
1994 will mark the 50th anniversary of the Bretton
Woods agreement, where the bank and fund were first
conceived. The intemational spotlight will be on these
organisations, providing another chance to draw atten-
tion to the damaging effects of structural adjustment
programmes.
But reform of structural adjustment programmes

should go further than just ameliorating the adverse
impact on the poor. The right of intemational institu-
tions to control the destiny of others should be
questioned. Decisive action is needed if the develop-
ment efforts of a continent are not to be thwarted-
action which must start with a resolution of the debt
crisis and finish with development which improves the
lives of all. A clear message should be sent to govem-
ments and intemational institutions, who speak in our
name, that we will no longer tolerate the imposition of
policies which undermine rather than promote the
wellbeing of the people of Africa.

Medical Action for Global Security (MEDACT), 601
Holloway Road, London N19 4DJ, is organising an inter-
national conference on 17 November 1993 in London on the

human consequences of international debt. The programme
is available from MEDACT.
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Since the World Health Organisation's effort in
former Yugoslavia started in July 1992 it has been
concerned with the public health policies of survival.
It has provided advice to the United Nations High
Commission for refugees, helped the voluntary
agencies coordinate their work, assessed health
needs, and provided practical help in the field to all
parties to the conflict. Three features of the Bosnia
war have particularly deplorable effects on health:
ethnic cleansing, deliberate attacks on hospitals, and
systematic rape. The WHO's response has included
initiatives in nutrition, winter survival, and medical
supplies. This experience shows that the WHO can
have a useful role complementary to that of other
agencies in situations where the basic elements for
survival of the population are seriously compro-
mised by war.

In June 1992 I received an urgent call from Jo Asvall,
the World Health Organisation's regional director for
Europe, to go to Yugoslavia to be his special represen-
tative. My immediate objectives were to provide public
health advice to the United Nations High Commission
for Refugees-which is the lead UN agency in humani-
tarian relief-and to help coordinate the work of the
non-governmental agencies, particularly in relation to
the distribution ofmedical supplies.
Here I say a little about the war in Bosnia and how it

affects health and health care, then deal with the
WHO's response to the war, and finally try to draw
some lessons for the future.

Basic elements ofsurvival
In Britain we are concerned with the health

problems of a middle aged society-coronary heart
disease, cancer, osteoarthritis, obesity, and so on. In
the former Yugoslavia we were concemed with the
public health policies of survival itself. The basic
elements required to sustain human life are peace, air,
water, food, and shelter-plus, for a minority, medical
supplies. Even last summer in many parts of Bosnia
and the United Nations protected areas there was a

shortage of all these elements except good fresh air. In
particular there were major shortages of medical
supplies, including the essentials for emergency
surgery and medicines for chronic diseases. Damage to
the public water supplies needed evaluation in many
areas. Urgent planning was also needed to help people
survive the winter, and a system was needed to monitor
health in those areas where the prewar arrangements
no longer worked.
Even if peace came immediately it was obvious that

the state of the public health was so fragile and unstable
that a WHO presence would be needed for at least a
year.

General background
Before its break up the Federation of Yugoslavia

comprised some 23 million people living in a beauti-
ful country of which more than three quarters is
mountainous. Except on the Adriatic coast the climate
is continental with hot summers and in many places
bitter winters.
The federation consisted of six republics: Slovenia,

Croatia, Bosnia-Herzogovina, Serbia, Montenegro,
and Macedonia-and two local autonomous areas
(Volvodina and Kosovo) within Serbia. The areas with
the most serious health problems at present are those
directly facing the destructive impact of the war. These
are virtually the whole of Bosnia and Herzogovina,
including Sarajevo, the UN protected areas, and an
additional fringe of Croatia bordering Bosnia and
Serbia.

Outside this central area there has been little or no
damage to buildings, water supplies, or other public
utilities, but the health care system has not escaped.
Economic collapse and hyperinflation and the influx of
refugees have brought about serious shortages of
medical supplies and curtailment ofhealth services.

