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The Red Cross

The Red Cross is a non-political, non-religious, world-wide movement 
based on the fundamental principles of humanitarianism, neutrality and 
impartiality. The originator of the Red Cross was a Swiss businessman, Henry 
Dunant, who witnessed the carnage of the Battle of Solferino in the War of the 
Italian Succession in 1859. In a book describing his experiences, Dunant called 
for the formation of national relief societies to supplement the then inadequate 
army medical services and for an international convention to ensure the 
protection of the sick and wounded on the battlefield. In 1863, a five-man 
committee was set up in Geneva, with Dunant as one of its members, to give 
practical effect to his ideas.

Since that time, the Red Cross idea has spread across the world. The 
movement today assumes various organisational forms :

1. The International Committee of the Red Cross—an independent, Geneva- 
based body, composed of Swiss citizens, concerned mainly with victims of 
conflict. The Committee traces its origin to the 1863 Geneva committee.

2. The National Societies—which are found at present in 122 countries. These 
Societies share the principles and ideals of the Red Cross but conduct 
programmes and activities directed towards the particular humanitarian 
needs of their own countries. Many of the National Societies were initially 
concerned with war-wounded. Now their activities are, for the most part, in 
disaster relief, health, and welfare. While most of them are referred to as 
Red Cross Societies, those in some Moslem countries are referred to as Red 
Crescent Societies and, in Iran, as the Red Lion and Sun Society.

3. The League of Red Cross Societies—the federation of the 122 National 
Societies, with its secretariat in Geneva. Created after World War I, the 
League acts as the international spokesman of the National Societies, 
assists the Societies in their development, and coordinates such activities as 
international disaster relief.

These three action agencies of Red Cross are referred to collectively as the 
“ International Red Cross ”. They meet as a body every four years, together 
with the governments that are signatory to the Geneva Conventions, to form 
the International Conference of the Red Cross: the supreme deliberative body 
of the International Red Cross. Between sessions of the Conference, 
coordination and harmony between the League and the International 
Committee is the duty of the Standing Commission of the International Red 
Cross.





Introduction

In the frame of the Re-appraisal of the Role of the Red Cross, this review 
of Red Cross health and welfare activities was based on information collected 
by the staff of the Re-appraisal concerning 23 National Red Cross Societies 
that agreed to take part in the portion of the study entitled “ Red Cross at 
National Level: A Profile

This review deals, as do the other parts of the study, with:
1) the present role of the Red Cross;
2) its present capacity;
3) future needs;
4) the future role of the Red Cross and the capacity required.

The review can also be defined, in the words of the study plan, as “ an 
attempt to describe and analyse the role of the Red Cross in the relief of 
suffering, prevention of disease and improvement of health

The four-part division of the Re-appraisal, along with a clear distinction 
between health and welfare activities on the one hand, and assistance to victims 
of disaster and conflicts on the other, set the boundaries of this document. 
That is, it covers only the activities of National Societies in normal times, within 
their respective countries and in the fields of health and welfare.

More precisely, the author was invited:

“ to study the information obtained from 23 National Red Cross Societies on 
their health and welfare services;
“ to analyse those services in relation to the health and welfare needs, priorities 
and health systems of the countries concerned, and the role of voluntary agencies 
in providing auxiliary services;
“ using this group of 23 Societies as a representative sample of National Societies, 
to suggest where, on the basis of this analysis and of his knowledge of general
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trends in the health field, National Societies might in future concentrate their 
efforts in the field of health and welfare by limiting or expanding existing services 
or by entering new areas of activity. ”

The background material placed at the disposal of the author of this 
document falls into two categories. Firstly, he has had complete and un
restricted access to all the written information on the 23 Societies collected 
by the Director of the study and his assistants. This includes their detailed 
reports on visits paid to the various National Societies and the replies given 
to specific questions, together with their analytical comments, and the volumin
ous documentation brought back from those countries, which is now available 
in the archives.

Secondly, the author has had the benefit, through the Secretariat of the 
World Health Organisation, of all the information available to WHO on the 
23 member states that are covered by the Red Cross study, thus enabling him 
to draw up a detailed descriptive profile of each country from the standpoint 
of health, including data on the structure of health and social welfare services 
and an analysis of needs in these fields.

Working from these materials it became evident that a preliminary process 
was essential, namely to relate, in each case, the national health profile to an 
analysis of the current activity of the National Society. From this relationship 
the author would attempt to arrive at a prospective view of what the National 
Society might accomplish. From an individual analysis of these 23 cases, 
completing so to speak the material assembled by the Re-appraisal staff, this 
document seeks to arrive at general trends, conclusions and suggestions which 
can be applied to National Societies in their entirety and thus constitute a kind 
of forward view of their health and social welfare activities.

