict. Second, Luard’s figures vividly place the concentration of 
conflict in, for the most part, developing areas. Seemingly, this could indicate an 
inherent instability or proclivity toward violence in certain areas. Ruffin’s synopsis of 
conflict, however, reveals that tenuous East-West relations and struggles against 
imperialism account for most of this type of interstate conflicts. Nonetheless, it is 
curious that former Cold War tensions were able to both instigate wars and at the same 
time control them.5 Significantly, however, in the nineties and today, such past–Cold 
War interventions often play a important role in conflicts in the South. 

The concentration of conflicts in the developing world prevails today, but since 
the nineties they have taken on an internal nature. The 1993 SIPRI Yearbook reveals 
that of the 30 major armed conflicts in 1992, almost all were in the developing world 
and only one was interstate. The types of conflict in the developing world were either 
those challenging the legitimacy of the government or those challenging the legitimacy 
of the state, thus seeking secession in the case of the latter (Amer et al. 1993). Here we 
see the beginning of an acceleration and prolongation of conflicts in a developing 
world that appears to be increasingly explosive. By the mid-nineties there were 32 
wars and 69 armed conflicts taking place (van der Heijden 1997) throughout the world, 
though almost entirely in developing countries. This can be partially explained by the 
remnants of “cold” East-West tensions manifesting their warmer variety on frontlines 
in the South. In this way, when the “proxy battlefields of the Cold War” began to 
diminish, local conflicts, whose existence can often be – at least to some degree – 
attributed to Cold War politics, have had room to flourish (Macrae 1995). Similarly, the 
end of the Cold War had little influence on the effect of the more subtle “well-
intentioned” assistance in the form of monetary aid, development aid as well as 
military interests. For example, IMF structural adjustment programs introduced in the 
former Yugoslavia, coupled with US strategy seeking to lure Eastern Europe from the 
Soviet Union as well as early German recognition of northern republics, strongly 
affected the notorious internal conflicts that now characterize the Balkans. 

Finally, the staggering armed conflict and war figures from the mid-nineties 
reveal the increase of the number of chronic lower intensity conflicts that elude 
resolution since the end of the Cold War (Duffield 1994). Furthermore, whereas 
previous armed conflicts tended to be pre-independence liberation struggles 
predominantly aimed at the creation of a state, recent conflicts are characterized by the 
collapse of the state and its dissolution into anarchy (Surhke in Duffield 1994; Forester 
1999). As has been the situation for the former Soviet republics, the Caucasus, Central 
Asia, and as we will see in the case of the Balkans, the emergence of ethnic 
antagonisms6 can be linked to experiences with imperialism and arbitrary boundaries, 
                                                        
4 His figures are deemed conservative because of his restrictive criteria for determining whether violent 

outbreaks can be considered war or major armed intervention. 
5 I recognize completely that my notion of controlling conflict may be vastly different from that of non-

Westerner. 
6 This is not to say that these ethnic tensions had been lying dormant waiting for the opportunity to leap 

from latency. As is often the case in civil and so-called “ethnic” conflicts, a myriad of other social and 
political factors can influence leaders to manipulate an already precarious situation by finding suitable 
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often sketched by external powers, both of which contribute to a lack of unwavering 
societal cohesion. Such conflicts frequently involve a hodgepodge of groups struggling 
for attention, territory, and respect for their ethnic or religious identities. In most cases 
these kinds of wars are fought specifically targeting the population as well as civil 
infrastructure. This type of conflict, which is not focused on fighting between soldiers, 
often leads to complex humanitarian emergencies. Here, we begin to see why public 
health and conflict are so intricately linked. The conflicts of today seriously jeopardize 
the health of communities and individuals because the latter have become the primary 
targets. 

Emergence of Complex Humanitarian Emergencies 

Stiefel (1999) describes disaster as the result of a breakdown of economic, sociopolitical, 
nutritional, or ecological equilibrium within a region or state. Disaster can be either 
natural or human-made, though, particularly in the case of a man-made catalyst, the 
disruption of one of these sectors may give way to increased stress on or collapse of 
another sector, thus leading to a complex humanitarian emergency. CHEs, or complex 
political emergencies as they are also called, refer to countries, regions or societies 
where there is significant or total breakdown of authority resulting from internal or 
external conflict. Lack of authority and security which give way to human rights 
abuses, as well as massive displacement are characteristic of CHEs. Severe disruption 
of infrastructure and of the economic system are also likely to occur, overwhelming the 
normal coping capacities of the affected population and leading to the breakdown of 
life as the population once knew it. Certainly, these individual characteristics can 
manifest themselves in other types of emergencies; however, it is their accumulation, 
or multicausality that identifies them as CHEs. If intervention is sought and deemed 
appropriate, such situations require a multifaceted international response with 
diplomatic, peacekeeping (military) and civil affairs components. 

Despite the humanitarian world’s notorious penchant for institutional jargon, it 
is worth pondering the objective of using the phrase “complex humanitarian 
emergency.” Is the rather ambiguous term CHE simply used to connote a compound 
crisis situation, or is there also a political implication at stake? In fact, it seems that 
rather than denoting concepts or ideas in themselves, much of the jargon in the field of 
humanitarian action or development assistance is based on connotative association or 
the agile use of semantics to avoid the politicization of an issue. International agency 
reticence to declare a situation a war or armed conflict is convincing evidence of the 
latter. Perhaps political sensitivity toward identifying civil unrest as war or armed 
conflict has led to the use of more ambiguous, albeit cautious language. Whereas 
naming organized political violence “war” or “non-international armed conflict” may 
seem to offer support or recognition to one side over another, the use of “CHE” has 
little legal significance; thus it is less politically sensitive. Such semantics allow 
agencies to retain a more or less neutral appearance, granting them greater access in 
countries that may be split into government-held and second or third party-held zones. 

Should a peace agreement be reached during a CHE, the relationships between 
ethnic and religious groups, human rights, and the root causes of war are all necessary 
considerations. During transitional periods, approaches that infuse these 
considerations into community level projects, while emphasizing social mobilization 
and reconciliation, are critical for the rehabilitation of war-torn communities. 

                                                                                                                                                                   

scapegoats for their electorates. What is called “ethnic conflict” is often a more complex mixture of 
interests, economics, differences and politics. 
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Postconflict 

Transitional periods, which refer to the period after peace agreements between 
adversaries have been signed or when one of the warring parties has either been 
defeated or concedes to its inability to continue, are fragile indeed. Kumar (1997) 
maintains that this phase is over when political order and stability have to some extent 
been restored, most terms of peace accords have been met, and a functional 
government is in place. This period is envisioned to mark the end of armed conflict and 
hostilities and the instatement or reinstatement of political normality. Ball and Halevy 
(1996) point out that in some countries civil wars end with negotiated settlements 
rather than clear victor, giving the peace process four phases: negotiation, cessation of 
hostilities, transition, and consolidation. When one party triumphs, the phases of the 
peace process may not be as clear-cut, but the problems that must be overcome are 
similar. It should not be assumed, however, that tranquility and stability always follow 
transition phases (Kumar 1997). The examples of Afghanistan, Angola and Rwanda, 
among a myriad of others, accurately illustrate this point. Nevertheless, during the 
transitional period it is favorable to begin efforts toward rehabilitation and 
reconstruction. 

In literature on disasters and postconflict, reconstruction is often used to refer to 
the reparation of physical and social infrastructure, while rehabilitation connotes the 
restoration of civil society or of entitlements of communities and their people who 
have endured suffering (Carbonnier 1998). Nonetheless both terms, in addition to 
rebuilding, are often used interchangeably to refer to efforts to rebuild political, 
economic and social structures, though not necessarily replicate their precrisis model. I 
am in favor of complying with the denotative meaning of rehabilitation, “1. restore to 
effectiveness or normal life by training etc., especially after imprisonment or illness” 
(Oxford Reference Dictionary 1998). As I do not use the word to imply restoring 
something to its previous form, but rather to discuss the reorientation or 
(re)establishment of social institutions in order to restore and revive the community, 
thus leaving reconstruction and rebuilding to refer to physical restoration. 

Weak political systems often give way to societal discord and public uprisings. 
Manifestations of a system that is too weak to prevail or of a failed state or political 
system are intrastate wars and CHEs. The goal, therefore, cannot be to return the 
community to its previous condition, but to rehabilitate it in a more functional manner, 
so that it has accessible institutions. Rehabilitation, then, requires a reorientation of the 
political system toward the creation of mechanisms that allow for a more interactive 
relationship between the political authority and the citizenry. The rehabilitated system 
should be capable of both addressing social cleavages and instituting reconciliation 
programs that would foster: 

• a minimal level of trust and confidence between former enemies; 
• the capacity to peacefully coexist and interact; 
• mechanisms for peaceful settlements of disputes (Carbonnier 1998). 

Similarly, Galtung (1996) contends that the three Rs (conflict resolution, 
reconstruction, and reconciliation) must be met if the peace process is not to be 
jeopardized. 

Complex emergency situations are increasing in an atmosphere of growing 
instability as poorer countries face the impact of the changing, often disadvantageous, 
global economy, unpredictable social and economic challenges and the vestiges of the 
Cold War (Forester 1999; Paunier 1999). To respond to the scope of such a context, 
humanitarian organizations have had to evolve and expand their focus to include an 
approach that considers: the distinctive cultural and sociopolitical features of each host 
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country, human rights, and healthcare. In this scheme of things, WHO has had to 
augment its capacities since the outset of the nineties. 

WHO in Emergencies 

In the seventies WHO created an Emergency Preparedness Program which later 
became the Emergency Relief Operations Division. At this time WHO involvement in 
emergency management chiefly took the form of response to specific emergencies 
considered of high priority for the organization. Around the same time, the 
organization began using a strategy that sought to develop and reinforce the health 
infrastructure of developing countries. This approach was consistent with the objective 
and definition of health within WHO. Health had always been defined by the 
organization as “the state of complete physical, mental and social well-being, not 
merely the absence of disease or injury,”7 thus the goal was to ensure Health for All.8 
This meant that everyone should be able to have a good level of health and access to 
healthcare that could permit them to have a socially and economically productive life. 
Clearly, this is a broad definition that encompasses the conditions not only for an 
individual, but also for communities and societies to achieve an acceptable state of 
health. The definition has been criticized not only in literature but also by health 
professionals I interviewed in Croatia. One doctor at the Ilok health center explained 
that it was a definition so ambitious and all-inclusive that it would appear 
unattainable. 

While it is generally agreed that health problems are not caused simply by a 
decline in health resulting from physical factors alone, but rather from external factors 
as well, or macroenvironmental factors, there is disagreement concerning the expansive 
character of WHO’s definition. Ostensibly, such a broad definition would then affect 
every aspect of a state’s social, political and economic policy. It is precisely for this 
reason that Evans, Barer and Marmor (1994) criticize the WHO definition on the 
grounds that its immeasurable breadth assumes all policy as health policy, thereby 
rendering the definition futile. In their own efforts to reach a denotation for the word 
“health,” they offer two possibilities: the absence of disability or disease, and the 
absence of negative biological components – disease, pain, disability or death. Both of 
these attempts, however, fall short since they define the word by stating the conditions 
it lacks. Moreover, they concede that a wide range of factors must be included in such 
a definition, yet they are unsatisfied with that of WHO’s. 

WHO’s comprehensive, or perhaps unrestrained, definition of health is indeed 
daunting; however, its attention to what health is rather than what it is not, assures 
that macroenvironmental factors are not neglected. By addressing only physical 
disease, one risks overlooking external factors which can contribute directly or 
indirectly to disability, disease, negative biological components and mental health 
problems. Such an inclusive interpretation of their principal subject matter allows 
WHO to meet long-term needs by offering assistance that is less palliative since it can 

                                                        
7 Preamble to the Constitution of the World Health Organization as adopted by the International Health 

Conference, New York, 19–22 June, 1946; signed on 22 July 1946 by the representatives of 61 States 
(Official Records of the World Health Organization, no. 2, p. 100) and entered into force on 7 April 
1948. The definition has not been amended since 1948, though WHO’s actions toward reaching the 
goals of the definition have. 

8 For more information on the WHO definition of health go to <www.who.int/aboutwho/en/ 
definition.html>. For more information on Health for All go to <www.who.int/archives/hfa/policy. 
html>. 
[The webpages mentioned in this study were last consulted on 11 July 2002.—ED.] 
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address causes rather than simply dealing with resulting physical effects. Moreover, 
the change in objectives within the organization and its broad definition of health have 
permitted WHO to become a legitimate authority in the field of health in developing 
countries as well as during wars and postconflict situations. Since the latter two fall 
under macroenvironmental problems which impede the “complete well-being” of a 
population, WHO is obligated to step in, providing the state agrees. 

By the early nineties the organization sought to reconcile the changing nature of 
conflict and the role of macroenvironmental factors. In 1993, the World Health 
Assembly, the main governing body of the Organization, underscored the need for 
WHO to assume a more proactive role in emergencies. Consequently, the former 
structures were replaced by a whole new department called Emergency and 
Humanitarian Action (EHA). Thus we have seen the need to address emergencies go 
from an emergency program to an entire department dedicated to addressing 
emergency situations. The emergence of EHA in 1993, in light of an acceleration of 
conflict and CHEs as we have seen above, demonstrated the necessity for the 
institutionalization of emergency response. Moreover, EHA places health-to-peace 
initiatives at the fore of its programming, suggesting strategic thinking geared toward 
dealing with conflict as a part of development. 

In this way, WHO’s definition of health and the guiding principles of its mandate 
necessarily require that its health goals be met through community development, 
institutional capacity building. Moreover, considering the detrimental affects that war 
and violence have on individual health and the health system, WHO also feels justified 
in addressing issues pertinent to the peace process. As the absence of violence has a 
positive correlation with health systems and the general level of health, peace has come 
to represent a public health concern. Thus the organization contends that finding 
peaceful and healthy methods to alleviate armed conflict is crucial to diminishing 
health problems caused by armed conflict and other forms of violence. For this reason, 
WHO has a vested interest in developing tools that have the potential to ease tensions 
and contribute to peace, thereby increasing the number of healthy populations and 
communities. 
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Chapter 2 – Health Initiatives as Bridges for Peace 

The Link between Health and Peace 

“The health of all peoples is fundamental to the attainment of peace and security and is 
dependent upon the fullest cooperation of individual States,” states the Constitution of 
WHO.9 This declaration underscores the intrinsic links between health and peace and 
health and the state. Unquestionably, a culture of violence created and reinforced by 
unfair global and national systems, insecurity, intolerance, inequity and poverty (all of 
which are features of Galtung’s theory of structural violence [Galtung 1996]), coupled 
with the predisposition of wealthier states to exacerbate problems by choosing 
ineffective methods of intervention or by providing weapons, has profound adverse 
effects on health in affected countries. War directly affects health through violence, 
explosives and bullets, and indirectly by disrupting the systems and structures that 
address health needs. Hence, along with the subsequent large-scale loss of human life 
and suffering that characterize structural and direct violence, both indirect and direct 
violence are also a major drain on the already scarce resources of the health sector, thus 
leading to critical deterioration in the quality of health services. 

Also directly affecting the population during armed conflicts is the inevitable 
increase in military expenditures at the expense of social sector investment. In addition 
to the neglect of other key sectors of society, delivery of healthcare is severely 
incapacitated at a time when it is most in demand. Likewise, education and training of 
medical staff is usually suspended or limited, resources to treat the ill and wounded 
are scarce and the resulting economic decline often leads to debt growth, further 
intensifying poverty while fuelling the cycle of social unrest and political instability. 
Consequently, such scenarios often result in health professionals fleeing their countries 
in search of security and better conditions, further contributing to the demise of the 
health system. 

Moreover, as armed conflict has come to systematically target civilians and civil 
infrastructure, children and women have become familiar pawns during war, thereby 
ensuring tenacious scars and prejudices left on individuals and entire communities. 
Lasting harmful memories unmet with therapeutic or reconciliatory programs can 
serve as impediments to rehabilitation, development and the (re)achievement of civil 
society.  

Hence, the complementary, indeed interdependent, relationship between health 
and peace is essential to understanding the rationale for using health-to-peace 
initiatives. As implied in the Constitution of WHO, health is necessary for peace and 
peace is essential for a healthy population. Using health initiatives as catalysts toward 
peace requires that humanitarian workers recognize this link and find ways of creating 
opportunities for discussion and negotiation that could later assuage hostilities and 
contribute to the peace process. 

                                                        
9 WHO website: <www.who.int/aboutwho/en/definition.html>. 
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Why Health? 