Serbia itself has suffered no invasion or any structural
damage within its borders. Its burdens are its share of
refugees, the many military casualties sent back from
Serbian Bosnia to Belgrade for treatment, and the
increasing pressure of sanctions.
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FIG 1-Vilage with Serbian houses burned ow in Croatia

Unlike most human conflicts-such as those in
Ireland, Palestine, and Sri Lanka-which involve two
parties, the war in Bosnia is triangular. This is three
times worse than a bilateral conflict. During the
Bosnian war we have seen fighting between all the
possible combinations-between Serb and Moslem,
Croat and Serb, and Croat and Moslem. The Moslems
usually get the worst of it not only because they have
few heavy weapons but because the Croats and Serbs
tend to combine against them.
There are three particularly deplorable aspects of the

war in Bosnia which have a profound impact on health:
ethnic cleansing, the deliberate targeting of hospitals,
and systematic rape.

ETHIC CLEANSING

A town or village is said to have been "cleansed"
when one group (usually but by no means always the
Serbs) has succeeded in getting rid of the others. This
may be achieved by forced eviction, the signing over of
land under duress, or by intimidation of all kinds up to
and including arson and murder. Many villages are
partially or completely razed (see figs 1 and 2).

In the past two years we have witnessed the return to

FIG 2-Croatian houus desyedby anti&yfire in Vukovar

Europe of the technique of siege of towns for the first
time since the siege of Leningrad in 1941. At the time
of going to press Sarajevo had been besieged for over
400 days. During this period a more or less regular
supply of food and medicines for the population of
400 000 has been brought in by the UN by airlift or by
road convoy. The passage of each load has had to be
negotiated with the Serbs and sometimes Croats and
Moslems as well. Other besieged towns such as
Srebrenica, Zepa, and Gorazde have been much less
fortunate than Sarajevo as it has been possible to
negotiate very few convoys.

Like many towns in Bosnia, Sarajevo is surrounded
by steep hills. It is in such hills that the Serbs place
their artillery, and by intermittent indiscriminate
bombardments, sealing off access to food, and inter-
rupting the public water supply they try to force the

8 people to leave. When, as happened in the town of
B Jajce, the population can take no more, a road is
R opened to let the women and children and the elderly

out to swell the numbers of dispossessed on the other
E side of the line. A worse fate, either internment or

massacre, is reserved for men of military age. Ethnic
cleansing has led to the ejection of a huge number of
people from their homes. At present there are about
two million people in temporary residence in other
people's homes or in refugee centres. These and a
further million within the besieged enclaves depend on
humanitarian aid for food and medical supplies.

TARGETING HOSPITALS

So far as I know for the first time in the history of
war, hospitals in Bosnia and Croatia have been
deliberately and systematically targeted. How can we
be certain the damage is deliberate? I will give you
three examples.

In Vincovci in Croatia the hospital was bombarded
for several months at close range by tanks and rockets
between September 1991 and January 1992 (fig 3). The
tanks were often visible from the hospital. It was still
wrecked when I visited it in July 1992; the interior was
an indescribable mess, and all work was being con-
ducted from the basement. In the medical library on
the top floor and in the operating theatre I was shown
the wires of hand held rockets which had been guided
through the windows from positions a few hundred
metres away.

In the hospital in Breza, on the front line near
Sarajevo, the x ray department, the pharmacy, and the
pathology laboratory had each received a direct mortar
hit two weeks before my visit. No other building
within two hundred metres had been damaged. In
Bihac the large regional hospital, which is in its own
grounds and quite distinctive, has received several
direct hits, including one which killed 12 patients
having lunch in a ward and wounded many others. The
hospital in Mostar has also been targeted. In Sarajevo
the targeting ofthe hospitals is a byword.
The conduct of the medical and nursing professions

in these hospitals is almost always exemplary. Time
and again I visited hospitals that were under fire or
which had been badly damaged and where the staffhad
retreated to the ground floor or the basement. Yet
emergency surgery was being conducted and even
babies delivered to a remarkably high standard, and
morale was good. In the winter lack of fuel meant that

D very few parts of these hospitals could be heated,
q electricity was often intermittent, and in Sarajevo's

hospitals there was sometimes hardly any water. In
the Kosevo Hospital Dr Tony Redmond saw major
surgery being conducted at 0°C.