In analysing needs in the various categories of countries, the author has 
taken advantage of life-long experience in matters of public health, both 
national and international. However, analysing the current activities of the 
sample National Societies and making projections of their possible scope in 
the future, care has been taken to abide strictly by the data and material 
gathered by the Re-appraisal staff. From these basic positions have emerged 
independent opinions for which the author claims entire responsibility, and 
which do not necessarily correspond to the views of the World Health Organ
isation or to those of the Director of the Re-appraisal. These opinions are 
in part somewhat theoretical, and are free throughout of any emotional element 
since they represent the way a public health administrator views problems 
on the scale of national aggregate populations. They will occasionally shock 
a reader more inclined to a humanitarian or even plainly charitable approach. 
It is not intended here to deprecate these attitudes. On the contrary, the author 
of this document, having just concluded a detailed examination of the activity 
of 23 Societies, is left with a sense of admiration for the wealth of goodwill, 
enthusiasm and devotion shown by thousands of men and women in the 
National Societies. If he is led to express a number of critical comments, 
his only purpose is to suggest, here and there, the means by which such valuable 
qualities might be put to still better use.



I. Representative Character of the Sample

The sample upon which the study is based consists of the National Societies 
of the following 23 countries:

Algeria Kenya Norway
Bulgaria Korea (Republic of) Philippines
Chile Kuwait El Salvador
Colombia Malaysia Sudan
Dahomey Malawi Spain
Honduras Nepal Upper Volta
Jamaica Netherlands Yugoslavia
Jordan Nigeria

The first question that arises is whether the sample under study is truly 
representative of the entire 122 National Red Cross Societies in the health 
and welfare fields. The question may be answered, at least in part, by deter
mining the extent of variations in characteristic features of the 23 National 
Societies in the sample, and of the countries to which they belong.

Characteristic Features of the Countries

1. Wealth (based on Gross National Product).
If the per capita GNP of the poorest country is taken as unit (1), we find 

extremes of 34, 37 and even 53.

2. Health expenditure per capita
Taking the lowest value as unit, the range extends to 50, 140 and at the 

widest, 490.
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3. Development Status (in terms of health profile) Countries
(a) lowest stage of development .......................................................... 6
(b) relatively under-developed .............................................................. 5
(c) developing and already encountering development problems . . 6
(d) developed, but with pockets of under-development ................... 4
(e) highly developed .............................................................................. 2

The characteristic features of these five groups of countries vary greatly, 
as shown by the analysis in Chapter II (National Needs) and faithfully represent 
the differences between the various groups of countries throughout the world.

4. State control of health and social welfare
Every degree is to be found, from total State control to complete absence 

of State action in the social field.

5. Social protection in health and welfare
Here again every degree is found, from complete protection (the welfare 

state) to the nearly total absence of any social protection.

6. Private initiative in the field of health and social welfare
Variations exist from zero to almost exclusive private responsibility.

There are in addition marked variations in the relationship of the national 
indices for characteristics 5) and 6).

Characteristic Features of the National Societies

1. Financial resources
Per capita. Taking the lowest value as unit, the range is as wide as 700, 
900 and even 1250.
In relation to GNP per capita. With the lowest value as unit, the range 
extends to 45, 60 and 120.
Estimates of apparent degree of wealth of National Societies

Very poor.................. 7
Poor.......................... 7
Wealthy .................. 4
Very wealthy ... 2 
Unclassified
(Contradictory data) 3

2. Degree of co-operation with Government
This factor varies from total co-operation (virtual integration) to zero, 

with National Societies found at every intermediate stage.

3. Use of volunteers
This also varies from zero to exclusive use, with intermediate stages :
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National Societies

Heavy reliance on volunteers . . 
Moderate reliance on volunteers 
Limited reliance on volunteers . 
Almost no use of volunteers . .

Exclusive use of volunteers 4
5 
7 
2 
5

The wealth of a country, its development status and the'financial resources 
of its National Society generally correlate. However, in two cases, relatively 
wealthy Societies are found in somewhat poor countries, and there is one case 
of a poor Society in a relatively prosperous country.

Conclusion]

It does not seem possible to assert that the distribution of National Society 
characteristics within each category is the same for all 122 Societies as it is for 
this sample of 23. However, it can be said that the variety of characteristics 
and the range of variation within the sample correctly reflect the variety 
found among all National Societies. From this point of view, the sample is 
sufficiently representative to allow us to draw general conclusions about Red 
Cross activities in the field of health and social welfare.



II. National Needs in Health and Welfare

The health needs of the countries covered by the study clearly vary in 
accordance with such factors as their stage of development, geographical 
situation and their type of health organisation. But they can be classified 
according to their degree of development as reflected mainly in health con
ditions and resources assigned to health. Such a classification will not necessarily 
coincide exactly with a system of categories based strictly on economic indi
cators.

Countries at the Lowest Stage of Development

These are countries of the African and Asian continents with :
— average GNP of USS89 (range $68 to $120)
— a young population (41 per cent to 46 per cent below 15 years of age)
— a high general rate of mortality (25 to 30 per thousand)
— a high infant mortality rate (148 to 183 in the first year per thousand live 

births)
— a very low life expectancy at birth (32 to 40 years of age)
— a marked shortage of health personnel (one medical doctor per 29,000 to 

75,000 inhabitants, 0.03 to 0.34 nurses, male or female, per thousand 
inhabitants)

— a severe shortage of hospital accommodation (0.10 to 1.56 beds per thousand 
inhabitants)

— health services run on pitifully low budgets (US$0.50 to $0.65 per capita 
per annum).
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These countries are situated in the inter-tropical or subtropical zone, 
where the population is exposed to the major endemic and epidemic diseases 
common to the area. These diseases are more readily communicable as con
ditions of personal and community health deteriorate in a polluted environment 
favouring the proliferation of invertebrate vectors or hosts of parasitic diseases. 
Conditions are frequently aggravated by nutritional deficiencies. These pro
blems arise principally amongst the rural populations, which account for up 
to 93 per cent of the total population.