The intertwined nature between health and peace aside, it is thought that health 
embodies other characteristics that render it a useful tool for peace building and 
reconciliation. MacQueen, McCutcheon and Santa Barbara (1997) cite three qualities 
associated with the medical field that allow it to lend itself to peace initiatives: 
altruism, objectivity, and legitimacy.  

Altruism is defined as benevolence or unselfishness as a principle of action or the 
impulse to care about others. Though it is a quality found in all societies, it is often 
carried out toward persons with whom the practitioner identifies. Healthcare, on the 
other hand, is associated with compassionate, idealistic objectives that transcend 
human differences, thus institutionalizing its humanity (MacQueen and Santa Barbara 
2000). 

Scientific objectivity is also implicit in the medical profession. Empirical study 
and scientific evidence that can be proven and eventually repeated are given reign 
over hunches and emotion. Truth being among the first casualties of war and armed 
conflict, objectivity is an essential goal to be striven toward in order to prepare 
appropriate strategies for the resolution of conflicts. The selective and nimble 
dissemination of information as well as its outright manipulation have become all too 
familiar characteristics of modern warfare.10 Perhaps the use of accurate, factual 
information based on empirical evidence of the health effects (rather than the political 
aspects) of certain international and national policies and strategies like weapons trade 
could serve to reinforce laws of war as well as discourage countries from producing 
and trading arms. For example, the ICRC, the International Physicians for the 
Prevention of Nuclear War (IPPNW) as well as a recent UN resolution have sought 
such an approach against the use of landmines, nuclear weapons, and light arms. 
Unfortunately, certain powerful countries which profit from arms sales such as the 
United States continue to resist evidence exposing the tactical inefficacy and 
detrimental immediate and long-term effects of such weapons on civilians. In its 
defense, the US asserts that its own national interest takes precedence in foreign 
policy-making. Evidence concerning the health effects of these arms must be brought 
to the attention of the populations of countries responsible for arms sales who, at least 
in the case of the United States, are largely ignorant of the extent of their sales, use and 
consequences.  

Finally, the third characteristic of health supporting its use in health-to-peace 
initiatives is legitimacy. Healthcare workers enjoy a high degree of credibility in many 
countries. According to MacQueen and Santa Barbara (2000) the legitimacy enjoyed by 
health workers affords them considerable influence. 

The Origins of Health as a Bridge for Peace 

In the eighties the Pan American Health Organization (PAHO), a branch of WHO 
active in the Americas, began using a health-based approach intended to foster 
dialogue, understanding and a spirit of working together to improve health in Central 
America. Thus, while developing a multicountry, multi-agency program supported by 

                                                        
10 See Merlino (1993). In this work, Merlino reveals that several media savvy political groups in the 

former Yugoslavia engaged New York public relations firm Ruder Finn to “sell” their cause in order to 
gain international public support. As with the marketing of any other intention, hyperbole and drama 
took precedence over history and fact. Ruder Finn advanced the cause of each group by targeting key 
publics in the United States likely to respond “appropriately” to the bait. 
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the Ministers of Health of Central American nations, the notion of targeting peace 
through health initiatives was born. Institutionalizing such intentions, in 1981 the 
World Health Assembly, the governing body of WHO, confirmed in Resolution 34.38 
that “the role of physicians and other health workers in the preservation of peace is the most 
significant factor for the attainment of health for all.”11 

Implementation of this strategy tested such theories that health could serve as a 
catalyst to understanding and cooperation. Health as a Bridge for Peace (HBP), as the 
approach was coined, gained popularity within the organization (among other 
organizations using their own “connector” issues); thus plans to approach other 
regions experiencing civil unrest in a similar manner soon emerged. By 1997, using 
lessons learned from Central American initiatives, WHO officially introduced the 
concept of HBP into their programming in various regional offices such as 
Mozambique, Croatia, Bosnia, Sri Lanka, Angola. The programs infuse peace building 
and conflict management strategies with typical WHO technical and institutional 
assistance in health matters. In 1998 the 51st World Health Assembly accepted the role 
of the organization in health as a bridge for peace as a feature of the Health for All in 
the 21st Century Strategies.12 Part of this strategy is based on the principle that “shared 
health concerns can transcend political, economic, social and ethnic divisions among 
people and between nations.”13 Technically the concept is intended to provide a policy 
and planning framework that can “strengthen the returns of the health sector 
investments in areas affected by conflict or undergoing a postconflict transition. These 
returns cover a vast array of objectives going from the reduction of social violence to 
actual peacemaking. The HBP concept is multidimensional for even if health remains 
[its] main priority [it uses] knowledge, concepts and language not specific to the health 
sector.”14 

The War and Health Program at McMaster University has defined health-to-peace 
initiatives as “any [initiative] that intends to improve the health of people and that 
simultaneously heightens that group’s level of peace.”15 Health initiatives toward 
peace, then, are thought to serve the pretransition and transition periods by facilitating 
dialogue on a subject that is directly affected by war, yet is more technical than 
political and whose resolution will improve the health of affected populations. For 
example, if a solution to address certain health concerns affecting all sides can be 
reached, all parties can benefit to the same extent by working together to address the 
problem. It is hoped that such cooperation can eventually lead to cease-fires in order to 
allow further collaboration such as vaccination campaigns and days of tranquility, 
which offer populations, among other things, the opportunity to seek medical attention 
without concern for potential danger. Furthermore, during the transition period, 
health-to-peace initiatives can contribute to rehabilitation efforts by building trust 
between former adversaries, providing a forum for interaction, and offering an 
instrument for the peaceful disputes, all of which are deemed necessary for 
rehabilitation. 

                                                        
11 WHO document, “Health as a Bridge for Peace: Program Brief,” <www.who.int/disasters/hbp/ 

documents/PROGRAMME_BRIEF.html>. 
12 Ibid. 
13 WHO Report on the First WHO Consultative Meeting on HBP, 1997. 
14 WHO document, “Health as a Bridge for Peace: Program Brief,” <www.who.int/disasters/hbp/ 

documents/PROGRAMME_BRIEF.html>. See also annex 4 (p. 63) for a detailed explanation of HBP 
programming in WHO. 

15 On McMaster University webpage: <www.humanities.mcmaster.ca/peace-health>. 
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Making its own case for the health-as-a-bridge-for-peace concept, WHO draws 
heavily on the assumption that health is valued by everyone. From this starting point, 
it would follow that since health is universally precious, it could provide a forum for 
all sides of a conflict to come together to discuss health issues under the current 
conditions. Such a forum could affect the conflict in at least three ways. First, 
discussion of common health concerns can diffuse an otherwise tense political 
situation and allow current or former adversaries to work together to ameliorate the 
situation. Second, participants could also discuss the possibility of temporary cease-
fires in order to meet health needs in particular regions or throughout the entire state. 
This would allow for, among other things, childhood inoculations which often go 
neglected during conflicts, thus creating an increase in easily preventable diseases such 
as polio. Thirdly, if no indication of the end of the conflict is in sight, the participants, 
most of whom should be in some way linked to the medical profession, could discuss 
ways of working to minimize the health consequences on the population. 

Furthermore, Shankar (1998) maintains that health investment can also serve as a 
form of insurance for the prevention of conflict and maintenance of social and civil 
peace. As young people are often targets for military recruitment and are more likely 
to succumb to drugs and criminal behavior, investment in health education and 
training for this group could offer skills rooted in humanitarian ethics, professionalism 
and altruism, thereby reducing the likelihood that they contribute to societal ills. While 
it cannot reasonably be argued that all health professionals are strictly professional on 
the job and manage to retain medical ethics off the job and under duress, a noble skill 
associated with altruistic and humanitarian values may influence the behavior and 
attitudes of individuals and how they view the community. 

Toward an Epidemiological Approach to Conflict 

At the First World Health Organization Consultative Meeting on Health as a Bridge for 
Peace in 1997 the George Washington University Center for International Health 
proposed using an epidemiological approach to the analysis of conflict as well as 
health-as-a-bridge-for-peace actions. It was maintained that such a paradigm could 
provide a context for discussion on particular instances of health serving as a bridge 
for peace. Three stages of conflict were considered: the latent phase, violent conflict, 
and postconflict. Three major types health-to-peace initiatives, then, were also 
identified: promotion of health and peace, prevention/mitigation of violence, 
addressing inequities during conflicts and postconflict rehabilitation and peace 
building.16 

During the latent phase preemptive measures aimed at addressing inequities and 
injustice which often create or exacerbate conflict were envisaged. Such steps include 
promotion of health-for-all goals,17 working toward human development and 
advocating for the abolition or limitation of weapons with unacceptable health effects 
such as nuclear weapons and landmines. Should violent conflict erupt, health 
professionals and WHO could contribute to the promotion of health and peace by 
providing opportunities for dialogue between the conflicting sides through joint 
cooperation in health, the coordination of health and humanitarian responses, and the 
preservation and protection of the health of civilian populations. At the rehabilitation 

                                                        
16 WHO Report on the First WHO Consultative Meeting on HBP, 1997. 
17 These goals are to achieve an increase in life expectancy and the quality of life for all, to improve equity 

in health within and between countries, and to ensure access for all to sustainable health systems and 
services (WHO website). 
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stage, WHO18 could serve as what the First Consultative Meeting referred to as a 
“neutral broker” bringing together all sides of a conflict to discuss the status of health, 
opportunities for health initiatives, and participate in guiding health-related strategies 
for reconstruction and development. As we shall explore further on, WHO as well as 
other organizations have used all three courses of action with varying degrees of 
success; yet because of WHO’s mandate, “neutral broker” can hardly be considered a 
feasible ambition since WHO must be invited by a state and work in direct 
collaboration with it. 

We can see, then, that the health-to-peace concept is suggestive of a strategy 
borne by the medical profession. The rationale being that conflict, like illness, can be 
examined and analyzed, revealing the underlying causes of its existence rather than 
simply treating its manifestations or symptoms. Likewise, the notion of healing 
through reconciliation is another allusion to physical suffering being met with a 
healthy remedy. Efforts like military intervention, peacekeeping and relief as well as 
forward-looking ambitions such as rebuilding and rehabilitation are palliative in 
nature as they primarily address the symptoms of the affliction or how to get the 
society (body) back to a normal or functional state. Contrarily, the search for the root 
causes of conflict can yield approaches that are more curative and even preventive. The 
implication here is not that health-to-peace initiatives are curative. However, just as the 
study of epedimiology teaches the causes of disease, the study of conditions favorable 
to conflict, such as structural inequities and injustice, can teach us how to ameliorate 
these conditions themselves, or how to avoid them altogether. 

While there is no evidence in sight of the possibility for a sort of societal 
“vaccination against conflict,” there are constructive health-based ways of dealing with 
conflict and CHEs that offer the potential for cease-fires, more democratic negotiation 
efforts and longer-term peace projects in postconflict situations. The following chapter 
analyzes these prospects. 

                                                        
18 I mention WHO in particular because this UN organization is in the unique position of being renowned 

and perceived as reputable and legitimate. Furthermore, its mandate gives it the ability to address pre-, 
during, and postconflict circumstances. 
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Chapter 3 – Health Initiative Strategies for Encouraging Peace 

Types of Health-to-Peace Initiatives 

The War and Health Program at McMaster University suggests several genres of 
health-to-peace initiatives: 

• Creating humanitarian cease-fires to bring about peace 
• Using health issues to supplement conflict resolution, rehabilitation and 

reconciliation 
• Restricting war by prohibiting or limiting the use of some types of weapons through 

the use of medical arguments and research 
• Informing the public about the destructive effects of weapons, and war19 

Though the latter two types of initiatives hold much merit and have proven 
useful, my analysis will be limited to the first two types of health initiatives: the use of 
health-brokered cease-fires (to quell violence and encourage peace) in order to meet 
humanitarian objectives, and supplementing societal rehabilitation by using health 
issues as a catalyst. In this chapter, I will begin by examining a paradigm based on the 
premise that various sorts of coordinated intervention are necessary to resolve wars 
and conflicts. The paradigm supports the use of these two types of initiatives and will 
explain how health issues can be used as part of larger diplomatic efforts. After 
reviewing the framework, the rationale for humanitarian cease-fires will be explored 
along with several examples. Though the case study of Eastern Slavonia is an example 
of the strategy using health issues to support societal rehabilitation, its length 
suggested that it be dedicated an entire chapter to itself to ensure lucidity. In this way, 
both the short (cease-fires) and long-term (work toward rehabilitation) impact of health 
initiatives on peace processes can be fully explored.  

While the literature in the field of health and peace is growing, there is a lack of 
material recounting actual experiences with health-to-peace initiatives. Perhaps this is 
the result of the difficulty to directly attribute successes or failures to the use of such 
initiatives. 

Health: A Track to Peace 

Health-to-peace initiatives, as mentioned earlier, may also be used as one track of the 
multitrack diplomacy strategy. This strategy is a multidisciplinary approach to 
intervention that, in addition to traditional diplomatic methods, includes peace-
building approaches and legitimizes the value of diverse methods to resolve conflict. 
The phrase “track-two diplomacy” was coined in 1982 by Montville (Diamond and 
McDonald 1996) in an effort to differentiate formal state-to-state negotiation from 
discussions taking place outside the diplomatic loop. Track-two diplomacy aims to: 

1. Reduce or resolve conflict between groups or nations 
2. Decrease tensions by direct discussion between adversaries, thus giving the enemy 

a face 

                                                        
19 From McMaster University webpage: <www.humanities.mcmaster.ca/peace-health>. 
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3. Affect diplomatic efforts by addressing root causes, feelings and needs of all sides, 
thereby establishing a framework for more formal negotiations (Diamond and 
McDonald 1996) 

Multitrack diplomacy functions under the assumption that “ethnic” and regional 
conflicts are an entanglement of struggles, interests, parties, and influences which 
require a multifaceted systems approach touching as many layers of society as 
possible. While in the past peacemaking was held as a responsibility of senior 
government officials, implicit in a multidisciplinary strategy is the premise that change 
can and should come from as many sectors of society as possible. It should not, 
therefore, simply be imposed from above as in first-track operations, which include 
military options and judicial settlements. J.P. Lederach (quoted in Large 1997a) 
explains, “It seems increasingly clear that peacemaking activity works in at least three 
levels. The highest level involves very few people, the well-known leaders and 
personalities, the processes are usually highly public, and tend to focus on cease-fires 
and political situations. The middle-range level has more people, who may be well-
known within a given sector, ethnic group, or by religious affiliation, but they have 
more room to manoeuvre, given that they are not directly in the limelight. The most 
populous is the grassroots level where people often experience the devastation of the 
conflict and are concerned primarily with daily survival. A comprehensive approach 
must recognize that sustainable peace builds across levels of society and does not rely 
exclusively on peace trickling down.” 

The limitations of single (or only first) track diplomacy are consequential as they 
risk putting the sustainability of agreements in jeopardy. If a community or group 
believes that their interests were left out of negotiations, or that they had no control in 
the outcome, the result may be that this group resists cooperation with the peace 
process. For example, in the case of Eastern Slavonia, the Erdut Basic Agreement20 and 
the Dayton-Paris Peace Agreement21 were negotiated between the Croatian, Serbian, 
and Bosnian authorities. Granted, as we shall see further on, the peace process in 
Eastern Slavonia, insofar as no organized open violence existed during the 
peacekeeping mission nor does it exist today, was one of the UN’s few successes. 
Nevertheless, during the UNTAES era criticism was often heard on the part of the 
Serbs that they were “sold out”22 by Belgrade. Local Serbs were offended by Milosevic, 
for after zealously demonstrating their patriotism as well as risking their own lives for 
supposedly precious Serb territory, Belgrade was suddenly no longer interested. 
Despite their indignation, without support from Belgrade, local Serbs had little choice 
but to capitulate or leave for the Federal Republic of Yugoslavia (FRY). To some extent 
Serbs tried to resist the peace process by stalling certain negotiations, but in the end 
those against reintegration crossed the border rather than taking up arms without 
reinforcement from Belgrade. 

A more unfortunate example of giving precedence to first-track diplomacy as 
well as an illustration of the changing nature of conflict may be seen in the case of 
Angola. After gaining independence from Portugal, two liberation movements, 
National Union for the Total Independence of Angola (UNITA) and Popular 
Movement for the Liberation of Angola (MPLA), played out Cold War tensions. With 
                                                        
20 A particularly clear fourteen point agreement signed on 12 November 1995 by representatives of the 

Federal Republic of Yugoslavia and Croatia, as well as by the US ambassador and a UN mediator. The 
Agreement enabled the UN to establish the UNTAES mission. 

21 The Dayton-Paris Peace Accords, signed on 21 November 1995, laid the framework for peace in Bosnia 
and Herzegovina and Eastern Croatia. 