C SYSTEMATIC RAPE
The sexual abuse and rape ofcaptives are presumably

as old as war itself. In Bosnia the new features that were
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brought to the attention of the world by Dr Christine
Doktare, the director of our rehabilitation programme,
are their scale and systematic nature.
My own impression is that after the war we will learn

of the existence of a policy which instilled in soldiers
the belief that rape was part of their duty and that the
women should if possible be held captive long enough
to ensure they bore tde children.
Many of us who have worked in humanitarian relief

in Bosnia have had first hand evidence of or have
actually wimessed atrocities. This war shows a degree
of regression of human behaviour which equals the
worst in recent history. How this could happen, and
happen so quickly in a relatively prosperous country on
our doorstep, where people have been living together
without bloodshed and in apparent amity for 50 years,
is a crucial-perhaps the crucial-question which
comes out ofthis war.

Practical measures and practical difficulties
A substantial part of the WHO's work in Bosnia has

been entirely practical-trips to the field to assess

health and health care needs and to deliver medical and
surgical supplies. It has also entailed providing expert
advice within hospitals on the use of anaesthetics and
handling of major trauma. We have therefore been
fortunate in having some outstanding practical
experts. I will mention three. Dr Tim Healing from the
Communicable Disease Surveillance Centre led the
health monitoring team and brought with him 20 years'
experience of field work. He put our security and
communications systems on the rails. Lieutenant
Colonel Dr Risto Tervahauta, seconded from the
Finnish Army, not only worked out our policy on
winter protection (see below) but, as an expert on

mines and forest orienteering, guided the first
UN/WHO convoy to Zepa. Simon Mardel, expert in
traumatic surgery and a hill walker, hiked 30km across

the mountains to Srebrenica through severe winter
conditions, accompanied only by Bosnian guides, to
make a needs assessment. He made a graphic report of
the horrendous health conditions there and walked
back across the mountains to the village of Konjevici
Polye. There he gave first aid under fire and conducted
a number ofemergency operations during a murderous
attack by heavy howitzers on a large crowd of Moslem
women and children.

In Bosnia the rivalries and conflict that sometimes
develop between clinicians and public health specialists
seem irrelevant. In emergency humanitarian relief the

ideal is to have a mixed team to give practical help
either in primary care or in hospital but who also
understand the public health perspective.
Our activities have often been restricted. Almost all

our field trips have required crossing the front line at
least once. Even if they have an armoured car at the
front and rear, convoys can pass the lines only with the
good will of both sides. The trucks, their contents, and
their drivers have no protection.
For example, on 23 July I accompanied the- first

attempt to bring food and medicines to Gorazde, which
had been under siege since May. On a steep dirt road ifi
the forest two of our vehicles were struck by mines and
we were subsequently subjected to small arms fire from
the wood, where we had to spend the night. Next day
we had to trade the contents of the trucks with the
Serbs for our release. The worst part of the experience
from my point of view was to hear from close range a
sample of the regular nocturnal Serbian bombardment
ofthis small town. I counted about 500 heavy explosions
between 10pm and 2 am, after which presumably the
gunners went to bed. Almost a year later Gorazde is
still under siege.

In recent months there have been periods when
many of the key convoy routes have been blocked by
fighting. As the situation has deteriorated the pro-
portion of essential aid delivered has declined and
direct attacks on UN staffhave become more common.
Almost all of the deaths so far suffered by UN staff
have occurred among the soldiers of the UN protective
forces. One translator for the UN High Commission
for Refugees and two truck drivers in a UN protected
convoy have been killed recently. A senior delegate of
the International Red Cross and several voluntary aid
workers have also lost their lives. The question is
beginning to be asked whether humanitarian work in
Bosnia is within the limits of acceptable risk to civilian
volunteers.