It is abundantly demonstrable that the gravity of the situation is proportion
ate to the degree of poverty and to the slowness of economic and social develop
ment. Nevertheless any attempt to solve all health problems by concentrating 
exclusively on economic advancement—a mistake made by a number of countries 
—would be doomed to failure. A minimum level of good health is needed 
before productivity can be raised, especially when the population is affected 
by debilitating and crippling diseases such as malaria, tuberculosis and schisto
somiasis (river blindness), all of which exact an economic toll.

The main concern of public authorities should accordingly be—and, in 
fact, is—to direct their efforts towards the rural population. The fight against 
communicable disease must be waged by destroying vectors or hosts, by 
identifying infectious individuals and by combatting environmental infections, 
especially water-borne forms, which result from human causes and are related 
to a lack of personal and community hygiene. Unhygienic conditions are also 
responsible for such diseases as trachoma and tuberculosis. Even when mass 
campaigns succeed in eliminating certain diseases such as smallpox, or in 
bringing others like malaria under reasonable control, renewed outbreaks 
must be detected and timely action taken. The same applies to cholera, which 
has for the first time taken hold in Africa as a result of delays in detection 
and of environmental pollution.

The task, therefore, is immense and, as noted, the means of action— 
whether measured in terms of finances, medical staff, nurses and assistants, 
or hospital capacity—are grossly inadequate. Elaborate or costly measures 
requiring large professional staffs are therefore impractical. The only solution 
lies in a rural health structure based on a network of small, modestly equipped 
health units entrusted to auxiliary personnel. The few professionals on the health 
team must be left free to manage regional health centres responsible for super
vising the smaller units. Such a system can function only with the support and 
participation of the population, which must be convinced and made aware 
of its own capacity for self-help.

The small health units must provide health care in order to gain the 
confidence of the population—undertake preventive measures such as detection, 
immunisation and simple environmental sanitation. At the same time, they 
must educate the population and introduce habits of personal and community 
hygiene. The vital factor of community participation is difficult to achieve 
by action from outside. It is more readily obtained when a few intelligent 
and informed members of the community itself become the prime movers in 
creating centres of action within their own group. Such a system of rural 
health. action—combining prevention, treatment and education—deserves 
emphasis because it represents the most rational and optimal use both of 
slender resources and community participation. The same principles apply
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even in more developed countries than those in this first category. It will be 
suggested later, in much more detail, how National Societies could take part 
in implementing programmes of this kind.

Relatively Under-Developed Countries

This group consists of five countries in Africa, Asia and Latin America, 
with:
— average Gross National Product of US$293 per capita (range USS 160 — 
$400).
— a young population (nearly 43 per cent to'50 per cent below 15 years of age) ;
— general mortality rate appreciably lower than the preceding group, below 

10 per thousand in four countries and at 17.5 per thousand in the fifth;
— infant mortality in most cases is much lower than in the previous group, 

but varies more widely : 38 to 60 per thousand live births in three countries, 
126 per thousand in another and 150 per thousand in the fifth;

— life expectancy is higher, ranging from 46 to 66 years of age;
— there is also a marked shortage of medical personnel, but the range, at one 

doctor per 2090 to 7860 inhabitants, is ten times better than in the first 
group of countries. There are nearly three times as many nurses, male and 
female, as in the first group, but the numbers are still extremely low (0.11 to 
0.92 per thousand inhabitants).

— the hospital infrastructure is barely less deficient than in the first group, 
0.68 to 3.3 beds per thousand inhabitants;

— financial resources available to the health services are low but, except in 
the case of a low GNP country, markedly better than in the first group, 
with an average of US$ 5.22 per capita per annum (range US $1.23 to 
$ 10.10).

By reason of their geographical situation, which is either the inter-tropical 
zone or the temperate or Mediterranean sub-tropical zone, health problems 
in these countries present a certain variation. The relative importance of certain 
diseases varies though the overall picture is the same—namely a largely rural 
population with a low level of income, frequently suject to malnutrition, 
ignorant of the rules of individual and community hygiene, living in an un
sanitary environment and exposed to communicable diseases. Health needs, 
therefore, are quite considerable, while the resources at the disposal of the health 
services are still very inadequate. The difference from the previous group of 
countries is only one of degree. The needs are the same—action on behalf of 
and within rural communities by means of an integrated health service, making 
the fullest possible use of auxiliary workers in order to economise available 
resources and to extend the impact to the periphery of each area.

Developing Countries Encountering Development Problems

One country in this group of six must be excluded from any comparisons 
by reason of its great wealth (GNP over US $5,000 per capita) and the fact 
that all its health benefits are covered by the State. However, even this country
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paradoxically shows such surviving symptoms of under-development as high 
perinatal mortality and enteric diseases that cause more deaths than cardio
vascular diseases.