22 An often repeated personal communication from health workers and the general population during my 
16-month mission (1996–1997) in Eastern Slavonia. 
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the US and South Africa backing UNITA and the former Soviet Union and Cuba 
supporting the MPLA, the war trudged on throughout the eighties with neither side 
able to gain significant footing. The end of the Cold War meant the end of Soviet and 
US support and efforts to end the war began in 1990. Portugal, the former Soviet Union 
and the US mediated high-level negotiations eventually resulting in the signing of the 
Bicesse Peace Accords. Despite the establishment of another UN mission, UN 
Verification Mission in Angola II (UNAVEM II), and the holding of elections (whose 
results were in fact a main point of contention), 17 months after the signing of the 
peace accords a much more vicious war targeting civilians as well as infrastructure 
began to unfold. The unprecedented ferocity cannot be directly or solely attributed to 
lack of multitrack negotiations, but perhaps if the peace accords had been reinforced 
not only with adequate UN resources but also with public support and participation, 
the Bicesse Accords and the following Lusaka Protocol may have stood a chance. The 
literature on the subject speaks at length about negotiations for peace, but there is no 
indication of activity taking place outside the realm of senior-level diplomacy. 

Finally, the significance of multitrack efforts to the success and durability of 
formal peace agreements has been acknowledged by scholars such as Crocker and 
Hampson (1996), whose study of five peace agreements (Cyprus, Namibia, Angola, El 
Salvador, and Cambodia) confirmed the critical importance of civil society in peace 
building. They declare: “Not only is civil society important to democracy, but it also 
has a significant role to play in consolidating the peace process in countries making the 
transition from war to peace. Because third parties often provide the necessary 
foundations for democratic institutions, international development agencies and non-
governmental organizations have pivotal contribution to make to the task of 
postconflict rebuilding” (Crocker and Hampson 1996, 69). 

Hence, the critical role of civil society in the peace process and the special 
qualities of health (as explained in the previous chapter) which can lend to its use in 
creating dialogue between belligerents suggest health-to-peace initiatives could serve 
as the tenth track in the Institute for Multi-Track Diplomacy’s peace-building model 
(MacQueen, McCutcheon, and Santa Barbara 1997). The other nine tracks include 
governmental diplomacy; action by NGOs; peace building through economic 
opportunities; roles of private citizens; research, training and education; peace, human 
rights and environmental activism; role of religion and religious actors; role of donor 
and agencies; and the role of media and public opinion. I am convinced of the 
importance of multitrack diplomacy as well as of MacQueen’s, McCutcheon’s, and 
Santa Barbara’s proposal to add health to the previously established nine tracks on the 
list. While I do not believe that health initiatives have been shown to have a great 
impact on the fighting itself, or the hot part of the war, I do believe that their use 
during the peace process, after violence has ceased or diminished, can ease tensions, 
promote understanding and peace, and rehabilitate and reinforce the institution of 
health. Moreover, the benefits of health initiatives are multifold. In addition to 
humanizing the adversary by giving him or her a face, dialogue between the sides can 
result in exchange of important technical information concerning health conditions 
throughout the country or region. If formal diplomacy is far enough along in the peace 
process, health-to-peace initiatives may be able to achieve a fair, stable, uniform health 
system. 

 



26 

Humanitarian Cease-fires and Their Basic Conditions 

A look at some of the conditions considered pivotal for the implementation of cease-
fires would help clarify their character. According to John Walker (quoted in Shankar 
1998) a few of the fundamental features of humanitarian cease-fires are as follows: 

• “Conflicting parties may never agree to speak directly to each other, but discuss all 
details through a third party 

• The initial suspicion voiced by one or more parties to the conflict that a cease-fire 
would enable the other side or sides to build up their forces, must be overcome. For 
this reason, the term cease-fire should be replaced by ‘days or corridors of peace’, or 
‘zones of tranquility’ 

• The pre-cease-fire negotiations must clearly specify the categories of items to be 
permitted such as aid, medicines, vaccines, food, etc. 

• Assurances from all sides are required against transporting any military equipment 
• The parties need to agree on time limits of the cease-fire. A long cease-fire may lead 

to a ‘relief dependency syndrome,’ where the parties get so used to the relief being 
provided, that the peace talks never actually start 

• All parties to the cease-fire must be willing to negotiate and make compromises”23 

Consequently, it can be argued that using health initiatives or other 
humanitarian issues to reach cease-fires is significant for at least two reasons. First, it 
implies that the conflicting parties have either engaged in direct dialogue or have 
communicated through a third party to attain the agreement, which is a pivotal stage 
in the ending of war. Second, humanitarian-brokered cease-fires allow basic needs to 
be met. At best, a cease-fire creates the possibility that other diplomatic strategies can 
be implemented to prolong or expand the cessation of hostilities, as well as encourage 
continued cooperation between the groups. Considering the lack of tenacity of 
countless cease-fires in the past 12 years alone, an in-depth examination of the factors 
that facilitate the implementation of cease-fires and, conversely, those that present 
obstacles to such an outcome would be necessary to access how to use them more 
appropriately. As such a study is beyond the scope of this thesis, I cannot delve too 
deeply into the subject. But perhaps the most obvious obstacle to achieving a cease-fire 
is that, suspecting they have more to gain or nothing to lose by continuing the war, one 
or more of the actors has neither the ambition nor perceived reason to stop fighting. In 
this case, while a long-term truce would appear highly unlikely, the use of a health-
brokered cease-fire may actually be more feasible. By justifying their agreement to a 
cease-fire with meeting health needs, warring parties are able to “save face.” Since 
belligerents may resist a truce in an effort to avoid appearing weak or submissive next 
to the adversary, health – as well as nutrition needs – may be more palatable to a 
zealous citizenry. On the other hand, though it is possible that this kind of truce can 
lead to further negotiations or increase the number of diplomatic tracks trying to abate 
hostilities, lack of sincerity or of a deliberate vision toward peace makes it doubtful 
that a cease-fire of this nature will result in anything other than ability of international 
organizations to engage in relief-type efforts. Indeed, at best health-brokered cease-
fires usually address their goal and do little to reach any real (hence, sustainable) 
peace. 

Furthermore, a cease-fire agreement that is not undertaken in good faith runs the 
risk of creating the opportunity for belligerents to reorganize and refresh themselves 

                                                        
23 Taken from Walker John, Orphans of the Storm, Toronto: Between the Lines, 1993, pp. 163–66, quoted in 

Shankar (1998, 27). 



27 

for renewed fighting after the cease-fire. This could result from a third party imposing 
the cease-fire on less convinced conflicting parties. Perhaps this is why one hears about 
so many cease-fires: getting them signed is far less arduous than ensuring they are 
respected. If lack of sincerity on the part of the actors is perceived, the use of health-
brokered or humanitarian-brokered cease-fires would not only be inadvisable, but 
irresponsible as well. I emphasize this point for two main reasons. First, although 
health is considered a public good and a neutral issue, it is not beyond manipulation. It 
is clear that some groups may use this period of tranquility to their own advantage by 
preparing for the next phase of the war. Second, international organizations are eager 
to step into CHEs and encourage cease-fire agreements in order to meet the dire 
humanitarian needs. Nevertheless, these agreements cannot be signed simply for the 
sake of their existence which would allow for delivery of aid. International negotiators 
have the responsibility to assure to a reasonable extent the good faith of signatories. 

A key to ensuring that the immediate goal of the humanitarian-brokered cease-
fire is reached, may be the active engagement of the warring actors in drafting the plan 
of action up through the delivery of the aid, be it vaccinations, food-aid, etc. 
Collaboration of this kind creates a working relationship built around a common goal. 
Reaching this goal reveals that by working together, serious problems can be 
ameliorated. Nevertheless, without the authority and judicial power of other tracks, 
especially formal diplomacy, organizations will continue to revel in their success of 
procuring cease-fires in order to meet their organizational mandates (polio eradication, 
roll back malaria, food distribution, evacuation of injured), while the ideology behind 
the strategy will be incidental. Having said this, the merit of the humanitarian-
brokered cease-fire also lies in the humanitarian issue it seeks to address. 
Consequently, it would be more appropriate to associate health and humanitarian-
brokered cease-fires with their direct relief-type goals, then to link them with greater 
and more elusive objectives of peace. 

Walker’s list mentioned above makes some valid points, though it is rather 
ambitious. First, while it is indisputable that effective mediation requires impartiality, 
this is a tall order. As agencies and governments involved in negotiations frequently 
play more than a single role in relation to the conflict24 and act in accordance to their 
own agendas, respective countries, and international community opinion, their claims 
to neutrality – and rightly so – may not be taken seriously. This could serve as a serious 
impediment to negotiation, to say nothing of the peace process. Second, equity should 
only be sought to the extent that it is possible, rational and fair. In questions of 
territory, for instance, land equity may not necessarily be the key to solving the 
dispute. Indeed, as we have seen in states like the former Yugoslavia, Israel, and India, 
to name a few, all fashioned with the stroke of a foreign pen willing to bestow territory 
it will never miss, this is neither feasible nor advisable. Third, I am not convinced that 
the nimble use of semantics will have much affect on conflicting parties unless their 
only motivation is to avoid making a commitment to a truce or cease-fire so that their 
supporters will not assume that they are submitting to the adversary. If this is the case, 
any notions of real peace being achieved would be ludicrous. It would seem, therefore, 
that confidence building via the renaming of cease-fire agreements to days of peace or 
zones of tranquility is doubtful, though such days and zones may in their own right 
serve a very useful purpose. Lastly, assurances against the transport of weapons are 

                                                        
24 Several agencies must be invited by the host government and work in close collaboration with it 

and/or the agency may have to work under the auspices of a UN mission. In this way, it may be 
viewed as an instrument of the government or the UN mission. We shall see an example of the 
multiplicity of international agencies in the Eastern Slavonia case study. 
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difficult unless there is a minimum level of trust between the actors and adequate 
resources to verify compliance. 

A brief look at WHO or UNICEF websites reveals both organizations’ zeal for 
humanitarian-brokered cease-fires since this allows them to do their work as well as 
offers increased visibility. Examples, therefore, can be found in abundance. The WHO 
website offers a list of countries with documented humanitarian-brokered cease-fires.25 
Most of the countries on the list still endure serious conflict. Moreover, for the 
countries enjoying peace, it is difficult to gauge to what extent humanitarian-brokered 
cease-fires and the negotiations surrounding these agreements played a role. The 
question of how to measure or “weigh” contributions to the peace process poses a 
genuine problem in assessing the merit of health-to-peace initiatives. 

Afghanistan 

The case of Afghanistan illustrates the palliative nature of humanitarian-brokered 
cease-fires. Plagued by more than twenty years of war and conflict, the country has 
agreed to at least seven26 health-brokered humanitarian cease-fires to meet the 
vaccination needs of children and mothers. The first of these was in 1988; the last, 
which was actually broken in some regions of the country,27 was held in the spring of 
this year.28 A closer look at a classic example of one of the campaigns will allow for 
better understanding of their ascribed successes or failures. The Mass Immunization 
Campaign (MIC) which took place in 1994 was the result of an agreement by Afghan 
leaders to a one-week cease-fire allowing local health workers and international 
agencies to immunize children and mothers. The MIC was considered a smashing 
success, not in the least because it was able to reach the large part of its target 
population. Hence, the practical aspect of the cease-fire was indisputably achieved. But 
what about the theoretical aspect? That is to say, the notion that using health as tool to 
construct working, non-violent, sustainable and productive relationships can 
eventually lead to peace. The obvious response is that Afghanistan looks farther away 
from achieving peace than ever. Moreover, the ruling Taliban administration’s 
continuing inability and to some extent unwillingness to coordinate an effective, 
representative government concerned about its people has contributed to grave 
problems such as famine and insufficient shelter. 

On the other hand, the dismal bottom line neglects some of the more optimistic 
elements of this particular campaign of 1994 and others that followed it. First, good 
faith was shown in 1994 MIC and continued to be shown for health-brokered cease-
fires until this spring. Second, the media was used extensively throughout the country 
sending out the message “Afghanistan is united against diseases that kill children” 
(Shankar 1998). This statement may reveal that either the media, the population or both 
realized that despite political or ethnic divisions they could at least work together for 
one cause: childhood disease. Third, putting their “solidarity” against preventable 

                                                        
25 For a list of countries with documented cease-fire agreements and their description see WHO webpage 

<www.who.int/disasters/hbp/hcfcntrs.htm>. The countries are: Afghanistan, Angola, Bosnia, 
Chechnya/Russia, DRC, El Salvador, Guinea-Bissau, Indonesia, Iraq, Iraq/Kurdistan, Lebanon, 
Philippines, Santo Domingo, Sierra Leone, Sudan, Sri Lanka, Tajikistan, and Uganda. 

26 These are documented cease-fires related to vaccination. Others, particularly in other health areas or 
fields such as food relief, may also exist. See annex 3 (p. 62) for details of some of the country’s other 
documented cease-fires. 

27 Personal communication from Pierre Gentile, ICRC delegate, Herat, Afghanistan. 
28 WHO webpage: <www.who.int/disasters/hbp/hcfcntrs.htm>. 
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childhood afflictions into action, warring parties used their aircraft to retrieve and 
distribute vaccinations from specified domestic locations and in neighboring countries. 
So, we are to believe that rifts spanning decades were temporarily cast aside, allowing 
peace a chance, if only for a while. 

The MIC, it would then seem, must have been able to prove to many Afghans 
that when they have access to resources, services and days without the threat of 
violence, they are able to effectively work together toward the improvement of their 
communities and people. Shankar (1998) suggests that this health initiative contributed 
to the short-term peace process and provided at least the foundation for peace. He 
reminds that longer-term endeavors that can make such bridges more permanent 
require economic investment. The alleged peace-producing merits of this type of cease-
fire are not entirely convincing. A few days or weeks of non-fighting in order to 
combat a single noble goal, only to later resume fighting (which in fact became more 
intense), cannot be interpreted as a prelude to peace. While to some extent it illustrated 
the population’s ability to work together and respect agreements, this, too, can be 
overstated. In times of war and strife, respite from danger is often welcome by the 
majority, and perhaps even more so by the signatories. Moreover, as direct 
beneficiaries of the single goal, the people had a personal interest in seeing it through. 
Their participation, regardless of media slogans that were very likely dreamt up by 
expatriates, does not necessarily indicate their interest in aiding the survival of 
children from rival factions. Grim though it is, the current situation29 is indicative of 
unwillingness to engage in lasting peace. 

Operation Lifeline Sudan 

In his analysis of health initiatives, Shankar (1998) cites Operation Lifeline Sudan 
(OLS), a UN-led consortium of relief organizations both international and national, 
governmental and non-governmental, as an example of a success. Arguably, OLS could 
be considered a success only if the intended goal was to develop a coordinated 
ongoing system of relief in a context of perpetual conflict of varying intensity. The 
effort was launched in 1989, when a cease-fire was initially declared for one month, 
allowing relief supplies to be delivered to those in need. Since then, countless cease-
fires and corridors of tranquility have been installed.30 In Sudan, rather than referring 
to these periods as cease-fires, they were called “corridors of tranquility,” avoiding 
connotations of “winners” or “losers.” These “corridors of tranquility” have been 
extended many times by both sides and are said to contribute to the long-term peace 
process. It seems difficult to justify such a contention in light of the duration of OLS 
and the conflict in Sudan. While it is clear that the negotiation of corridors of 
tranquility and the “open corridors,” as the less rigid movement of humanitarian aid 
came to be known, required discussion and agreement between warring parties. But 
have 12 years of such concerted efforts between the Sudanese government and the 
opposition in the South brought Sudan closer to real peace? Furthermore, frequent 
government imposed restrictions on humanitarian movement in the south of the 
country are a strong indication of intentions that have little to do with peace. At best, 
OLS can meet the needs of a population subjected to both a domestic policy that has 
seldom disclosed any real interest in ameliorating the conditions of its people and an 
international community that has shown great interest in perpetuating the largest and 
longest running relief operation in history. 