WHO's response and mission
When we opened the WHO area office in Zagreb we

had three staff. Today we have offices in Belgrade,
Split, Sarajevo, Skopje, and Tuzla with 21 international
and 32 local staff.
We have developed five programmes: health

monitoring, medical supplies, nutrition, winter
protection, and rehabilitation. We have also given
specialist advice on water supply problems and mental
health.

THE HEALTH MONITORING PROGRAMME

The health monitoring programme (fig 4) was
adopted by the Communicable Disease Surveillance
Centre at Colindale, which seconded-to us a series of
excellent people. A number of sentinel posts have been

FIG 4-Health monitoring programme organised by Communicable
Disease Research Centre, Colindale: sentinel sites
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FIG 3-The hospital in Vincovci after several months'bombardment by tanks and rockets
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set up throughout Bosnia and the UN protected areas
and a questionnaire developed which covers excess
mortality due to malnutrition and the occurrence of
specific infections and nutritional diseases.

In addition to identifying some localised outbreaks
of hepatitis A, dysentery, and typhoid, we have
detected an upsurge in tuberculosis and some cases of
scurvy. The very high prevalence of lice and scabies
among refugees and displaced persons was a most
important finding in view of the fact that epidemic
typhus occurred in Bosnia in living memory and Brill-
Zinsser's disease is still endemic. We are developing a
disinfestation project, which includes the provision of
specialised dusting equipment, insecticide powder and
lotion, an experimental laundry, and a training
programme. Only in Srebrenica and Zepa have we had
definite evidence of increased mortality due to mal-
nutrition or hypothermia. This may also have occurred
in Sarajevo and elsewhere but we have not been able to
get hold of the necessary data to be sure.

THE NUTRITION PROGRAMME

On my arrival in July the airlift was already in full
operation and Sarajevo had been besieged for three
months. It never crossed my mind that the UN High
Commission for Refugees had had the benefit of little
substantive scientific advice on the content of the food
basket. Towards the end of September, however, I
interviewed a medical couple who had escaped in
August from the town. Not only did they tell me that
during the four months they had been in the city they
had each lost 12kg but they described the humani-
tarian relief food basket on which they were totally
dependent as consisting exclusively of wheat flour
(unfortified), rice, pasta, beans and lentils, cooking
oil, and small quantities of tinned fish or meat as
available.
They had seen no fruit or vegetables or any milk,

powdered or otherwise, butter, or margarine since
May. I put an immediate call in to Philip James at the
Rowett Research Institute, who dropped everything
and came. Since then the WHO area office in Zagreb
has had a strong nutrition programme with at least one
Rowett staffmember always present on secondment.
James found that during the period the air lift had

been suspended Sarajevo had been receiving about 40
tonnes a day of food against a minimum need of 240
tonnes. Furthermore, the food being delivered was
seriously deficient in a wide range of nutrients-
notably ascorbic acid, vitamins A and D, vitamin B2,
folic acid, calcium, and iron (fig 5). Lack of essential
micronutrients in food supplied through humanitarian
relief programmes is not new. Twelve epidemics of
nutritional deficiency diseases have recently been
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FIG 5-Deficiencies in food being supplied by the UN High Com-
mission for Refugees. Analysis of food supplied to Sarajevo in
November 1992 compared with improvements if WHO recommenda-
tions had been implemented

Medical supplies in kit form supplied by
WHO Zagreb

WHO new emergency kits
Chronic disease kits
Surgical kits
Intravenous fluid kits
Anaesthetic kits
Pneumonia kits

Blood transfusion kits
Mental hospital kits
Tuberculosis kits
Vitamin kits*
Disinfestation kits*
Sanitary kits

Epidemic (diarrhoea) kits

*In preparation.

described among refugees in various parts of the world
who had received emergency relief since 1982.'
The WHO made a number of recommendations, all

of which have been or are being implemented. These
include the addition of powdered orange juice and full
cream fortified powdered milk; flour to be enriched
with iron and calcium; extra yeast to be provided; and
solid fat to be provided instead of oil. Nevertheless, in
spite of the distribution of up to 20 000 tonnes of food
monthly during the winter, in many places people are
continuing slowly to lose weight.