The contrasting conditions of this country, however, are nothing more than 
an extreme exaggeration of the variations prevailing in the other five countries 
in this category—one in the Northern temperate zone, one in the North Pacific 
tropical zone, and two others in the Northern tropical zone of the Western 
hemisphere. All these countries show a composite health picture. That is, they 
contain some indications of underdevelopment and its characteristic health 
problems, and at the same time diseases associated with highly developed 
countries. Thus:
— GNP is still low in four cases (US $240 to $370) and average (US $720) 

in the fifth;
— the populations are young (from 42 to 47 per cent below 15 years of age);
— infant mortality is somewhat high (27.1, 58.2 and 67.9 per thousand live 

births) ;
— medical and nursing staffs are insufficient (one doctor for 1440 to 3950 in

habitants, 0.58 to 1.04 nurses per 1000 inhabitants);
— the hospital infrastructure is inadequate (0.5 to 2.01 beds per thousand 

inhabitants).

On the other hand :
— general mortality is low (7.3 to 8.7 per thousand);
— life expectancy ranges from 48 to 67 years of age for men and from 53 to 

70 years for women;
— financial resources are uneven (US $1.33 to $18.3; per capita per annum), 

or inadequate at one end of the range and relatively high at the other.

But the main characteristic of these countries is that alongside the health 
problems typical of under-development and the prevalence of enteric and 
parasitic diseases due to poor hygiene, pollution of the water, and communicable 
diseases such as leprosy, malaria and cholera, “ development diseases ” or 
“ civilisation diseases ” are emerging. Within four countries, cardio-vascular 
diseases appear among the four principal causes of death, in three countries 
as the chief cause of death and even, in two cases, account for 24 per cent of 
total deaths. In the fifth country road and industrial accidents constitute a 
serious public health problem.

National health services in these countries must therefore face problems 
on two fronts: new or “development” diseases, mostly in urban areas; and 
the diseases of under-development in the rural areas.

Health needs on the first front are the same as those to be discussed under 
the next two categories of countries; needs on the second front are the same 
as those in the two categories previously discussed, with perhaps less acute 
disparities between needs and the limited resources available to health services.

Those countries of composite character are, despite individual gradations, 
truly representative of a growing number of countries throughout the world 
that are experiencing the pressures of growth, particularly of urbanisation and 
industrialisation.
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Developed Countries with Pockets of Under-development

These four countries show a composite picture, too, but compared with 
the previous category the image is reversed. Development is the main character
istic, and pockets of underdevelopment are secondary. Three of these countries 
are in Southern Europe, the fourth is in Latin America. Characteristics are:
— prosperous though not extremely rich, with per capita GNP ranging from 

US $730 to SI,000;
— the population lives slightly longer than in the previous category of countries ; 

two countries have less than 30 per cent below 15 years of age; three have 
nearly 10 per cent over 65 years of age and the fourth country has 39 per 
cent below 15 and 5 per cent over 65 years of age;

— general mortality stands around 8 or 9 per thousand, but two countries 
still have a high infant mortality rate (44 and 71 per thousand live births, 
respectively) ;

— life expectancy is rising: 58 to 69 years of age for men and 64 to 73 years 
for women;

— resources in medical personnel are uneven: one country has one of the high
est numbers of doctors in Europe and two have an adequate number, though 
one of these is short of nurses. The fourth country is short in both respects, 
and three of the countries have only half the number of hospital beds they 
need. Financial resources are adequate in three countries; data on the 
fourth are too vague to be used.

In all four countries cardio-vascular diseases take first place among causes 
of death (31 to 44 per cent of the total), with cancer in second or third place. 
But “ ill-defined conditions ” and “ perinatal conditions ” emerge amongst the 
first four causes of death, thus revealing a shortage of qualified medical person
nel and some failure in obstetrical care. Morbidity rates are marked by a 
persistence of communicable diseases such as meningitis, typhoid and para
typhoid fever, dysentery and various diarrhoeic troubles, brucelloses and 
tuberculosis, all characteristics of poor personal and community hygiene and 
of unsanitary conditions, particularly in the water supply. One of these countries 
was recently struck by cholera, a few imported cases having created foci of 
infection, whereas in more highly-developed countries the appearance of single 
cases does not lead to further cases. Another country in this group was affected 
by smallpox after a single imported case provided a focus from which infection 
spread to a third generation of cases. In both instances the reaction of the public 
health services was that of a developed country and the foci were rapidly con
tained. But the fact that these diseases took root shows that there are pockets 
of underdevelopment in countries in this category. The term “ composite 
image ” in this case is perhaps rather inaccurate. These countries in fact have 
several images, varying between the towns and prosperous, adjacent rural 
areas on the one hand and the poorer and less accessible areas on the other.

The health services of these countries, while faced with the major problems 
of developed countries, must therefore apply quite different methods in their 
less developed areas, similar to those discussed in relation to developing 
countries.
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Highly-developed Countries

The two countries in the sample are wealthy, with GNPs between US S3,000 
and $4,000 per capita. Other features are :
— an older population (24 and 27 per cent below 15 years of age, 10 and 13 per 

cent over 65 years);
— a general mortality rate at or below 10 per thousand and some of the lowest 

infant mortality rates in the world (11.3 and 11.7 per thousand live births);
— the numbers of practitioners, nurses and hospital beds are up to the average 

of developed European countries ;
— Per capita health expenditure is ten times as high (US $245 per annum) 

in one country as it is in the other, but that is entirely due to differences in 
statistical methods. Both countries enjoy roughly similar protection against 
a wide range of health and social risks, but in one case the total financing 
is provided by the State, which draws the necessary resources from taxation, 
while in the other coverage of the risks is provided for the most part by 
independent insurance and the cost does not figure in the national budget.