                                                        
29 The current international dispute with Afghanistan aside. 
30 See annex 3 (p. 62). 
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While the aforementioned approach of cease-fires can indeed assist those 
suffering from lack of medical attention or from hunger and can sometimes even 
encourage dialogue and working relationships between warring parties, other health 
initiatives may be more useful for meeting goals in the long-term. Using health 
initiatives with a look toward sustainable community development or rehabilitation 
projects during various phases of conflict and in the postconflict phase requires quite a 
different approach than we have seen above. Granted, they usually take place at a 
different juncture in the conflict than the examples above. The following chapter offers 
a look at one such example. 
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Chapter 4 – A Long-term Strategy toward Peace: 
The Case of Eastern Slavonia  

The Case Study  

While humanitarian-brokered cease-fires have shown less promise for leading to 
lasting peace, as part of a larger scheme other types of health initiatives may provide 
an opportunity for peace building in postconflict environments or for institution-
reinforcement during ambiguous stages of conflict. Through strategies such as 
reconciliation efforts in the case of the former, and community-based development and 
mental health projects in both the former and the latter cases, health initiatives can 
have a more profound, integral affect on a community than short-term humanitarian-
brokered cease-fires aimed at a specific humanitarian goal. This chapter comprises an 
analysis of the second type of health initiative which will be explored through an in-
depth look at Eastern Slavonia, Croatia. It seeks to examine the implementation of 
health initiatives to supplement rehabilitation and reconciliation during a postconflict 
UN peacekeeping mission. To elicit a better understanding of the context, I will offer a 
brief description of the activities leading to the establishment of UNTAES, followed by 
an explanation of this “model” UN peacekeeping operation.31 This is significant since 
health was one of the tracks used in the UNTAES model. Next, as WHO was the leader 
in health activities, I shall concentrate on their role during the UNTAES period, as well 
as assess the region three years after the presence of UNTAES and WHO. In doing so, I 
will explore the strategy used by WHO and UNTAES32 to reintegrate the healthcare 
system of the region into the Croatian system while simultaneously striving to 
contribute to reconciliation and building sustainable peace. This requires study of the 
actors then and now as well as an assessment of WHO peace-building efforts in the 
region. For the sake of clarity, this chapter is arranged chronologically; thus, we will 
first examine the past in order to understand the findings from my spring 2001 field 
mission. 

Brief Historical Context 

As the former Yugoslavia began to unravel at the end of the eighties, nationality, 
ethnicity and religion were skillfully exploited to polarize populations and control 
resources. After Croatia declared independence in June 1991, open fighting between 
Serbs and Croats led to the Serbian occupation of about 30% of Croatian territory, 
including Eastern Slavonia, which suffered three months of constant shelling. For the 
Serbs’ part, the conflict was an effort to “protect” Serb lives and perceived Serb 
territory; for the Croats, the conflict could only be explained by blatant Serb aggression 
and territorial aggrandizement. 

Health facilities in the region were not spared the war’s wrath, as they quickly 
became pawns to both sides (albeit to incomparable degrees).33 The Osijek hospital was 
                                                        
31 UNTAES is widely regarded as one of the few successful UN peacekeeping operations. 
32 A significant feature of Resolution 1037 was that it demand extremely close coordination of all UN and 

international agencies with UNTAES. 
33 This of course is a contentious issue. Serb forces are undoubtedly guilty of such repugnant acts as 

targeting hospitals as well as taking patients from the hospital and killing them in mass graves. It is also 
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hit 94 times, while in Pakrac, Petrinja, Gospic and Vinkovci hospitals were under fire 
from nearby Serb villages. In Vukovar, Pakrac and Lipik hospitals were attacked 
before military targets (Large, Subilia, and Zwi 1998). Such information indicates that 
Serb forces systematically targeted health facilities. The Vukovar hospital achieved 
infamy, as it was under constant attack from August to December 1991. Health staff 
and patients were used as hostages or taken from the hospital and never seen again. 
Alleged eyewitness reports, corroborated with testimony from two men who escaped 
execution, indicated the abduction of more than 200 Croatian patients and staff from 
the hospital and led to the identification of a mass grave site in nearby Ovcara (Geiger 
and Cook-Deegan 1993). It seems, therefore, that the hospital became a microcosm of 
the greater conflict between the FRY and Croatia. Indeed, so much violence took place 
at the Vukovar hospital that it became an icon of war and destruction. Sustaining the 
drama shrouding the Vukovar hospital, its prewar Croatian director, who had been 
taken hostage for several weeks at one point, became a Croatian national heroine. She 
later wrote a national best-seller recounting her months during the siege of the 
hospital, became Deputy Minister of Health in the Croatian Ministry of Health (MoH) 
and was a shrewd chief negotiator on the health Joint Implementation Committee 
(JIC). She has resumed her role as Vukovar hospital director. 

By the summer of 1995, in a major military offensive, Croatia managed to 
recapture Western Slavonia, as well as former Sectors South and West. Eastern 
Slavonia (Sector East), which had been the site of the fiercest fighting between Serbs 
and Croats, was spared, thereby becoming a refuge for Serbs fleeing from Sectors 
South and West. In the autumn of the same year, the Erdut Basic Agreement of the 
Region of Eastern Slavonia followed by the Dayton-Paris Peace Accords led the UN 
Security Council to establish the UNTAES mission “to govern and to maintain peace 
and security during the process of … reintegration” (UN Resolution 1037, 1996). 

Geographical Context 

Eastern Slavonia is situated along the banks of the Danube in the most eastern region 
of Croatia. Also referred to as the Croation Danube Region, it is composed of three 
regions: Eastern Slavonia proper and Srijem, which border on each other (locals make 
no distinction between the two regions), and to the north, detached from the other two, 
is Baranja. During the occupation it took two hours to travel from Eastern Slavonia to 
Baranja via the FRY, as the Croatian route was not an option to the occupiers. This is 
significant, as it hindered any centralization in Eastern Slavonia on the part of the Serb 
authorities during the occupation.34 The ethnically diverse port city of Vukovar, the 
major and wealthiest city in the region before the war, was left 90% destroyed in the 
war’s aftermath. During the UNTAES mission, checkpoints manned by armed UN 
military battalions dotted all entry roads into the region. The serious threat of mines 
(an estimated 650,000 at the beginning of the mission)35 acted as a deterrent against any 
attempt to cross fields, therefore only roads were blocked. Until the summer of 1997 
free movement into and out of the region was not possible due to security issues for 
both sides.36 

                                                                                                                                                                   

true, however, that Croatian forces used the roof of the Osijek hospital as a military vantage point and 
used a health facility in Sector West as a key police station. See Kosuta (1994). 

34 Fuel was very expensive and often had to be bought in the FRY. This kept commutes to a minimum. 
35 UNTAES (1996). 
36 See annex 1 (p. 59) for map. 
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UNTAES 

The UNTAES peacekeeping mission began 15 January 1996. As for its predicted 
duration, the mandate stated 12 months with the possibility of an extension (of up to 12 
months) at the request of either the Serbs or the Croats. Its main priority, in addition to 
peacekeeping and acting as the governing body of the region, was to assist both sides 
to implement the fourteen points of the Basic Agreement in order to bring Eastern 
Slavonia under the sovereignty of Croatia. The mission was responsible for: 
demilitarization of the region, enabling the safe “two-way return” 37 of refugees and 
displaced people, restoring the functioning of all public services, organizing fair 
elections, and promoting respect for human rights (UNTAES Basic Documents 1996). 
To do this, the UNTAES mission was buttressed by 5,000 international troops, in 
addition to a Civil Affairs unit, Civilian Police (600), and UN Observer (100) 
components. Jaques Klein, a General from the United States, was appointed by the UN 
Secretary-General to lead (as a civilian) the mission as Transitional Administrator. 

Resolution 1037 was a confident, ambitious Resolution that was destined to be 
sanctioned by ample international community financial and technical support due to 
the location and political implications for Europe if the war went too far or carried on 
for too long. With the confidence of adequate funding, UNTAES was marked by 
features never seen in other UN missions, thus giving it teeth. For instance, in 
accordance with Security Council Resolution 1037, UNTAES was required to observe 
and report on the signatories’ commitment to the goals and values set forth in the Basic 
Agreement: to respect human rights, fundamental liberties, and to promote an 
ambience of confidence and trust. Should the Security Council receive word that the 
parties were not acting in compliance with their obligations, it had the right to 
reconsider the entire mission. Significantly, all organizations in the region were 
obligated to work in tight cooperation with the mission to ensure cohesion and that the 
Resolution’s standards were being respected. Finally, realizing the importance of 
investment to rebuild community infrastructure and develop the economy, the mission 
and its Transitional Administrator played an active role in fundraising. UNTAES 
formally appealed to the international community and financial institutions to support 
development and reconstruction programs by holding at least two donor conventions, 
both of which raised tens of millions of dollars for a region of less than 160,000 people. 

UNTAES was responsible for every aspect of the transition and ensured that the 
reintegration took place as smoothly as possible. It was at once responsible for 
elections, resettlement, human rights, assembling a police force indicative of the 
region, democratic development, community-based movements, economic 
reconstruction, demining and the reintegration/rebuilding of all services (transport, 
education, health, communications, highways, railways, etc.) into the Croatian system. 
According to Hay (1999), “UNTAES seemed to be everywhere doing everything from 
the reintegration of public institutions, to involvement in education and culture.” With 
such a far-reaching structure, and the financial temerity to back it up, UNTAES did in 
fact succeed in reintegrating the region into Croatia. It is noteworthy, however, that a 
large number of Serbs left the region and even today not many Croats have returned.38 
Furthermore, toward the end of UNTAES, complete respect to previously made 
agreements began to dwindle. The success of the mission, therefore, depends on how it 
is measured and which factors are assessed. 

                                                        
37 Two-way return refers to the return of Eastern Slavonian Croats who had been displaced elsewhere in 

Croatia, and the return of Serbs from former Sectors South and West who were at the time living in the 
UNTAES region. 

38 The major reason for this being that the region is economically barren. 
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The Reintegration of the Health System 

In the period following the war up to the arrival of UNTAES, there were no effective 
regional health management or health planning authorities in the region. Exacerbating 
the problem, the geographical division of Baranja and Srijem made it difficult to 
establish a centralized health information system. Data on communicable diseases was 
kept, but no analysis on the health situation of the region was undertaken until WHO 
conducted a study in 1996. A WHO situation analysis upon its entry to the region in 
1996 found that 35 health centers distributed throughout 143 small villages and the one 
general hospital in Vukovar were unable to cope with the demand for healthcare 
services of the local population, which was estimated to be between 120,000 and 
160,000.39 The major reason for this was that health facilities lacked personnel, 
equipment, medicine, fuel, and basic supplies.  

On a social level, many medical professionals on both sides of the line of 
demarcation, despite having grown weary of war and its consequences, harbored a 
great deal of suspicion, bitterness, and hostility toward each other. The activities that 
took place at the Vukovar hospital in 1991 simply could not be forgotten, and five 
years of resentment and hostility left an indelible mark on some health workers. 

It is precisely the wartime activities at the hospital itself (both real and legend) 
that left both sides extremely suspicious of and disappointed with one another. 
Hostilities were exacerbated by the fact that after the war and during the reintegration 
period many of the Serbs who worked at the Vukovar hospital before the war 
continued their work there during the occupation. The Croatian health workers neither 
wanted nor expected that it be shut down, however, they had to assume the life of 
displaced persons while their former Serbian colleagues continued their work 20 
minutes across the Danube in Vukovar. Despite presumably little direct involvement 
in the violence by health professionals themselves, these doctors who were once 
friends and colleagues came to view each other as bitter enemies with suspicious pasts. 
Thus, in 1996 the foundations for reconciliation: good faith, respect and hope 
(particularly on the part of the Serbs), were lacking. 

The Health JIC 

A key element of the UNTAES methodology to reintegrate all aspects of civil society 
(services, ministries) into the Croatian system was the implementation of the Joint 
Implementation Committees (JICs). The concept of the JIC can be considered as a sort 
of multitrack approach to diplomacy. It brought the various Croatian ministries 
together with their Serb counterparts in the UNTAES region to negotiate the process of 
the transition from Serb to Croatian control. In this way, forums addressing many 
aspects of society were established, allowing direct interaction between the two former 
adversaries.40 In a sense, it put the reintegration procedure in the hands of those to 
whom it belonged. Nevertheless, while both groups could represent their interests, it is 
true that all outcomes had to be in accordance with the principles of reintegration – 
which was negotiated at the highest levels – and the Croatian constitution. 

                                                        
39 The population of the region was variable given that many were displaced people from other areas of 

Croatia, Serbs from the FRY or refugees from Bosnia. 
40 At one point there were at least 20 JICs, but this number shrank as less contentious issues like postal 

services, telecommunications and energy were quickly resolved. 
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The Health JIC met nearly every week from January 1996 until the final weeks of 
the UNTAES mission in 1998. The WHO chairman of the Health JIC recounts that 
WHO and UNTAES had difficulty in addressing reconciliation issues, as neither side 
showed a keen interest or willingness during the reintegration process.41 Described by 
an UNTAES political affairs officer as an “emotional and political hot potato,” the 
Health JIC was not indicative of MacQueen’s, McCutcheon’s, and Santa Barbara’s 
aforementioned notions of professionalism and altruism among medical staff. As a 
participant to the meetings, I can say that except for occasional reference to health 
topics, in the beginning one may not have guessed these were doctors. Overt personal 
animosity between the Serbian and Croatian delegates created a strikingly tense 
ambience at the meetings, which were on many occasions punctuated with insults and 
heated arguments backed up by threats. Given such a situation, the meetings could 
have benefited from someone more experienced in negotiation and diffusion of 
tension. Although the chairman’s technical skills were impeccable and gave him 
authority, and he was able to achieve all necessary agreements (accomplishments 
lacking in other JICs), it was difficult to control the hostility between the sides. 

While efforts to find common ground and work toward reintegration were often 
resisted by both sides, accomplishments were attained – they had to be. Information 
was shared, assessments relating to health information systems and supplies were 
made public, a working group on health insurance was established, and countless 
medical topics were reviewed. Such results were significant steps toward reintegration 
for several reasons. First, the sharing of epidemiological data eventually brought the 
two sides to speak constructively about which health needs had to be addressed in the 
region. Second, the Croats did not have access to the region for more than five years 
and needed such information in order to start the development process, program 
planning, health budgeting and the like. Third, such “neutral” or “innocuous”42 topics 
of conversation were useful to instigating constructive dialogue among the delegates 
and thus working toward confidence building. Finally, through such talks, agreements 
on reconstruction within the region were made and countless projects and programs 
were implemented. Moreover, outside of the formal meetings, it seemed that the 
prospect of health professionalism leading to reconciliation could work. After most of 
the meetings, which usually lasted hours, delegates ate lunch together in what was 
always a curiously civilized and jovial activity. This seems to indicate greater potential 
in social, or even technical (professional training seminars) activities. 

Nonetheless, the most personal and complicated issues kept profound 
confidence building among the delegates at a distance. Such issues weighed heavily on 
the Health JIC agenda until the final months of UNTAES. Serbs were concerned about 
their employment rights and retaining their jobs after the departure of UNTAES, while 
Croats maintained that they were entitled to the posts they held before the war. The 
Basic Agreement and legal agreements (resulting from the Health JIC) between 
UNTAES, the Croatian government and the Serb Executive Council assured that Serbs 
wishing to stay could do so, while at the same time Croats would be able to get their 
prewar posts back. In practice Serb health workers were given six-month renewable 
contracts with variable conditions. In such a precarious position, it was difficult for the 
minority to feel secure; therefore, reconciliation was elusive. 

WHO also sponsored training seminars on various health issues that included 
participants from both sides. At the time, some Serb participants resented the use of 

                                                        
41 Personal communication, Dr Pier Paolo Balladelli, WHO. 
42 I use quotes here because even seemingly innocuous subjects dealing with professional issues were 

sometimes misused to insult the other side. 
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visiting lecturers from Zagreb, particularly in mental health seminars. At the time, I 
was told by participants to these seminars that the lecturers used such terms as 
“aggressor” or “enemy.” As all health sector staff as well as their relationships – 
patient/provider, work teams, professionals/community – were affected by the war 
the seminars could have benefited from a more inclusive approach. Contrarily, WHO 
was limited to Croatian lecturers since it was the host country. Working together on 
technical issues in an effort toward reconciliation and establishing productive working 
relationships cannot imply that groups are appeased with their own representatives. 

What Were the Stakes? 

In this scheme of things we have four primary actors: the Croatian MoH, the Serb 
Executive Council, WHO, and UNTAES. Each was bound to the reintegration and 
reconciliation for different reasons; thus reintegration held very different connotations 
for each actor.  

While the Croatian MoH was delighted to regain its territory, it was not as 
pleased with the time frame. After quickly recapturing other previously Serb-held 
territories with fine results, one to two years seemed an awfully long time to wait for 
what they felt was rightfully theirs. At the same time, if Croatia wanted to continue to 
receive aid as well as be considered for entry into European and western organizations, 
it was obligated to play by the rules. The Croatian Health JIC delegates were highly 
organized and negotiated effectively with WHO and the Serbian delegation. 
Confidence-building strategies were lacking, however, and did not appear to be high 
on the list of priorities. Bitter war memories were still vivid in their minds, thus when 
mass grave excavations began (at least one of which contained the bodies of hospital 
patients and staff) overwhelming emotions understandably guided behavior. For some 
Croatian health workers, reconciliation with the Serbs at that stage (in 1996) would 
have been to excuse the Serb Army of its atrocities in what should have been a sacred 
place, it would have been offence to the dead. 