In addition to food supplements, the WHO has
provided courses of ascorbic and folic acid for each of
the 400 000 people in Sarajevo and courses of iron salts
for the 100000 women of reproductive age and
children. These are being distributed to everyone with
the food rations. Multivite and vitamin A tablets have
also been provided to the hospitals for clinical use.

MEDICAL SUPPLIES PROGRAMME

Up to the end of April and with the help of the UN
High Commission for Refugees and various non-
govemmental organisations the WHO had distributed
400 metric tonnes of medical and surgical supplies,
most of it in Bosnia. We are bound by the terms of
our mission to be even handed everywhere. Therefore,
in the case of Sarajevo, for example, about a fifth of
these supplies go to the field hospitals of the Serbian
besiegers and to the part of the city outside the siege.
We try to work almost exclusively from kits (see

box), which greatly simplifies not only handling but
also assessment of need. Needs assessment becomes a
question of how many surgical, anaesthetic, mental, or
whatever kits are required in a particular hospital clinic
or community, not how much is needed of perhaps one
thousand different individual drugs.
Mental health, vitamin, anaesthetic, and chronic

disease kits are in particular demand. A kit can
consist of one or two boxes (as in the case of mental
health) or no fewer than 36 numbered parcels (as in
the case of the Norwegian army surgical kits). Each of
the Norwegian kits provides sufficient supplies for 100
major operations plus 10 days' postoperative care; the
WHO's new emergency kits provide sufficient
medicines for 10000 people for three months.

WINTER PROTECTION PROGRAMME

We were particularly worried about the effect of the
winter in Bosnia, particularly in towns such as Sarajevo.
Here there was heavy damage to buildings, hardly any
fuel, often no electricity, and the temperature in the
winter frequently reaches - 10°C to -20°C at night.
Fortunately, by the application of basic physiological
principles and common sense our Finnish expert,
Risto Tervahauta, was able to guide us to a point where
the WHO felt able to advise a surprising and radical
change of policy to the UN High Commission for
Refugees.

Bearing in mind that to keep warm at - 10°C
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requires full outdoor clothes and a sleeping bag plus
two blankets it became clear that if the winter was of
average severity many tens of thousands of people in
Sarajevo, particularly the poor and the refugees, would
spend their nights desperately trying to keep warm,
even within the unheated buildings, and many would
die ofhypothermia or frostbite.

In trying to keep warm they would consume a
surprising additional amount of energy and lose weight
more rapidly. If a person who has only full indoor
clothes is exposed to a temperature of -10°C the
provision of one good blanket for 10 hours a day will
save the energy equivalent to 5 kg of flour or 3 kg of
body fat per month.
At the end of December we therefore advised our

colleagues at the high commission that shipments of
food by airlift and convoy to Sarajevo should be
suspended for two weeks and replaced immediately
with every item of human insulation that could be
found. After a gulp and a deep breath they accepted
this. In the next few weeks Sarajevo was saturated with
sleeping bags and blankets. Thanks to this, together
with the provision by the UN High Commission for
Refugees of wood burning stoves and kits to repair
windows with plastic sheeting, few people died of
hypothermia. Providence did its bit too by giving
Bosnia a relatively mild winter.

Conclusion
It is too early to evaluate the UN humanitarian relief

effort in former Yugoslavia. It seems certain, however,
that the monthly supply of 15000-20000 tonnes of
food must have saved many lives, particularly in the
besieged towns. The WHO made at least three
contributions. Firstly, we contributed significant
public health input to various humanitarian relief
policies. Nutrition and winter protection were two
examples-but there were others. Secondly, we helped

the non-governmental organisations to communicate
with each other and coordinate their work, thereby
filling gaps. They welcomed this. Thirdly, we got our
own hands dirty in the field, making a substantial
contribution to the provision of medical and sanitary
supplies of all kinds. Had we not taken such an active
role few would have listened to our advice.
As for the future, I have no doubt that there will