Causes of death in the two countries are characteristic of countries at a 
high level of development. In descending order they are: cardio-vascular 
diseases (including cerebro-vascular illness), cancer, accidents and bronchial 
pneumonia. One of the countries shows, despite its high degree of development, 
“ ill-defined conditions, senility, etc. ” in fourth place in causes of death, 
revealing some slight deficiency in the availability of medical care, no doubt 
in the less populated and more distant areas.

Communicable diseases, excluding seasonal influenza epidemics and to 
some extent infectious hepatitis (nearly 10 per 100,000 inhabitants in one 
country), are no longer public health problems. Thanks to satisfactory coverage 
of the young generations by BCG vaccination, tuberculosis is falling back 
steadily to a maximum level of 10 per 100,000. Children in particular are 
almost completely protected from communicable diseases. For example the 
two countries number among the five Northern European countries in which 
it has been noted that, in the space of 18 years from 1950 to 1968, the four 
childhood ailments—scarlatina, measles, whooping-cough and diphtheria— 
accounted for 293 child deaths in 1950 and only six in 1968. Also, in 1950, 
5 per cent of infant mortality (first year of life) was caused by communicable 
diseases, while the figure for 1968 is less than 1 per cent. Infant mortality fell 
in 20 years by 49.6 per cent in one of the countries and by 55 per cent in the 
other, reaching what may at present be considered as the lowest possible level 
of an index which is the most characteristic yardstick of development from the 
standpoint of health.

One exception must be made in speaking of the low incidence of communic
able diseases; diseases transmitted genitally represent a grave medico-social 
problem in these countries.

The health needs of the countries in this fifth and last category and in 
the preceding category are those of a population with a high proportion of 
older people and therefore subject to degenerative ailments such as cardio
vascular troubles, cancer, rheumatism and diabetes. It is exposed to chemical 
pollution of the environment, in the atmosphere, in streams, rivers, lakes and 
the sea. It is exposed to the consequences of accidents on the road, in industry
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and in the home. The populations of these countries are also exposed to the 
effects of stress, of the disruption of family traditions, of the “ generation 
gap ”, with all their attendant neuroses, psychoses and drug addiction. 
Nor must one forget the medico-social burden represented by the mentally 
handicapped, for whom greater longevity is assured by better care and greater 
social concern. All this lays a heavy burden on the health services in the form 
of treatment of the chronically ill and care of the mentally ill in increasing 
numbers. It calls for continuing evolution in hospital services, which become 
increasingly specialised and require costlier equipment.

Finally, social services have to cope with the problems of an increasing 
number of aged or handicapped people, who have to be provided with insti
tutional care or integrated into the community, with all that this implies.

The co-operation of the community is increasingly necessary, and every 
individual must be made conscious of the fact that even the welfare state cannot 
solve its social and health problems unless individuals practice both self-help 
and mutual help. This is as true of accident prevention as it is of detection and 
early treatment of cancer and mental illness. Hence there is a great need for 
health education.

It will be recalled that countries in the third and fourth categories have 
the health needs of both developed and developing countries at the same time. 
But even highly developed countries are not altogether free from this duality. 
They have, so to speak, “ grey areas ” everywhere—victims of over-develop
ment and dwellers in shanty towns (migrant workers in particular), who have 
special medico-social problems that call for remedial measures similar to those 
recommended for the less-developed countries.



III. National Society Activities in Relation 
to Country Needs

This section deals with the relations between the needs of the countries 
and the activity of the National Societies in health and social welfare. The 
classification of countries remains the same as the one set up for the study of 
those needs. Since the classification does not necessarily correspond to the 
various types of National Society, the section ends with a discussion of links 
that may emerge between a particular characteristic of a National Society 
and the extent to which it is able to meet the needs of its country.

National Societies in Countries at the Lowest Stage of Development

A common characteristic of these Societies is that they are poor—often 
very poor—and receive little or no help from government, and very little 
from the public. They often depend for support for their activities on the 
assistance of other, wealthier Societies.

All of them provide first-aid services. In some cases this amounts to no 
more than the training (sometimes intermittent) of a few hundred first-aid 
attendants in conventional techniques, qualifying them to give emergency 
care at first-aid posts generally set up in connection with sporting events. 
The impact on public health is slight or non-existent. Two of the Societies have 
virtually no other activity, apart from distribution of clothing and powdered 
milk when supplies are received from abroad.

Other National Societies in this group take first-aid services more seriously. 
They recruit more personnel, concentrate considerable effort on training 
volunteers for action in the event of natural disaster, or even turn first-aid 
training into a genuine form of health education.
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One country’s Society goes so far as to produce excellent practical hand
books, well adapted to local conditions. (The only criticism that might be aimed 
at the advanced handbook is that it is possibly over-elaborate, unless it is 
intended solely for training instructors who already have a sound general 
education.)