Furthermore, jobs for health workers in the region were also at stake. After being 
run out of town, the Croats felt entitled to their previous posts. The idea of Serbs who 
had been working during the occupation keeping their posts was appalling. It would 
be even more dreadful if they were the same staff who neglected to defend the Croats 
during the siege in 1991. 

As for the Serbs, it should be kept in mind that it was Belgrade who made the 
decision to let go of Eastern Slavonia, not the local Serb authorities in Eastern Slavonia. 
Local Serbs who had fought an intense, brutal war for Eastern Slavonia felt betrayed by 
Milosevic who could neither financially nor politically continue to support their 
efforts. After zealously demonstrating their patriotism as well as risking their own 
lives, they felt sold out by Belgrade and while the territory they inhabited was strongly 
desired by Croatia, they themselves were merely going to be tolerated by the new 
government. Suddenly everything had changed yet again for this group. They seemed 
to realize that a war had been fought for naught supposedly on their behalf. No longer 
did glorious notions of Serb brotherhood provide solace for their anxiety, suffering 
and, in some cases, guilt.43 With the departure of the mission they feared they would 
be alone, and the future for the former enemy did not look so accommodating. 
UNTAES was a body to ensure that rights of the minority would be upheld, but this 
minority had no bargaining chips of its own nor was it felt assured that any 

                                                        
43 Personal communications from former colleagues and neighbors. 
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international body would look after its rights after UNTAES left the region. Also, while 
local Serbs had grown exhausted from war, poverty and living among ruins, they were 
hardly eager to become Croatian-Serbs. 

Bearing all this in mind, Serbian Health JIC delegates were negotiating from a 
weak position. With the help of WHO, delegates who intended to remain in the region 
sought to secure their future in the medical profession as well as improve the health 
system in the region. If they did not collaborate, they would receive nothing; if they 
did, at least legal agreements would be forthcoming. On the other hand, a 
preoccupation with an insecure future precluded genuine reconciliation among the 
health workers. Some of the Serb delegates became resigned to defeat and rather 
complacently continued participation with the Health JIC. At least at one meeting, the 
head of the Serb delegation pulled his chair to one corner and fell asleep. 

Finally, reconciliation was a key issue for WHO and UNTAES. UNTAES, as a 
UN mission, had to prove itself viable and efficient, in the face of growing 
international cynicism and disdain toward the UN. There was simply no room for 
failure. 

WHO had success with health-as-a-bridge-for-peace initiatives in the past, and it 
would have been desirable to broker a spirit of reconciliation in the UNTAES region. 
As peace, in relation to open violence, already existed by the time of the mission, 
WHO’s task would be the far more difficult and time-consuming process of confidence 
building and reconciliation. It seems WHO had hoped that the universal issue of health 
would eventually lead to cooperation and that once both sides agreed to meet, 
undertake situation analyses, discuss technical health issues the spirit of confidence 
building would naturally evolve. If this did not work aspects of the health-as-a-bridge-
for-peace concept needed to be reconsidered. 

Eastern Slavonia Today 

WHO completed its withdrawal from Eastern Slavonia in January 1998 and left Croatia 
thereafter. My research in Croatia sought to examine WHO’s role and the efficacy of 
their actions as well as the perception of WHO/UNTAES during this period. As we 
have seen, under the auspices of UNTAES, the objectives of WHO’s health-to-peace 
work in Croatia were to facilitate the reintegration of the health system in the UN 
administered region into the Croatian system while at the same time contributing to 
reconciliation and rehabilitation. 

Methodology of Field Mission 

My research was more limited than I would have liked for two reasons. First, I had to 
seek permission from the director of the Vukovar hospital44 to interview the medical 
staff in the region.45 When I was finally able to meet with the director and the 
permission was granted, albeit with reservations, she instructed me that I was to work 
through her head nurse. This meant that the head nurse was to organize my meetings. 
This was a rather significant impediment since I wanted to approach the participants 
myself as well as ensure their anonymity. It also left me in the awkward position of not 

                                                        
44 The same director who was installed just before the war and who remained in the hospital during the 

siege. 
45 The hospital director is also in charge of surrounding clinics. 
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knowing how my interview was explained and proposed to the perspective 
participants. Moreover, those who were selected by the nurse to speak with me may 
have had a certain profile that she found appropriate. Each day I was obligated to 
check in with the head nurse who made no effort to hide her disdain either for the 
additional work I was creating for her or for my endeavor itself. The interview I 
conducted with her resulted in one-word answers. She claimed not to have certain data 
I asked for (hospital staff statistics, patient statistics, organigram of hospital and 
Croatian health system) or insisted (against evidence) that it was a book she had given 
me earlier. All of this indicating a lack of transparency, thus a lack of access to 
information. Such obstacles marked the change of my status from participant to 
outside observer, in that now I was no longer entitled to meetings with anyone. 

I was, however, permitted to request meetings with people I had worked with 
while I was in the region in 1996–1998. This turned out not to be very helpful since the 
former head of the Serb delegation for the Health JIC had had a heart attack one week 
before my arrival. The other significant Serb player in the Health JIC flatly refused to 
speak with me about the JIC, and his perceptions of the reintegration and the present. 
Despite promises of anonymity he adhered to his refusal, citing consequences46 he 
endured after giving an interview that should have been anonymous. 

I spent two days in Novi Sad, Serbia, with the intention of speaking with two 
doctors that had allegedly left the region for Serbia when UNTAES left. Only one was 
attainable. 

As for the interviews themselves, with a few notable exceptions I believe that 
participants were sincere in their responses. It eventually became clear, however, that a 
few participants did not feel comfortable enough to answer questions at length 
concerning their perceptions or opinions about certain hospital-related subjects. 
Contrarily, when I spoke about the situation in general in the region, they were more 
inclined to speak openly. I suspect the reservations, the refusals to speak to me, and the 
yes/no responses were a result of a combination of issues. First, the hospital is in a 
financial crisis partly because of over-staffing (480 staff to 120 beds) and cutbacks seem 
imminent. Second, clearly no one wanted to start problems based on internal ethnic 
divisions. Third, I perceived a strong desire to forget about a past that was too 
inconceivable and painful to discuss47. As the region is small, and my participants few, 
in order to protect identity I am obliged not to give too much information on the 
speaker (position, duties, etc.). 

Sociopolitical Situation 

The Croatian Danube region, or the former UNTAES region, has seen quite a bit of 
change since the days of UNTAES. The fighting in Eastern Slavonia was among the 
worst in Croatia during the war as it damaged or destroyed much of the area’s 
infrastructure,48 with direct war damage at over $2 billion, according to government 
estimates. While rebuilding projects started under the auspices of UNTAES, the 
government’s Ministry of Reconstruction and Development has developed a 
                                                        
46 It should be noted that no indication of where these “consequences” came from (professional or social) 

was ever given. 
47 Participants often commented to the effect that foreigners were keener on talking about what happened 

in the past – which could not be changed – than on talking about what will become of the region in the 
future. 

48 Figures from various UN agencies indicate that the area was about 80%–90% destroyed (UNICEF, 
WHO, UNHCR annual reports). 



39 

comprehensive program for rebuilding damaged infrastructure, including housing, 
flood control and drainage, water and sanitation systems, power networks, health and 
education facilities (both of which were attacked during the war), and demining 
efforts.49 Since 1998, when the government allotted $100 million for reparations to 
housing and infrastructure in the region, it has continually allocated sums for the 
reconstruction of Eastern Slavonia. The extreme devastation and the shattered 
economy, however, create a situation that demands far more aid as well as economic 
investment aimed at starting real business in the region. 

The presidential and parliamentary elections in early 2000 finally indicated 
earnest intentions to solve one of Croatia’s most serious and protracted problems – the 
resettlement of hundreds of thousands of refugees and displaced persons. As we have 
seen above, the war in the former Yugoslavia displaced entire communities as all sides 
fled to territories considered safer for their people. Serbs living in Croatia (Croatian 
Serbs) sought refuge in the neighboring FRY and in Bosnia and Herzegovina (BiH), 
while ethnic Croats fled from BiH to Croatia. Inside the country, the population 
“exchange” created when Croats fled the Danube region to other areas in Croatia in 
1991, and then in 1995 when Serbs fled former Sectors West and South to the Danube 
region, is the root of today’s return problems. 

Under the former Tudjman regime, the government professed that it was 
committed to addressing the problem, but its actions did little to reflect such 
commitment. While more equitable attention to the matter has improved under the 
new government and most discriminatory elements of legislation have been 
removed,50 the weak economy in Eastern Slavonia acts as ominous deterrent against 
returnees, particularly for younger people. The statistics in table 1 reveal the total 
number of returns as well as the breakdown for last year (2000) and up to 31 July 2001. 
As of January 2001, a total of 37,310 people remain internally displaced.51 Of this figure, 
an estimated 2,85452 are Serbs from other areas of Croatia and the rest are Croats from 
the CDR. The figure for Croatian Serb refugees in the FRY should not be forgotten, as it 
is a startling 300,000. 

 

Table 1 – Total number of returns 

 Total 2000 2001 
Return to the CDR 73,569 12,711 4,813 
Return to other parts of Croatia  144,511 2,597     984 
Return from CDR (Croatian Serbs) 22,628     786      13 
Return of Croats and other ethnicities 121,883 1,811     971 

 
Source: UNHCR statistics. 

                                                        
49 Personal communication: Zisis Patsarizis, European Union Monitoring Mission (EUMM). 
50 UNHCR, Global Appeal 2001, posted on UNHCR website <www.unhcr.ch/pubs/fdrs/ga2001/ 

ga2001toc.htm>. 
51 UNHCR statistics. 
52 This estimate was concluded by subtracting the statistics from the year 2000 (3,653 displaced Serbs in 

CDR) from the returnee figures of 2000 and 2001. 
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Though the statistics for return seem laudable, the population in Eastern 
Slavonia is simply not indicative of such numbers. Granted, the most extraordinary 
and visible changes have been the reconstruction of housing. Very attractive new 
apartments and houses have sprung up throughout the region, and though there is still 
a housing shortage throughout Croatia, it is difficult not to be taken aback by the 
number and the charm of the houses in Eastern Slavonia. In spite of this, housing is 
still a problem. Two-way return requires that displaced Croats from Eastern Slavonia 
be able to return to new or repaired homes in the region, and displaced Serbs living in 
the region be able to return to their (repaired or new) homes in other areas of Croatia. 
A difficult process indeed, since Serbs in the region occupy Croatian houses, while 
Croats in other areas of Croatia occupy Serb houses. 

Moreover, despite commendable changes in legislation, the OSCE mission in 
Eastern Slavonia has documented discrimination in the eviction of Serb temporary 
users of dwellings in the region. Based on a series of recent cases which compared 
practices in the Danube Region to the rest of Croatia, it was revealed that authorities 
are more inclined to execute immediate eviction orders against Serb temporary 
occupants in the Danube Region without providing for alternative accommodation in 
the majority of cases. Accommodation in collective centers, however, was offered in a 
few cases. Contrarily, authorities in other parts of Croatia refuse to expel Croatian 
temporary users to permit returning Serb owners to reclaim their property, arguing 
that there are no available accommodations for the temporary users. The OSCE 
contends that under no circumstances have the authorities considered putting Croat 
temporary users into collective centers.53 

The Serb People’s Council (SNV) alleges that many Serb houses are occupied by 
domicile Croats and not refugees from BiH as has been claimed. The leader of the SNV 
contends this should not be a difficult problem to solve since the domicile Croats have 
property elsewhere in the country, or their homes have already been reconstructed.54 
Again, the Croatian government maintains that Bosnian Croats will not be evicted 
unless they can be offered accommodation. All this to say that at the national and 
community level, as can be expected, there are still serious problems resulting from 
perceived ethnic cleavages. Croatian Serbs reported feeling that they are of no concern 
to a government “which is waiting until [they] can no longer tolerate living in the 
country.”55 

Such cleavages are evident in neighborhoods of Eastern Slavonia. Most villages 
are distinguished as either Serbian or Croatian. Where the two coexist, the streets 
within the village are said to fall into one of the two categories. The main town of 
Vukovar boasts a mixed population, but locals had no problem pointing out to me 
which sections were Serb or Croat dominated. Similarly, it is understood by locals 
which cafés and nightclubs are their own, and which are the other side’s. This was 
made clear when my translator offered to wait in the car while I had a drink in a café 
near the hospital. On another occasion, one year before my visit, my translator had 
been attacked by three Croats after visiting a bar patronized primarily by Croats. To be 
sure, the same situation happens to Croats in Serb bars. 

                                                        
53 The information in this paragraph was obtained from the personal communication from Andy 

Burridge, OSCE chief of staff in Vukovar, as well as from OSCE weekly update on the region from the 
week 12–18 August 2001. Weekly updates can be found at webpage <www.osce.org/croatia>. 

54 OSCE report, <www.osce.org/croatia/return>. 
55 Personal communication: Maximovic and two nurses. 
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Economy 

Constraints from flawed legislation have been compounded by the slow pace of 
postwar economic recovery. Croatia has been experiencing limited growth, marked by 
high public debt, very high unemployment and little foreign investment.56 These 
problems are particularly visible in returnee areas such as Eastern Slavonia where an 
already fragile prewar economy was completely devastated in the nineties. In some 
areas unemployment is so high that it has reached 90%.57 

Up to the late eighties Eastern Slavonia had been among the richest areas in 
Yugoslavia, largely due to its fertile agricultural land. Along with neighboring 
Vojvodina in Serbia, the area was considered the “breadbasket” of the former 
Yugoslavia. Over 50% of the population was directly involved in agricultural 
production and most of the balance was employed in agroprocessing. The Borovo shoe 
factory was also significant, as it is said to have employed tens of thousands of 
workers.  

Currently, the economy in the region is based on café bars and black market 
schemes. Agriculture in the region plays a greater role at the familial level, as the 
agroprocessing firms are located in the larger, more prosperous Osijek. The Borovo 
shoe factory was nearly leveled during the war. Part of it remains, and is currently 
being used for either construction goods production or its storage.58 No attempt has 
been made to revive the site of the former factory or to transform its remains into 
something profitable that would benefit the community. 

Thus, despite a number of issues concerning the treatment of the Serb minority, 
some of which, as they pertain to the health sector, I shall address further on, progress 
has been made in the past five years toward fulfilling the terms of the mandate which 
apply in this particular region. Nevertheless, the number of displaced persons who 
have actually returned to their homes of origin is still low since many people have 
gone to third countries, mainly the FRY. Figures can be misleading since many people 
return to the region only to leave in search of work shortly thereafter. This is partly 
because of the dilapidated state of the economy in the CDR and the total lack of 
confidence in improvement in the near future. Highlighting this point, in the two 
months since I have left the region, my translator and two of his cousins have obtained 
documents for “at least” a temporary stay in Ireland, while his brother, another two 
cousins along with their young son have left to try to gain a long-term stay in Norway. 
This is not an auspicious sign for the future. With so many young people leaving or 
attempting to leave, the desolation of the CDR seems to reach as far as the eye can see. 
The critical economic situation, then, especially in terms of public and economic 
infrastructure, proves to be the main obstacle for return and the first priority for 
development. With regard to the destruction of housing, the Croatian government has 
given priority to the region in its reconstruction program since UNTAES left; however, 
given little more than a house to return to, it seems unlikely that returnees will be able 
to remain in the region upon their arrival. 

                                                        
56 <www.unhcr.ch>, go to Global Operations Croatia. 
57 Ibid. 
58 It was not clear whether this standing section of the former factory was actually functioning or if it was 

simply serving as a site for construction machinery, equipment, etc. 
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Health in the Region 

During the UNTAES period, the main objectives of WHO health-to-peace work were 
the following: 

1. To contribute to reconciliation 
2. To be the principal mediator in the JIC 
3. To bring together conflicted health workers and build confidence among them 

through joint health activities 
4. To advocate peace through different health initiatives, and 
5. To serve as a focal point for international organizations working on health in the 

region (Balladelli 1998) 

As points 2 and 5 were clearly carried out, it was the remaining three points that 
I have chosen to examine. I have explained in the previous section some of the ways 
WHO contributed to reconciliation and peace by using the Health JIC as a tool to 
instigate dialogue and collaboration, while defending the rights of the minority (in this 
case the Serbs). Now we will look at the effect, perception and sustainability of past 
health initiatives as well as the reintegration of the Eastern Slavonia health system into 
the Croatian system. 