continue to be a key role for the WHO to discharge
in UN emergency humanitarian relief activities in
conjunction with national and non-governmental
organisations and the International Red Cross. This
r6le should be given high priority and I am sorry it has
lapsed in recent years.
Meanwhile in Bosnia the underlying political

problems seem almost as far from solution as they were
a year ago, and the security situation is deteriorating.
The hands of those of us in the UN humanitarian relief
effort have been tied while increasingly appalling
atrocities have been committed before our eyes (some-
times literally), aggression has gone unchecked, and
regression to the worst excesses of barbarism seems to
be setting new standards ofwickedness in war.
The best that can be said of our work is that it has

bought time, though sadly not for all. But even at-the
height of our success the people in many parts of
Bosnia were still slowly losing weight.

This article describes the contribution to emergency
humanitarian relief of a team of 21 international and 32 local
staff of the World Health Organisation in former Yugoslavia.
The work was initiated and supported by the regional director
of the WHO for Europe and his staff in Copenhagen. It has
been financed by generous donations from the governments of
Australia, Canada, Denmark, Finland, India, the Nether-
lands, Norway, Sweden, the United Kingdom, and the
United States and also by the Commission of the European
Community, the City of Berlin, and the Soros Foundation.

1 Toole MJ. Micronutrient deficiencies in refugees. Lancet 1992;339:1214-8.

A MEMORABLE PATIENT

The oldest person in Britain
I first heard the news a few weeks ago on Classic FM while
driving round on my visits. Mrs Lottie Hughes, the oldest
woman in Britain, had died. This immediately elevated
my own patient, Mrs Daisy Adams, to the rank of "oldest
person in Britain."

Daisy has been my patient for 28 years. She is 113,
beating the next candidate in Britain by five years. There
is a French woman who is 117. I understand that Daisy lies
second to her in the world league table.
A few years ago she moved into a local residential home.

She sits, fairly happily, listening to tapes for the blind (her
eyesight, while not good, has not completely gone), and
receiving visitors. She is rather deaf and generally a bit fed
up that all her contemporaries have long since gone. She
wishes she was no longer here, though we try and cajole her
as best we can. On hearing the news that she was the oldest
person she simply said, "Oh dear."
She has had a hard life, marrying at the age of 19 and

bearing five children. Her husband was killed in the first
world war, 15 years after they married. She has outlived
three of the children. Her son Bert was also a patient of
mine until he died recently at the age of 92. When he was
90 he was admitted to hospital with mild heart failure. He
asked the staff to be sure to let his mother know he was
in hospital. They thought he was showing signs of senility.
Her extended family includes, at the present count,
14 great grandchildren and 15 great great grandchildren.
During the years I have known her Daisy has remained

remarkably well. There have been occasional dramas. At

the age of 102 she was admitted with haematemesis from a
bleeding gastric ulcer. My partner was in two minds to
admit her, but did so, and she made an excellent recovery
from an operation to remove the ulcer. During the
operation the surgeons took the chance to excise a basal
cell carcinoma from her cheek.

In 1990 she fell in the lavatory, cutting her head. After
extensive suturing she was admitted, as a precaution. She
came home the next day, not a whit dismayed. When she
reached 1 10 she had a mild rectal prolapse. This time she
did refuse to go into hospital, so we simply pushed it back.
It has not recurred. Otherwise I have issued only the odd
prescription for ibubrofen, for mild rheumatics. Three
months ago she developed a heart murmur and some
breathlessness. A daily co-amilofruse tablet suffices.

I visit about once every three months-including her
birthday, when I bump into local councillors and local
MPs, and we all take a glass of sherry and admire the latest
telegram from the Queen. You get one for your 100th, and
then annually from 105 years. I can see no reason why
she should not go on for a while yet.

I thank Mrs Adams for giving me permission to write
about her.-SELWYN GOODACRE is a general practitioner in
south Derbyshire

We are delighted to receive submissions ofup to 600 words on
A paper (or patient or book) that changed my practice, A
memorable patient, The one message I would like to leave behind,
or related topics.
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