It includes in its advanced programmes educational material concerning 
the more common diseases, environmental sanitation, and nutrition and hygiene 
in general, all oriented towards the problems of rural areas. This National 
Society, enjoying strong external aid, including some support from the govern
ment, has created a training centre for first aid, personal and community 
hygiene and nutrition, chiefly aimed, according to a report, at rural develop
ment. Admittedly the text and illustrations of the sections of the advanced 
first-aid manual dealing with health are oriented towards rural conditions.

It is also reported that a number of village chiefs are included in the groups 
receiving training. The question is, to what extent will these trainees pass on 
to their fellow-villagers the knowledge they have been given in a rather over
complicated form ? For the most part members of these voluntary aid detach
ments who are being trained as teachers are individuals with an urban back
ground and a fairly high social status. How will they transfer their newly- 
acquired knowledge to the rural milieu ? There is no question that this National 
Society is well-equipped to provide health training, that it places health edu
cation amongst its top priorities and that it possesses a central point for the 
dissemination of information. The concern is whether the information will 
spread far enough in rural areas, and whether the results measure up to the 
effort expended. This point will be discussed later.

Another National Society, in addition to training first-aid helpers along 
conventional lines on a very limited budget, is using or planning to use a 
number of the trainees in some of its rural outposts.

It is worth drawing particular attention to the creation of these rural 
first-aid posts, which appear to have escaped the notice of some observers. 
This action represents the embryo of a rational activity matching a fundamental 
need in an impoverished country with a scattered population—that is, the 
intra-community approach to public health. In current terminology the holder 
of a rural post is a “ sick attendant ”—in other words, a first-aid helper, a 
native of the village who has received rudimentary training for a period of two 
weeks. In theory, the village itself should see to the replenishment of the post’s 
very modest medical supplies as they are used up. This is the starting point 
of a policy of self-help. Even in a country which has only 48 such posts, even 
if they exist mainly in blueprint form, they are evidence that the idea has taken 
root in the mind of some leader of the National Society and that it has proved 
possible to put the idea into practice, or at least to start the process. The effect 
on public health can only be minimal at this stage, but this is a pilot-project 
and nothing should impede its more expanded implementation provided that 
the necessary resources are forthcoming.

Two other Societies have undertaken, apart from first aid, work in curative 
medicine in the form of clinics, each on a very different scale. The first Society’s 
effort consists of two mobile clinics, which, modest as they are, account for 
10 to 20 per cent of the total activity of the country’s health centres. While 
they have some value as evidence of real action in support of public authority, 
their effective impact is limited. However, they provide a psychological element
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of some significance: one of these mobile clinics, operating one day a week, 
opens for business in what is called the “ model community development 
village Despite its negligible practical impact it is proof of some conscious
ness of the fact that action towards rural health must be taken within the com
munity itself.

The other National Society serves a large country richly endowed in human 
resources. But its clinics do no more than conceal a complete vacuum. An 
analysis of the ambitious programme which it announced shows that the grand 
total of results amounts to one consultation a year per 5,000 inhabitants, 
a virtually nil contribution to public health. Apart from first-aid training in 
preparation for relief work in the case of disaster, the remaining results are 
a multitude of insignificant minor activities. To give one example in the social 
welfare field, there is a project for assistance to motherless children which 
absorbs 30 per cent of the Society’s resources and gives help to one child per 
850,000 inhabitants. The slightest attempt to evaluate this result should con
vince the eminent individuals who direct this kind of National Society of the 
futility of an activity they believe to be directed towards health and welfare. 
More on this point later.

National Societies in Relatively Under-developed Countries

As noted, the health needs of countries in this category are very close to 
those of the countries in the first category, varying only in degree. Because 
of where they are situated they may differ more sharply amongst themselves, 
but the main point is that their resources for action in the health field are less 
pitifully low than the first group: GNP, on the average, is three times as great, 
governments spend about five times as much on public health, there are nine 
times as many doctors and twice as many hospital beds. The Societies, although 
still poor, have budgets nearly double those in the earlier group. (All these 
comparisons are calculated, of course, on a per capita basis.)

In addition there seems to be a less passive attitude on the part of the people, 
a more lively consciousness of the fact that they have much to expect in matters 
of health and social assistance. A larger proportion of the Societies appear 
to be aware of their role in the process of development. At the same time some 
Societies want, if not scientific assessment of their work, at least some critical 
examination of their policies and trends.

As noted above, these Societies are not as poor as those in the earlier 
category. The proportion of the resources contributed to them by government 
varies widely. At opposite extremes, one National Society no longer receives 
public funds, while another draws 60 per cent of its budget from that source.

One activity common to four of the Societies (the fifth gave it up quite 
recently) is first-aid work, which is practised with varying intensity—sometimes 
without great enthusiasm because other voluntary associations succeed better 
in that field, sometimes on the contrary with great energy and the willing cooper
ation of Red Cross or Red Crescent youth. In the latter cases the concept of 
first-aid is entirely traditional, indeed semi-military on occasion. The teaching 
is highly competent, within the limited objective of conventional first-aid aimed 
primarily at preparing trainees for action in natural disasters, aid on the roads, 
mountain rescue work or water safety and life-saving on beaches. In only one 
country has training for first-aid in factories begun.
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Nowhere in this group of National Societies—working in countries where 
ignorance of the most elementary principles of hygiene results in environmental 
pollution, the spread of communicable diseases and infant mortality—is ad
vantage taken of the presence of thousands of pupils volunteering for training 
in first-aid to inculcate simple notions of such things as personal and community 
hygiene, of the most prevalent diseases and their prevention, and of means of 
overcoming nutritional deficiencies. A magnificent educational opportunity 
is thus lost, and the impact of first-aid training on public health remains 
negligible.