Compared to PAHO’s work in the Central American Initiative where health as a 
bridge for peace included the willing participation and commitment of all regional 
health authorities (Balladelli 1998), WHO’s role in the CDR was quite a bit different. At 
the highest levels of diplomacy, the countries involved in the conflict in the former 
Yugoslavia had agreed on peace, but at the local level tension and animosity among 
the parties directly involved were extremely high at the outset of the reintegration 
process. This illustrates the point that the signing of peace agreements at the 
appropriate time can indicate a willingness to end violence, but agreements alone 
cannot ensure that progress toward peace and confidence building will be 
forthcoming. Today the level of tension as it pertains to health workers has visibly 
diminished, yet, as we shall see, the remnants of war were revealed in various ways 
through personal discussion with staff. 

Role of WHO during the UNTAES Mission 

WHO embarked upon their commitment in Eastern Slavonia facing the question of 
how to encourage sustainable peace in the region and foster local capacities for peace. 
A looming question soon became evident: How could the organization improve healthcare 
and diplomacy activities while simultaneously adhering to the tenets of the reintegration and 
remaining neutral (Balladelli 1998)? At the time, the Serbs felt that WHO was working 
directly on the side of the Croatian government, which to a large extent was true.59 
WHO was invited to the country by the government to assist the Croatian MoH 
recover from war as well as address health reform. The Serbs viewed this fact as 
irreconcilable with neutrality and it represented a thorn in the side of the organization 
during the transition. On the other hand, the Serb Authority did recognize WHO as the 
most credible and legitimate organization to lead reintegration of the health system. 

                                                        
59 The relationship WHO had with the Croatian government, that of close partner, was unavoidable (due 

to WHO’s mandate) and served as an obstacle for the organization, as it seemingly rendered it less 
neutral. 
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When asked about the role of WHO three years later, however, there was very 
little variation in opinion. In general, Serbs and Croats alike found WHO’s technical (as 
opposed to material) intervention very “helpful,” “appropriate,” and “expert.”60 Dr 
Bosanac, former head of the Croatian delegation for the Health JIC, current and pre-
1991 director of the Vukovar hospital, observed that she found it “curious that 
problems were so horrible, but in the end they were solved peacefully.” In a hospital 
publication, the Health JIC meetings were described as “very difficult and painful” 
(Biro et al. 2000). The three medical workers I spoke with who were directly involved 
in the Health JIC appreciated very much the way it was handled and remembered 
many meetings almost wistfully. Bosanac and another health worker commented that 
the JIC was a very good, useful strategy and “that there was really no other solution at 
that point.” Bosanac particularly commended Balladelli, recalling his strength under 
very arduous circumstances. Two Croats mentioned that they felt very free to speak 
their mind at the JIC. They claimed that so much time had passed since the war started 
up to the UNTAES period that they were longing to return to the region as well as talk 
to former colleagues. Such sentiments, they recounted, combined with the ability to 
speak freely may have resulted in heated exchanges. 

The Serbs, despite their past complaints, appreciated the role of WHO and 
offered no criticism on the methodology. One doctor affirmed that the JIC and the 
strategy of WHO was the only solution that could assure that employment contracts 
would be fairly negotiated and, later, respected. Another staff member remembered 
that in the beginning of UNTAES, when Serbs started to realize that the region was 
“probably” really going to be reintegrated, he thought his days in the region’s 
healthcare profession were numbered. He said that tensions were so high that without 
WHO and UNTAES, none of the Serb health professionals would have been able to 
keep their work. A study for WHO just after its departure from Croatia by Large, 
Subilia, and Zwi (1998) revealed similar comments. In the end, every Serb I spoke with 
stated that the JIC strategy was a positive force. 

On the other hand, some of those questioned (including some who did not serve 
on the JIC) thought that the JIC came too soon. Even some of those who praised it and 
wanted faster access to the region after the induction of UNTAES said that the process 
may have come too early. 

As for the JIC meetings themselves, one doctor said “at first they were a 
nightmare” but things got better. The Health JIC indeed got off to a foreboding start. 
After the fourth meeting the whole Croatian delegation changed. Goodwill on either 
side was very seldom seen at the meetings themselves. On the other hand, reflection on 
the positive aspects of the JIC unanimously resulted in memories of the lunches 
following the meetings. One doctor said that had there not been the lunches afterwards 
“I and most of my colleagues would not have gone.” Perhaps this is an exaggeration to 
some extent since attendance was mandatory under the threat of replacement or 
dissolution of the JIC, which would have resulted in a negative report to the Security 
Council. Another doctor assured that “there wasn’t a person on the JIC who didn’t like 
to go to the restaurant to talk afterwards.” Anecdotal though they may seem, the 
lunches did in fact provide perhaps the most relaxed and agreeable atmosphere 
possible. While steadfast agreements could not be made in this context there is no 
question that the lunches helped bolster confidence-building efforts. Even after 
meetings where insults flew, the lunch offered the opportunity (or perhaps social 

                                                        
60 Personal communication: Bosanac, and others. In this section, the naming of most personal 

communications will be constrained by requests of anonymity. I have disclosed Dr Bosanac’s name as it 
is clear that I spoke with her and she expressly stated that her comments could be used along with her 
name. To avoid possible disturbances, no other participants shall be named. 
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obligation) for open seating and personal discussion among former colleagues, some of 
whom used to be friends. Contrarily, the structure of the meetings meant that Serbs 
were on one side, Croats another, the chairman at the head and observers near the 
chairman.61 

 

“Tensions might have been high inside the meeting room, and we were all chain 
smoking, Balladelli too. You remember that they said they would only talk to 
Serbs floating in the Danube. We said [such] things too. But you offer a meal 
and wine to Balkan people and we’ll get along just fine. I didn’t want the lunches 
to end.” 

Doctor who served on the Health JIC 

 

Working Together 

 

“It’s better to go fishing together than to talk about the past. Let’s just move on.” 

Doctor from Vukovar 

 

 

Comments were made about the importance of the reminders from the chairman 
concerning the special role of health professionals, said to be rooted in an impartial 
willingness to aid others and the community. One Serb health worker who was not on 
the JIC reported that he firmly believed in this, but it was only later in the UNTAES 
mission when he finally realized that reintegration would surely happen and efforts 
toward reconciliation would have to be made. Though he maintained that he had 
always believed in impartiality and altruism, he remembered his intense anxiety when 
he thought about working with the Croats again. As he had not served on the JIC (“I 
was never that high up”), and was not involved in the yearlong WHO mental health 
seminar, he had no exposure to the other side after the occupation. Similarly, several 
Croat and Serb nurses, also lacking contact with the other side, nervously awaited the 
reintegration wondering what it would be like to work together again, not to mention 
what it would be like to see each other again. 

By all accounts, at the outset working together was not easy. It was maintained 
by almost all the participants that while patient care was never an issue, staff behavior 
– apprehension toward colleagues or overt animosity – was a serious problem at the 
beginning. The director of the Vukovar hospital affirmed that “all patients have always 
been treated the same, but that it was very difficult to begin to work together.” 
Compounding the problem was the particularly ill-planned situation of different 
uniforms between Serb and Croatian staff. Though the problem was eventually 
resolved, the fact that several people commented on it (including non-staff 
participants)62 indicates that many staff and patients found it divisive. All participants 
agreed that working conditions are better now, but on the Serb side remarks indicating 

                                                        
61 Certain organizations engaged in health were permitted to observe: ICRC, UNICEF, MSF, UNHCR. 
62 Some former patients complained about the difference in uniform, thinking that the situation was 

intended as such and was to remain the same. 
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discontent revealed otherwise. Five participants claimed that they are criticized when 
they speak “Serbian”63 and that their Croatian colleagues, though professional, do not 
want anything to do with them outside of a strictly working relationship. On the other 
hand, when asked about their own efforts to socialize with Croats, the response did not 
indicate much initiative on their part. One medical staff coyly commented, “I only 
know that it isn’t easy to mix with people who would rather not have you around.” 

Comments from Croatian staff were not dissimilar, with the exception of 
criticism on language. Most remembered that they were nervous when they arrived for 
the first time in more than five years at the hospital. Not knowing how to act, what to 
say and what to do were all mentioned. One Croatian health professional recounted 
that her first day at the hospital was a tremendous shock which brought all her 
wartime memories back “like a wave.” Many commented that Serbs hardly spoke with 
them, though now the situation is less tense. Another Croatian staff who had served on 
a committee that included Serbs during the UNTAES mandate, and thus had 
experience working with some of them before the official reintegration, commented 
that relationships are individual and there was no longer a general mood among the 
hospital staff. Another said that if Croats were willing to return, it meant that they 
were willing to work with Serbs. Her colleague added, “How far these working 
relationships can be friendly is quite another issue.” 

 

“I didn’t work for seven months after the war because my own people [Serbs] 
said that I had helped the Ustashas64 by caring for Croatian patients. Finally I 
was hired again to work in the hospital, but at a lower level. Eighteen months 
later I was promoted to the level I deserved. When the Croats returned, they 
considered me a Chetnik65 since I continued working during the Krajina66 years. 
Though they said that I could keep the same job I had, a Croatian staff started 
handing out her [business] cards with my title on it. I was told to ignore her. It 
has since been resolved, but I’ve got one foot and my family in Serbia. 

Medical worker 

 

 

At the Center for Public Health, disappointment concerning technical issues 
related to the reintegration abound. Immunization records collected from 1991–1998 
were destroyed after UNTAES left since they were in Cyrillic and thus considered 
illegible. There was at least one computer at the Center for Public Health, but the staff 
complains that in areas of Croatia, public health centers are equipped with necessary 
technology. It appears that the staff at the Center for Public Health in Vukovar feels 
more than a little slighted since they were once fourteen and now reduced to four, 
including one Croat. Reportedly, three staff cannot claim their right to a subsidy they 
are supposedly entitled to since they live in the CDR. At least one complained that he 

                                                        
63 The differences between what has come to be known as “Serbian” and “Croatian” are akin to 

differences between American and British English, though accent differences in Serbian and Croatian 
are often less marked. Main differences are primarily variations in words. 

64 Ustasha connotes Croatian nationalism and fascism dating back to World War II divisions. It is 
supposed to be pejorative, but some Croats who appreciate nationalism actually identify with the label. 

65 Chetnik is the Serb variety. Like Ustasha it is meant as an insult, but certain Serbs identify with the word. 
66 All Serbs with whom I spoke referred to 1991–1995 as the Krajina years rather than “during the 

occupation.” Krajina comes from the Serbo-Croatian word for “kingdom” and referred to all the 
territory the Serbs occupied in Croatia.  
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is systematically invited too late to training seminars, many of which are mandatory. It 
was commented that despite the successes of the reintegration process, there is nothing 
that can be done now to defend health workers against injustices without the presence 
of an outside party related to health. 

Furthermore, under agreements with UNTAES, the director of the Vukovar 
hospital should have been working in parallel with a Serb representative employed in 
the hospital. The doctor who was assigned that position was also the one who led the 
Serb delegation during the UNTAES administration.67 When I asked others (Serbs) 
about his post as it related to the work of the hospital director, they literally scoffed at 
my naïveté and claimed that such a relationship existed only on paper. In any case, 
most of them felt that their needs were not represented by anyone at the hospital. It 
should be noted however that some Croats too felt that their positions at the hospital 
were also precarious since lack of finances could mean redundancies. More telling, a 
few Croats I spoke with knew who he was, but were not exactly sure of his position at 
the hospital. In fact, a title indicating his post was never articulated. 

In sum, I reached three conclusions about working relationships. At the outset, 
relationships between the sides were clearly tenuous. Some participants blamed the 
tension on the newness of the situation since many had not had the opportunity to 
work with the other side before the reintegration was realized. It is of little surprise 
that both sides complained of the other’s disregard for their existence. As we have seen 
above, many participants claimed that the other side ignored them and made little 
attempt to talk with them outside of work. Most were convinced that such cold 
shoulders were due to former colleagues’ unwillingness to make amends, yet I 
observed no indication on either side that there was an organized attempt on the part 
of either group to ignore or socially mistreat the other. It appeared that some felt and 
continue to feel genuinely uncomfortable with the other side, while others complained 
of the coldness of their former adversaries in a manner revealing their own disdain for 
them. 

Moreover, upon arriving at the hospital for the first time after three years the 
only ostensible change that has been made is a memorial at the front entry gate. The 
gray marble gravestone is inscribed with the following dedication: “On 18 November, 
after the fall of the Vukovar defense, the JNA [Yugoslav People’s Army] and Serb 
paramilitary took away 261 injured defenders,68 civilians, and employees. [This was] 
Against the Geneva Convention’s rights of the injured. In Ovcara, 200 [of these] people 
were killed.” 

Similarly, a hospital publication recounting the history of the Vukovar hospital 
speaks at length about the “defense,” the “aggressor” Serb forces, and the Croatian 
heroes and heroines. One passage questions if the Serbs (many of whom continue to 
work at the hospital) made structural reparations to the hospital out of “shame for 
what they had done” or to prepare for further military attacks (Biro et al. 2000). It is 
difficult to criticize such language considering that from the Croatian perspective (the 
perspective of the winner) this is true and merits preservation in the national memory. 
On the other hand, such monuments and publications do little to contribute to 
reconciliation. The Serbs,69 for their part, have a sense of historical victimization and 
those with whom I spoke do not consider their people as aggressors of conflict but as 
perpetual victims – victims of the Croats, of the West, and of the previous 
administration in Serbia. On the assumption that most did not actively participate in 
                                                        
67 I was unable to speak with this doctor, as it was he who had had the heart attack the week before. 
68 Defenders are considered the Croats who fought against the Serbs for Eastern Slavonia.  
69 Of those I spoke with, all except one. 
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illegal war activities, one can to some extent understand individual feelings of 
victimization by a people who proudly fought fierce wars in recent years only to lose 
every single time as well as become an international pariah. Those Serbs who actually 
decided to remain in Croatia and become Croatian-Serbs had to expect that the 
“winner,” particularly a winner that was finally gaining statehood, would revel in its 
glory and pay homage to its heroes. Perhaps it is unrealistic for the international 
community to expect otherwise, even in the name of reconciliation, which is 
paramount to stability, real peace, development, and, not in the least, good health. 
Notwithstanding a State’s need for memorials and literature bearing witness to its past, 
such homage has contributed to a marked sense of hostility and victimization among 
Serbs in the region, thus broadening cleavages and rekindling adversarial feelings or 
“us versus them” sentiments. 

 

On hospital monuments and publications paying homage to the past 

The past must have representation. Croatian health worker 
No one cares about us because we’re supposed to be the bad guys. 
It’s like they lost everything and we lost nothing. Serb health worker 
They [monuments] remind of us of our defenders. Croatian health worker 
Their monuments enrage us [staff] and the patients. Serb health worker 
I don’t even look at them [monuments, etc]. We are a forgiving people, but 
they never forgive and they always make us the bad guy. Serb health worker 
It’s always the same with us: we forgive fast, but they don’t. Serb health worker 
They represent our brave people and country. Croatian health worker 

 

 

In spite of the lack of friendships among the Croatian and Serb staff, all medical 
staff with whom I spoke firmly and proudly assured equal care to patients. Altruistic 
principles were echoed by every participant when questions pertaining to patients 
were posed. The subject of differences in patient care was regarded by many as “out of 
the question.” All staff vehemently affirmed their belief and commitment to the rights 
of the sick and injured and medical ethics. The question had to be posed for several 
reasons. First, documented mistreatment of patients in the hospital during the siege led 
to hundreds of fatalities both at the hospital and at least at one mass grave site. It is 
unclear whether health workers from either side were involved in the events or if they 
were solely the result of the JNA and Serb paramilitaries. Curiously, no one mentioned 
anything about what happened during the siege. Second, during the UNTAES 
administration there were situations in which patient care was visibly jeopardized. For 
example, some health workers in Osijek (a large, nearby Croatian town) did not want 
to treat patients who had obtained permission to leave the UNTAES region to receive 
treatment at Osijek’s better facility. Nevertheless, when discussing working 
relationships, not a single participant criticized the behavior or attitude of another staff 
member toward patients. It was reported, however, that on several occasions, patients 
have asked who would be performing a surgery. Requests for either a Serb or a Croat 
were said to be respected except in the case of emergencies. 

Contracts 

As mentioned above, the thorny issue of contracts caused many of the problems that 
plagued the Health JIC. An UNTAES brokered agreement between the Croatian 
government, the former Serb Authority and UNTAES assured job security for qualified 
staff working in the CDR before the war. This meant that Croats who returned to the 
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region were assured their pre-1991 posts, Serbs who remained could retain their pre-
1991 posts, and Serbs who worked in other health centers in Croatia before 1991 could 
return to those posts. Serbs joining medical staff after 1991 were also promised posts, 
though with numerous stipulations and provided their qualifications met Croatian 
regulation. This hard-gained agreement was both ambitious and impractical for a 
country facing serious economic problems as well as reconstructing their entire 
political and economic systems. The CDR simply would not need such a large medical 
workforce and the Croatian budget would have to be stretched very thin in order to 
meet the financial implications of staff salaries and maintenance of the institutions 
themselves.  