It is not the intention here to bring a series of traditional activities under 
systematic scrutiny. In certain cultural contexts, some of these activities may 
well be necessary to maintain the image of the National Society, and to attract 
public attention by such means as parades with brass bands, uniforms, and 
inspections of mobile first-aid units. But each Society should determine whether 
they are useful to the extent that they bring new volunteers into the movement 
who can then be set to work on more productive activities.

One National Society has virtually no health activity beyond conventional 
first-aid, which it teaches competently and energetically. On the other hand it 
conducts, in perfect co-operation and, one might almost say, in “ symbiosis ” 
with the public authorities, a well-developed body of activities in the social 
welfare field, where the government looks favourably upon its voluntary work. 
This situation is interesting in that it occurs in a country where health and social 
assistance are totally State-controlled and where the National Society is acknowl
edged to have a humanising role to play in social action. That activity is 
highly developed and effective. It ranges from traditional social assistance— 
homes for the destitute, youth camps, infant schools and domestic training 
centres—to artisan co-operatives, some of a semi-industrial character, and to 
the social rehabilitation of prisoners through productive labour. Two recent 
achievements are hospitals built by prison labour with bricks manufactured 
by co-operatives. This is a noteworthy example of a National Society conducting 
a significantly practical social activity.

There are other instances of social welfare activities which, although 
somewhat spectacular and described as of primary importance, have, on close 
analysis, no significant value in relation to the effort and resources expended 
upon them. One National Society regards as one of its major programmes 
a children’s centre, which, in the terms of the report, “ saved 800 children 
in 20 years ”—that is to say, 40 children a year or one out of the 150,000 children 
below 15 years of age in the population of the country. This Society devotes 
nearly a quarter of its budget to this centre, which also receives public funds 
and employs 30 to 40 people. The result is pitiful. It might be somewhat 
justified if it were a pilot project, but after 20 years there is no question that 
the centre remains an isolated venture. The question of pilot or demonstration 
activities is further examined below.

In hard fact the social assistance activities found in this group of countries 
are in large part pure charity—such actions as distribution of food, old clothing 
or blankets. Where the population is numbered in several millions, even the 
appreciable quantities of supplies sent by other friendly Societies help only 
a very small proportion of the people. It has been calculated that the 994 needy 
individuals who received an old garment or blanket in 1972 in one capital city 
represented one in 100 to 200 of the poor—and the city, as the headquarters 
of the Society, was bound to be served better than other areas. But charity
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is not measured in percentages. It is possible that action of this type brightens 
the public image of the Red Cross, but is that the kind of image that is really 
desired ? The question will be examined later, but one analogy springs to mind : 
these occasional distributions are reminiscent of the modern myth of the 
“ Cargo ”, described by certain populations of the Pacific isles who await its 
arrival from heaven bringing humble riches for which they pray.

Other social assistance activities reported are so slight as hardly to deserve 
the name of charity. They rank, rather, as the Boy Scout’s daily good deed, 
or drops in the ocean, which nevertheless provide the doer with a measure of 
satisfaction and sustain his enthusiasm and morale.

The “ health ” activities of some of the National Societies in this group 
merit the same type of comment as their social activities. Naturally, the So
cieties have all subscribed to the principle laid down in 1920 1 which determines 
their three principal duties in the field of health service, namely:

(a) to stimulate and maintain interest in public health work;
(b) to support and, if need be, supplement the work of government agencies;
(c) to disseminate useful knowledge concerning health through demon

stration, education and otherwise.

Some National Societies go even further and include among their objectives 
the “ promotion of better health ”. If they are to reach this objective they must 
clearly conduct some significant activity related to national health needs. 
In the category of countries under discussion these needs are essentially linked 
with conditions in rural districts. This, unfortunately, is far from the actual 
situation, not because the National Societies, with rare exceptions, have no 
activities in the field of health, but because those activities have little or no 
impact.

Sometimes the very approach to the problem is at fault. For example one 
National Society launched, as a major programme, a series of “ nutrition 
education centres ” intended to help teach women to feed their children cor
rectly. A public health administrator would perhaps consider it a bit naïve 
to expect African mothers of relatively healthy children to bring them to a 
centre to be taught how to feed those children so that they could maintain or 
recover perfect health. New notions such as balanced diet are not inculcated 
without genuine penetration into the community, beginning with curative 
medical care that generates confidence. What happened was what should have 
been expected: the training centres became centres for the treatment of serious 
and often hopeless cases. This is recognised with complete frankness by the 
individuals who worked with great devotion at a task which was doomed to 
failure. The result is that this National Society has spent some 20 per cent of 
its annual budget to treat about 500 children out of several millions. Further, 
and for reasons which will be analysed later, such centres, the impact of which 
is practically nil, have not served as pilot projects which would have justified 
the experiment.

This is a characteristic example of an all-too-frequent error; that is, 
transposing a technique—in this case health education—from one cultural 
milieu to another only to find that it is not adaptable.