One group of workers not included in agreements was manual and unskilled 
labor. Although the details were sketchy, evidence indicated that all Serb staff of this 
nature at the hospital were made redundant. Conflicting information relates to what 
happened to this group afterwards. A few accounts maintained that janitorial and 
cleaning staff were sent to the old Borovo shoe factory building. It seems spurious that 
a large number of cleaners would find work at that location since that factory no longer 
operates, unless of course other significant operations are currently taking place there. 
Other accounts claimed that this group was simply fired.  

As for health workers nearly all said that their contracts were respected. There 
were, however, technical problems and loopholes that were found and exploited. 
While all those who were guaranteed a post under the agreement were not let go, in 
the months after UNTAES left there were cases of relocation. In some situations nurses 
were sent to various sites for temporary work on an ongoing basis. No one I spoke 
with reported such erratic postings recently, though this can neither confirm nor deny 
that such relocation continues. In the early days of the new government, one 
participant claimed that her Serb colleague endured intense mental distress when she 
was sent to an institution for Croatian war veterans. I did not have the feeling that such 
treatment continues today, but this cannot be confirmed due to the limitations of my 
research. 

There were comments from both sides that they did not receive precisely the 
position they had held before the war. Structurally, one can imagine that this would 
necessarily be the case. Frustration arose, however, when some health workers were 
given positions that they did not consider worthy of their experience and 
qualifications. It appears that, perhaps in a drastic attempt to ameliorate the problem, 
many Serbs were pressured to return to their previous locations in Croatia, whether or 
not they had accommodation.70 

Nostrification, as it was called, was another issue that raised frustration and 
hostility during the JIC meetings. Nostrification was a process whereby all Serbs who 
began working in the medical sector for the first time after 1991 (indicating their 
education took place outside the Croatian medical and education system) had to ratify 
their previous training in order to assure compatibility with the Croatian system. Since 
education programs throughout the former Yugoslavia was essentially the same prior 
to 1991, the demand for this process was held by Serbs and expatriates alike as a way 
to screen out or create a cumbersome obstacle for younger Serb medical staff. To ratify 
medical studies, one had to apply to three state institutions (professional, legal, and 
insurance) and take exams in their field of concentration, the Croatian language, the 
Croatian Constitution, laws on health insurance, and citizenship law and entitlement 

                                                        
70 A rather significant restraint of this investigation was the lack of resources and time to collect 

information from former Vukovar hospital staff who have returned to their prewar locations elsewhere 
in Croatia. 
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(Large, Subilia, and Zwi 1998). Such testing infuriated Serbs but in the end, as all 
countries insist that medical professionals who wish to practice medicine follow 
domestic policy and training, the UN, WHO and Serbs had to capitulate with Croatian 
demands. 

By the time of the reintegration, at least 89 professionals needed to undergo the 
nostrification process. According to those interviewed (both Serb and Croat) and a 
hospital publication, however, only 27 did so (Biro et al. 2000). It was explained that 
some of these health workers left while others, in the end, did not have to nostrify. 
Upon asking for the records to get a better understanding of these numbers, I was told 
they were unavailable. Many of the Serbs criticized the process since it involved 
considerable time, study, and money (fees). They are convinced that it did encourage 
some medical staff to leave. Currently nostrification does not incite hostility as it is 
considered to be an issue of the past. Nevertheless, when Croats talked about it their 
comments were along the lines of “It wasn’t a problem. We gave ample time for 
nostrification, in fact the time limits were extended for those who needed it.” While the 
Serbs maintained, “There have never been any real differences in our medical 
programs and theirs.” 

Finally, while participants confirmed that patients are treated the same 
regardless of their ethnic affiliation, they agreed that that level of treatment and care 
was minimal since neither renovation to the hospital buildings nor investment in 
equipment had been undertaken. Financial constraints have preserved the hospital’s 
dark (literally and figuratively) ambience that I remember from the UNTAES period. 
These constraints also contribute to a general sense of uncertainty among staff. Aware 
of hospital overstaffing and the lack of economic recovery, one Croatian participant 
stated, “Now it’s a question of who’ll be fired.” Serbian staff fear that they will be the 
first to be made redundant if cutbacks are implemented, while some Croats mentioned 
that it would be unfair if they were let go after spending so much time as displaced 
persons. 

Overall Conclusions 

The Vukovar hospital and the entire health system in CDR endured two major changes 
in six years. After the siege, the once Yugoslav health institutions fell under Serb 
authority. Then, international agreements provided for the peaceful reintegration of 
the CDR and its institutions into the Croatian system, where it was internationally 
agreed they belonged. WHO’s ambition was not only to ensure that information 
pivotal to the absorption of the health system into Croatia was exchanged, but also to 
target and achieve “reconciliation outcomes” (Balladelli 1998). As far as I could 
ascertain all technical aspects of the reintegration that WHO sought to reconcile with 
the Croatian system were accomplished, proving that the discussion of technical issues 
among professionals (of most domains) can indeed lead to peaceful agreements. While 
meetings leading up to major agreements were volatile, they were able to offer another 
viable track of diplomacy which allowed health professionals to negotiate their own 
path to new governance, rather than it being negotiated for them. Reconciliation 
outcomes, contrarily, have not fared as well. A community is larger than its health 
system, and the community itself has done little to reconcile Croatian returnees with 
Serbs who remained in the region during its occupation. As neighborhoods and streets 
are separated as either Croat or Serb, hospital staff seems to make little effort to 
commingle with what they consider the “other side.” 

Nonetheless, potential capacities of health as an entryway to peace are illustrated 
by the Eastern Slavonia experience. One should be cautious, however, in attributing 
the achievement of peace or working together to health initiatives, as they are only part 
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of a larger effort, thus making it difficult to measure the weight of their individual 
contribution. Moreover, the Eastern Slavonia experience suggests that many factors 
must be taken into account in the implementation of health-to-peace initiatives. 

First, the very idea of “connector” issue must be defined according to each 
conflict situation. Connector issues can vary depending upon the region and the 
context of the conflict, among other factors. While sometimes it may be valid that 
culture, history and common language unite people and can serve as connectors, these 
same factors have a strong tendency to create cleavages as well. For example, in 
Eastern Slavonia history was remembered and therefore recounted differently 
depending on with whom one speaks. Also, despite the virtually identical language, by 
late 1991 Serbs and Croats claimed – at least publicly – their languages were vastly 
different. Early JIC meetings were even held with three translations: Croatian, Serbian 
and English. In this case, where language, history, and culture were no longer 
considered shared characteristics of only slightly dissimilar people, it was logical that 
the search for common ground led to the hope that health could open up innocuous 
discussion and assist the peace-building process. 

Second, rebuilding Eastern Slavonia was certainly an attractive idea to both 
sides, yet for slightly different reasons. Granted, both sides genuinely held health 
services as an important aspect of the community, but during the war and the 
UNTAES administration they were not very concerned about the health needs of the 
“other side.” For example, when the Vukovar was low on fuel and oxygen in the 
spring of 1997, the Croatian MoH refused to provide either, as it was not willing to 
support facilities to which it had neither free access nor control. Finally, when the 
oxygen supply ran out (after UNTAES bought oxygen from the FRY, as no other 
organization could provide it) the Croatian MoH offered a supply. For the Serbs’ part, 
when it became clear that no amount of stonewalling was going to block the transition, 
they became less and less interested in rebuilding. Serbs who had already made a 
decision to leave the region along with UNTAES had no vested interest in cooperation 
or rebuilding. Indeed, at one point, the lead negotiator of the Serb delegation became 
visibly depressed and withdrawn when he had lost all hope for the future. As 
mentioned earlier, toward the end, he would take a seat away from the negotiating 
table, and not speak at all. On at least one occasion, he fell asleep. 

Third, with the signing of the peace accords, both sides were aware that there 
was clear winner and loser. Local Serbs’ lack of agreement with the accords, lack of 
leverage in the transition, and fear of the future contributed to an atmosphere of 
distrust and resignation. As for the Croats, who had been displaced from the region 
and deprived of their homes and jobs in the years during the occupation, they felt that 
the reintegration was a long process that rewarded and catered to the aggressor while 
leaving them empty-handed.  

Fourth, while WHO’s approach was a logical one, it could have been more 
effective in at least two ways. First, WHO was constrained by the UNTAES mandate 
and the ultimate authority of the UNTAES mission. Second, WHO’s principal partner 
for development assistance was the Croatian government. Despite this precarious 
balancing act and lack of real neutrality, WHO was able to provide an authority 
“third” party which neither UNTAES nor an NGO could have provided. Its 
relationship, however, with the Croatian MoH did have a slight impact on how some 
of the Serbian delegates viewed WHO. 

Furthermore, a thorough examination of what was continuing to divide the two 
sides and the possibility to dismiss certain delegates would have helped the WHO 
chairman avoid these “dividers” as much as possible. For example, deterring highly 
political or emotionally toxic delegates from the JIC might have led to a more agreeable 
ambience. On the other hand, these personalities had a role to play and would play it 
either during the UNTAES administration or after. 
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It is important that one consider the ironic role of health in the case of Eastern 
Slavonia. While health could be viewed as common good for the community and could 
instigate dialogue among health workers, it was precisely the wartime activities at the 
Vukovar hospital that made health a very sensitive issue. The hospital had become a 
microcosm of war where ethnic hostilities played themselves out. When, during the 
UNTAES administration, Serbs in need of emergency interventions refused to go to 
Osijek for the only care available, it was clear that confidence building related to 
healthcare in the community was not working. Moreover, the peaceful reintegration 
did not bring forth any apologies for or acknowledgement of what happened at the 
hospital during the siege. Without this, it was perhaps more difficult for the Croatian 
health workers to move beyond the past.  

Hence, one of the significant obstacles was that, even after two years of the UN 
administered peaceful reintegration, both sides, because of political and social 
insecurities, continued to view each other as adversaries characterized by distrust and 
oppression. This impaired community opportunities toward cohesion as well as the 
spirit of reconciliation. It has been observed that the personal nature of current wars is 
“all the more ruinous in communities that have had close intergroup ties, including 
mixed marriages, neighborhoods, academic fellowship …” (Kumar 1997). Perhaps for 
this reason, less than two years of negotiation and peace-building attempts were 
simply not enough. For instance, even when the opportunity to join forces posed itself, 
as in the case of National Immunization Days,71 the Croatian MoH and the Serb 
authorities found ways to create discord. The Croatian MoH insisted that only Sub-
National Immunization Days would take place since the need rested only in the 
UNTAES region. The implication of the Croatian position suggested that only the 
UNTAES region need worry about polio because of lack of good health practices on 
the part of the Serb authority. Reacting to what they viewed as a taunt, Serb health 
workers, citing a possible conspiracy, insisted that vaccines come from abroad rather 
than Croatia. Budgetary constraints and the idea of confidence building were not 
consistent with their demands; thus the Serbs ran a battery of tests on the vaccines to 
insure that they had not been tainted. 

Perhaps the most telling example that the spirit of reconciliation was lacking 
among the Serbian and Croatian delegates and that UNTAES was painfully aware, 
came in the spring of 1997. At this point the Transitional Administrator (the chief of 
UNTAES) threatened to disband the Education JIC if they did not provide results, and 
bestowed a similarly firm, yet more subtle warning upon the Health JIC. It was around 
this time that a new, senior level staff member joined UNTAES Civil Affairs and 
assumed the role of a chief negotiator. With his arrival and his “my-way-or-the-
highway” negotiating strategy, it became clear that even UNTAES was getting nervous 
about the near future. Whether WHO liked it or not UNTAES was eager to push the 
negotiations along. If reconciliation was to remain elusive, at least legal agreements 
would drive Serb authorities and Croatian Ministries to behave themselves. Too much 
was at stake for both the UN and the US State Department (which played a pivotal 
financial and political role); success was not to be risked. 

Given this situation, where negotiations and agreements take precedence over 
their own intentions (a description that is befitting many peace processes), one is 
drawn to consider the viability of diplomacy when it forces actors to take decisions 
 
 
                                                        
71 Several confirmed cases of polio in Kosovo and the FRY raised alarm; thus National Immunization 

Days – where the goal is to inoculate all children under five – took place throughout the former 
Yugoslavia except Croatia. 
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against their will. Eastern Slavonia, at least in the short/medium term, has proven that 
even under the gun, so to speak, peace, albeit without reconciliation and integration, 
can result from such negotiation. In other words, in certain contexts top down peace 
strategies can be useful. But how many other countries and peace processes have 
drawn attention to possible flaws of this model? 

Certainly the preceding is not to say that the JIC strategy and the WHO approach 
to reconciliation/negotiation were all vain. As we can see from the interviews 
conducted this past spring, this is not entirely the case. The UNTAES mission and the 
Health JIC achieved many agreements and eased the impact of the transition. By the 
time Eastern Slavonia was reintegrated, many professionals were used to working with 
each other or had at least got used to the idea. Moreover, there is no question that 
Serbs in Eastern Slavonia fared much better than those in other formerly occupied 
territories that had been militarily retaken in the summer of 1995. Evaluations from the 
UN Office of the High Commissioner for Human Rights (OHCHR) and Human Rights 
Watch reveal that Serbs in former Sectors West and South – where reconciliation efforts 
were left to a couple of under-funded NGOs – were systematically discriminated 
against and harassed.72 From my recent mission, it seems that this sort of treatment no 
longer exists to the same extent, though there is evidence of isolated cases. The 
problem appears to be that the letter of the agreements was respected, but not the spirit 
(Large, Subilia, and Zwi 1998). It is precisely goodwill involved in such contracts that 
binds the signatories, yet UNTAES and WHO could cultivate neither good faith nor 
confidence among community leaders in the health sector. It is largely due to the lack 
of reconciliatory programs that could contribute to confidence building and trust that 
cleavages in the community and the hospital persist. 

Since the case of Eastern Slavonia illustrates that health is not necessarily a 
neutral issue and that it can be highly political, in the postconflict rehabilitation phase 
avenues to depoliticize discourse pertaining to health must be found in order to 
rebuild the health system. Other mechanisms within the health system could be used 
in parallel to address political aspects of health or personal grievances. Unfortunately 
for an international community which values swift results, a very costly factor must be 
added to solutions of reconciliatory professional meetings such as the Health JIC: time. 
Reconciliation does not necessarily respect or take place during an agency’s or UN 
mission’s program, plan of action and time frame. Time is needed to understand the 
intricacies of the war and to forgive to the extent that work can be made toward 
improving life for everyone. Perhaps this is the heart of the problem of the Eastern 
Slavonia experience. WHO, because of the UNTAES mandate, struck while the iron 
was still too hot, thereby keeping genuine reconciliation at arm’s length where it 
remains today. This is not to imply that it is ever too early to start HBP activities, but 
the type of initiative must be appropriate to the phase of the conflict. 

While hope for reconciliation was elusive in the health sector, it was far from a 
lost cause. The fact that reconciliatory efforts apart from the JIC enjoyed more success 
is a good illustration. For example, WHO and UNICEF sponsored joint training 
seminars for teachers and health professionals on numerous occasions, all of which 
were well appreciated and enjoyed agreeable ambiences. Politics and questions of 
reintegration were carefully avoided at these gatherings, as the goal of the seminars 
was to broaden professional knowledge as well as to socialize. Perhaps if these types of 
 
 
 

                                                        
72 HCHR Croatia, Annual Report, 1999; Human Rights Watch, World Report 1999. 
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joint educational (capacity building) or informal endeavors had been held during 
UNTAES’s first several months, the transition to negotiation might have been 
smoother. Getting down to business right away may have negatively impacted 
reconciliation efforts. On the other hand, the participants of these types of seminars – 
at least in the case of UNICEF – were not often members of their respective ministries 
and were clearly less politically inclined than the JIC delegates. 
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Conclusion: Possibilities and Challenges 

Possibilities 

Using “connector” or “neutral” issues such as health as a stepping stone toward 
reconciliation can elicit significant strides toward confidence building, though 
ambitions for reaching sustainable peace in the face of war are more limited. Health 
initiatives should not be considered a unique tool to solve CHEs; however, as part of a 
concerted effort they may offer one track or a part of an overall coordination response. 
When linking health initiatives to the overall peace-building process, it appears that 
viable opportunities for peace building may indeed be created, given proper resources 
and time. 

As we have seen, health-to-peace initiatives can work to rehabilitate at least the 
health sector in a more functional manner, lending to the accessibility of its 
institutions. Health organizations can direct their intervention toward developing 
mechanisms that allow for a more interactive relationship between the MoH and other 
political branches. This could ensure that the role of health is considered when 
domestic policy and other political decisions are made. Similarly, as mentioned in 
chapter 1, the rehabilitated health system would then be capable of addressing social 
cleavages that manifest themselves within the health sector as well as instituting 
reconciliation programs. In Eastern Slavonia, while there was a minimal level of trust 
between former enemies and the capacity to peacefully coexist was demonstrated, 
there was no mechanism for the settlement of disputes or issues. The Health JIC during 
the UNTAES mission served this function to some extent; however, the issues tabled 
for the JICs were determined by the mandate of UNTAES, they were not brought by 
the delegates themselves. In any case, after WHO and UNTAES left, the potential for 
using another mechanism similar to the JIC was never installed and to my recollection, 
it was never discussed. Galtung’s (1995) previously mentioned three Rs (conflict 
resolution, reconstruction, and reconciliation) toward peace, thus, were not met to a 
significant degree in the health sector in Eastern Slavonia. If post-UNTAES/WHO 
mechanisms directed at conflict resolution and reconciliation had been established, the 
health sector might perhaps be a more cohesive unit today. 

Also, the discussion of common health concerns by health representatives of the 
various sides of a dispute can serve as a useful tool to diffuse an otherwise tense 
political situation. While it is true that such technical discussions are intended to focus 
on symptoms of a crisis rather than root causes, dealing with these symptoms is also 
important as it allows for the immediate needs of a community to be addressed. 
Nevertheless, simply because adversaries are engaging in dialogue on technical 
subjects, does not necessarily imply that grand steps toward peace are being taken. If 
we take the case of Sudan, OLS has been able to facilitate negotiation between warring 
parties for more than 12 years, yet other tracks of diplomacy (many of which are less 
popular and more difficult to negotiate than humanitarian aid) remain stalled. 

Moreover, the notion of health as a vehicle to peace begs the definition of peace. 
If peace is to include more than the absence of war – as health is more than simply the 
absence of disease – then the work to be done to achieve such a state is long and 
arduous. Thus, while health may serve as a link to ending violence, its destination 
toward the characteristics of peace such as reconciliation, equal distribution of 
resources, justice, liberty and rebuilding is not so easily arrived upon. Nor is health 
automatically a neutral sector of the community. It can be highly political and has the 
potential to arouse more fear and passion than other social sectors, despite its 



56 

universality. We have seen the implications of macroenvironmental factors (that may 
well be politically or socially induced) on health as well as the proclivity of the health-
to-peace concept to examine underlying causes of conflict in order to find ways of 
eluding it. Hence, assumptions of the neutrality of health are largely overstated. 
Nonetheless, its universality does allow for the use of health to bring conflicting parties 
together to work on technical issues relating to the conflict. As a part of other 
diplomatic efforts, then, negotiations focused on ameliorating the health situation can 
contribute to the peace process. 

Challenges 

Despite agreeing with the fundamental concept, I believe that the health-as-a-bridge-
for-peace concept has the following limitations. First, while good health is an asset 
sought after and valued by most rational people, I am not convinced that the aspiration 
always extends to adversarial groups. Among innumerable examples, perhaps the 
most deplorable is that by the time the US unleashed its powerful bombs on Hiroshima 
and Nagasaki, earlier debates on the morality of bombing civilians, not to mention the 
grave health effects that would be inflicted upon so many thousands of innocents, were 
soon forgotten. The US is not alone in its ability and ongoing willingness to execute 
fierce retributive strikes that put the lives and health of civilians in serious jeopardy. 

Furthermore, a military or government intent on eliminating entire segments of 
its own population surely has little interest in the health needs of its enemy and vice 
versa. For instance, one can surmise that if ethnic cleansing is the goal, the very idea of 
collaborating with the enemy to discuss ways of meeting health needs would fly in the 
face of the elimination strategy and seem utterly ludicrous. In this type of situation, use 
of health-to-peace initiatives cannot be considered a serious option, let alone a viable 
one. 

Apathy toward the health needs of an adversary is not limited to militaries, 
governments, and militant groups. During highly emotional and traumatic periods of 
violence, propensities toward altruism, particularly where the “other side” is 
concerned, are notably decreased. Unbridled violence and injustice may not only turn 
the populace vehemently against their antagonist, but despite professionalism and 
humanitarianism, fear and indigence are likely to prevail and can eventually affect 
health personnel. Therefore, it is particularly idealistic to conceive that health 
professionals are somehow beyond experiencing normal human emotions as we have 
seen in chapter 2 and as is maintained by MacQueen and Santa Barbara (2000). A 
recent BBC interview (2001) with a woman who worked as a nurse during the Second 
World War in Plymouth, Great Britain, which suffered the most bombardments in the 
country, succinctly illustrated this point. Explaining the day a bomb landed in the 
hospital where she worked, killing babies and children, she candidly stated, “Looking 
around me I felt such sadness, despair, defeat. I thought if they did this to our children, 
let’s do it to theirs. Bomb them. I know that’s not a nurse’s philosophy but that’s how I 
felt.” Poignant and harsh as her words may be, she can hardly be condemned for 
having these thoughts under such traumatic circumstances. An irrational urge toward 
vengeance, however, is very human and does not elude health workers. A more recent 
example of this mentality was seen on CNN on 12 September 2001. When asked his 
thoughts about what the US should do after the attack on the World Trade Center, an 
exhausted emergency medical professional tearfully gazing at the smoldering rubble 
responded simply, “Retaliation.” 

Similarly, health workers themselves may be party to violence. Notorious 
characters from World War II may be infamous, yet their lesser known counterparts 
exist in most wars and conflicts. A Danish rehabilitation center conducted a survey of 
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200 torture survivors from various countries. The study revealed that 41 of the 
survivors described the involvement of medical personnel in their torture (Geiger and 
Cook-Deegan 1993). A 1985 review found evidence of physician complicity to torture 
in many nations (Geiger and Cook-Deegan 1993). Moreover, Radovan Karadzic, former 
president of the Serbian Democratic Party of BiH, wanted by the International 
Criminal Tribunal of the former Yugoslavia on charges of genocide, crimes against 
humanity, and violating the laws of war in the 1995 Serb military operation against 
Srebrenica, underscores the reality that medical professionals are not inherently 
altruistic. Despite his violent rhetoric and alleged crimes, Karadzic is a medical doctor 
in psychiatry. 

Furthermore, health-to-peace initiatives pose the same risk that is pervasive in all 
forms of humanitarian action: the potential for inadvertent, unfavorable effects. As 
with any other form of intervention, the possibility of certain groups or individuals 
taking advantage of a situation undoubtedly exists. Conflicting parties may use the 
calm of health-to-peace initiatives, especially those of the cease-fire or “corridor of 
tranquility” type, to rework military strategies, regroup, and rearm. Clauses may be 
added demanding that the signatories refrain from all military actions, but it is 
impossible to verify the level of respect paid to such obligations.  

Lastly, health-to-peace initiatives can also be used with the benefits of public 
relations in mind rather than that of goodwill. With conditions tied to aid, certain 
actors may wish to give the impression of cooperation with the international 
community, and thus enter into agreements with a view toward the resulting 
assistance rather than the peace process. Such actions must be avoided if the real peace 
process is to start and chronic relief is to be avoided. By using various levels of 
diplomacy to reach as many sectors of the society as possible, the assurance that 
visions toward peace are indeed real and sustainable becomes more credible. Real 
peace cannot be assured from the top down. As Lederach alludes to,73 trickle-down 
peace simply may not work in the long run and cannot be considered a viable option in 
itself. 

In the case of Eastern Slavonia, the manner in which UNTAES, WHO and the 
international community tried to guide reconciliation efforts and the rebuilding 
process may have been too swift and too heavy-handed to have made a genuine, 
lasting impression on public opinion and behavior. The evidence? Many Serbs who 
should have either stayed in Eastern Slavonia or returned to other parts of Croatia, left 
for the FRY, the Republika Srpska of Bosnia, or third countries in light of legal 
loopholes unfriendly towards the former enemy. Communities emerging from war 
cannot be expected to engage in political polemics and negotiation as the first order of 
business. Granted, the international community has a right to demand both a time 
frame and attitudes that are conducive to sustainable development; however, they 
must take the psychosocial needs of the communities – including the professionals 
with whom they are negotiating – into consideration if genuine reconciliation is to 
occur. A certain readiness is a prerequisite within divided populations if reconciliatory 
efforts are to be supported. And genuine reconciliation is key if rebuilding projects are 
to be sustainable. 

Faced with the prevalence of CHEs, which have come to be a distinct feature of 
the last decade and into the new one, the international community must develop 
multilayered methods of intervention toward peacemaking. Health could serve as one 
of these layers by addressing the direct effect of the war on health as well as root 
causes, both of which could provide a framework for formal negotiation. Health 

                                                        
73 See above (p. 24). 
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cannot, however, provide a substitute for the political level. While the middle and 
grassroots levels of peacemaking are pivotal to sustainable peace, traditional 
diplomacy at the highest ranks imparts a legitimacy that can only be achieved at this 
level. Any peace process is inherently political, regardless of the catalyst. For example, 
in the case of Eastern Slavonia, HBP enjoyed a respectable margin of success; however, 
other factors outside the realm of health contribute to the lack of real peace between 
groups. The “neutrality” of health in the context of war is, therefore, misleading. 
Furthermore, while health-to-peace initiatives are convincing enough, it is difficult to 
quantify “sustainable peace” and equally difficult to quantify the role that health 
played in achieving peace. Methods or indicators capable of measuring the effect of 
such initiatives would be useful, as would an analysis of the link between the use of 
health initiatives in Mozambique, Sri Lanka, Angola, and Bosnia (countries where 
WHO is expressly using the HBP approach) and the overall level of peace. 



 

Annex 1 
Map of Eastern Croatia 

 

 
 

 

Source: UN Secretariat, Department of Public Information, Library and Publications 
Division, Cartographic Section, Country Profile Maps, <www.un.org/Depts/ 
Cartographic/map/profile/eastcroa.pdf>. 
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Annex 2 
Questions for Health Workers 

1. Do you remember any non-aid based health initiatives during the UNTAES 
administration? 
a) Were you a part of them? 
b) What programs or efforts do you remember? 
c) What are your perceptions of them? 
d) How do you see their results now? 

2. Did you know about the Health JIC?  
a) What were your perceptions of it? 
b) Were your own interests addressed by it? 
c) If you see a strength in the Health JIC, what was it? 
d) A weakness? 

3. What do you think about the role of WHO during the UNTAES period? 
a) Do you think that WHO represented your needs? 

4. Did you have to obtain nostrification? 

5. Did your work contract remain the same after the reintegration? 
a) Did your position or duties change after the reintegration? 

6. Did you have a relationship with WHO during this period? 

7. As a hospital staff member, what do you remember about how you felt at the 
beginning of the reintegration, when you were first starting working together? 

8. How do you feel now? Is it a different feeling than before the war? 

9. How is the general hospital ambience at this time? 

10. What is your relationship like with your Serb/Croatian colleagues? 

11. Do you notice a difference in the manner of behavior toward or treatment of 
patients by your colleagues depending on the ethnicity of the patient? 

Questions Asked to All Participants 

1. How long have you lived in the region? 
a) Did you leave during the war? 

2. What are your perceptions of the UNTAES mission? 

3. Do you have a salaried job? 

4. Do you have any Serb/Croat friends? acquaintances? 

5. Do you live in a mixed neighborhood? If so, do you feel there is any difference of 
behavior toward you or others? 

6. Do you feel comfortable going to any cafe or public place in the region? 

7. Have you ever felt that your safety was threatened due to your ethnic affiliation? 

8. Have you ever felt discrimination due to your ethnic affiliation? 

9. What do you see for the future of the region? 

10. Do you have any plans to relocate in the near future? 
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Annex 3 
Afghanistan’s and Sudan’s Documented Humanitarian Cease-fires 

Country Date Remarks 
16–19 April 2001 The second of five three-day rounds of Polio NIDs1 to be held 

this year (next one planned in May) began after Afghanistan’s 
ruling Taliban and the opposition Northern Alliance agreed to 
a week-long cease-fire, with particular emphasis on internally 
displaced children in all Afghan districts that border Pakistan. 

13–19 March 2001 The Taliban and Northern Alliance agreed to respect a HCF2 
following a request by UNICEF and WHO, in order to allow 
the immunization campaign. 

2000 Limited agreed cease-fires for Polio NIDs1 (May/June, 14–16 
Oct.—13–15 Nov.), added to social mobilization activities and 
the adoption of a house-to-house strategy, contributed to a 
higher vaccination, with almost six million Afghan children 
having been successfully immunized. 

1997 Limited agreed cease-fire for Polio NIDs.1 
1996 The 1996 Atlanta Olympics inspired UNICEF-brokered six 

Days of Tranquility (3/5 million children were vaccinated 
during Polio MICs), with the support of WHO. 

1994 Limited agreed cease-fire for Polio MICs. 

 
 
 
 
 
 
 
Afghanistan 

1988–1989 Health teams permitted to operate in government and rebel-
held areas, raising vaccination in some areas above 80%. 

2001 Ongoing activities aimed at facilitating an HCF.2 Consolidated 
Appeals Process launched by OCHA. Planned NIDs1 in April. 

2000 Agreed period of tranquility in Southern Sudan, broken by 
both parties (with mutual accusations). Polio NIDs.1 

1999 • 15 July: the government decides not to extend the HCF2 
but calls the SPLA3 for a general and comprehensive 
cease-fire in the whole country in order to “facilitate peace 
negotiations”. SPLA doesn’t accept. 

• The Sudanese government appears to have taken 
advantage of the three-month humanitarian cease-fire 
organized under the auspices of the East African regional 
group IGAD to rearm, using oil revenues. 

• Separated unilateral cease-fires, by both sides. 
• System of “quick cooling” and immediate transport for 

vaccines. Training programs on immunizations for more 
than 5,000 Sudanese. Use of oral vaccines. 

• Polio SNIDs,4 through house-to-house strategy, hindered 
by lack of security. 

July 1998 HCF2 in the state of Bahr-El-Ghazal (Southwest). Agreed 
Security Protocol and Minimum Operational Standards for use 
of rail and cross-line corridors for aid workers. NIDs1 started. 

April 1997 Khartoum Peace Agreement between the government and the 
South Sudan Independence Army (which broke away from the 
SPLA3 in 1991). 

1996 Safe access for humanitarian agencies. 
1995 Ex-President Carter brokered the “Guinea worm cease-fire,” 

which lasted almost six months, and brought health workers to 
more than 2,250 Guinea worm endemic villages. 

1994 Safe access for humanitarian agencies. 

 
 
 
 
 
 
 
 
 
 
 
 

Sudan 

1989 OLS started: arrangements were made for eight “corridors of 
peace” so that relief supplies and vaccines could be delivered 
during relative lulls in the conflict. No real cease-fire, only 
“relief corridors” for food, immunization and drugs. 

Source: Extracted from table on WHO webpage <www.who.int/disasters/hbp/hcfcntrs.htm>. 
1 NIDs  National Immunization Days. 
2 HCF  Humanitarian Cease-fire. 
3 SPLA  Sudan’s People Liberation Army. 
4 SNIDs  Sub-National Immunization Days. 
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Annex 4 
HBP Programming in WHO 

Activities 

Through the Department of Emergency and Humanitarian Action (EHA), WHO’s 
activities for HBP cover four main areas: 

1. Developing concepts and strategies. 

To address the multidimensional profile of HBP it was necessary to create a core of 
common knowledge to facilitate exchanges among health professionals and with other 
professionals.  

2. Building knowledge on experience. 

The HBP concept has to be supported by solid lessons from the field. On one hand, 
each scenario poses different challenges and there cannot be simplistic recipes. On the 
other hand, only evidence drawn from practical experience can turn a very ideological 
– although laudable – concept into a professional practice for health workers. 

3. Identifying and transferring knowledge, skills and attitudes. 

More than general recommendations, field health personnel in conflict-prone or 
-affected countries need knowledge and skills in order to seek out opportunities for 
peace building and behave in the most appropriate manner for their own safety and 
that of their constituents. These knowledge and skills must be seen as essential 
components of public health good practice in certain situations. 

4. Networking and advocacy. 

HBP requires the collaboration of organizations, institutions, individuals of various 
background. HBP concept may not be automatically accepted, its values and principles 
need to be promoted within the Organization and outside. 

 

 

Source: Extracted from WHO, Health as a Bridge for Peace: Program Brief, <www.who.int/ 
disasters/hbp/documents/PROGRAMME_BRIEF.html>. 
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