It has been noted that health conditions in the rural areas of a developing 
country can only be improved by dint of persistent and patient action within 
the community itself, through a combination of preventive and curative medical
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care, through education and by making the maximum use of resources and 
participatory potential of the community. This is a role perfectly suited to 
National Red Cross Societies, with their voluntary aides. But they do not follow 
this pattern. Instead they occupy themselves with mobile clinics, travelling 
teams and other evanescent activities, that are foreign to the community, 
generally costly, and leave no trace.

Yet the notion of a more rational and appropriate activity is in the air, 
often related to a specific attempt to promote national development. In one 
National Society there is a trend towards following the government’s policy, 
which is to promote community self-development projects—in the vernacular, 
the “ harambee ” projects. Two of this Society’s branches are said already to be 
associated with such a project. In another National Society, despite its chronic 
inactivity, groups of young people are planning to undertake first-aid activities 
within rural communities now settling into areas hitherto deserted. A third 
Society, unusually active but admittedly far from effective although enjoying 
strong popular support, gives evidence of intending more rational action. 
It is even starting to undertake modest, though scattered, schemes directed 
towards decentralisation within the government’s agrarian development policy. 
This includes projects within the community, even in some backward and poor 
areas. The good intentions of several other National Societies could be directed 
towards more concrete and significant activities by meeting certain conditions, 
as discussed later.

The National Societies in this category have for the most part no insti
tutions such as hospitals or schools, except in one case in which the Society’s 
main concern is a hospital in the capital city. This project represents 3 per cent 
of the country’s total hospital capacity, and half its patients receive free 
treatment. The same Society runs three outpatient clinics accounting for 5 per 
cent of the country’s outpatient facilities. The country has less than one 
hospital bed per 1,000 inhabitants and only one doctor for each 2,000 inhabi
tants. The contribution of this hospital and three clinics (and therefore of the 
Society) to the country’s health is minimal. Yet it is welcome in light of the 
national shortage of health facilities, especially since the hospital treats its 
destitute patients much more generously than do other similar establishments.

In this as in many other cases the conclusions one is able to reach are based 
on estimates only, for almost nowhere is any methodical evaluation of results 
done. The case of one National Society which has proved the exception is 
illuminating. It concerns a pilot project which a well-intentioned figure asked 
a university faculty to evaluate scientifically. It cannot be said that the managers 
of the Society failed to appreciate the importance of this exercise. The fact 
remains that while the annual report includes a good photograph of the cer
emony at which the evaluation results were handed over, the report gives only 
a brief summary of the evaluation and is silent about the conclusions. This 
isolated example should not be given undue weight, but perhaps there is some 
conflict of purpose between Red Cross and evaluation.

As in the case of the first category, it is surprising to find in these National 
Societies an absence of a critical sense. As a result even when figures relating 
to the various programmes are accurately reported, no conclusion is drawn 
and no comparison made with needs, even in the rare cases in which needs 
have been measured. A tone of self-satisfaction prevails, reflected in glowing 
reports, when the simplest statistics—to say nothing of evaluation—would be 
enough to demonstrate the lack of impact of a given activity. In general, the
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objectives themselves are not defined, for lack of planning is almost universally 
characteristic of the work of the National Societies. Activities are often under
taken without a precise objective, but as circumstances dictate.

National Societies in Developing Countries Encountering Development Problems

These six Societies are relatively homogeneous and still suffering from 
deficient development, but they have an average GNP somewhat higher than 
that of the preceding group, by 35 per cent; * over twice as many doctors; 
nearly twice as many hospital beds; rather greater government health budgets 
(by 24 per cent) and National Societies that are poor, but only half as poor as 
those of the first group. The group includes at least three large Societies, with 
a variety of activities, confronted by the twin problems caused by the composite 
character of their countries’ needs. A study of their work is of general interest, 
going beyond the limits of the group itself.

All Societies in this group conduct first-aid activities directed at preparation 
for assistance in the case of natural disaster, often specialising in first-aid on 
roads and near water. It is not unusual for accident prevention to form part 
of general education in schools. The subject is often taught with great serious
ness, even involving a pledge to render service in case of emergency. Unfortun
ately, even National Societies that hold health education in high esteem fail 
to reflect the fact in their first-aid training. As we have already seen, good 
opportunities are being missed.

Health education in several Societies of this group is treated with a rather 
artificial formalism (sometimes a plain academic flavour) and deliberately 
or unconsciously limited to certain groups of pupils. We have in mind the home 
nursing “ courses ” of one Society, the family planning “ lectures ” of another, 
the advanced level of which occasionally contains abstract concepts in a 
generally over-elaborate curriculum. One may wonder whether the National 
Societies in this group are not the Red Cross of an élite. In any event, they are 
mainly urban. This is confirmed by an occasional reference to “ rural extension ”. 
Nevertheless, there are exceptions and we hear of very tentative approaches, 
made without any high-sounding claims, in distant and entirely rural com
munities. Moreover, we hear references from time to time (even if the terms 
are used in a somewhat offhand manner) to “ community development ”, 
“ neglected areas ”, “ villagers ”, “ rural youth ” and so forth, indicating 
that there are notions of the possibility of a new orientation, even if the notions 
are not yet explicit but only emerging from the subconscious. This trend is 
greatly to be welcomed. The keenest interest attaches, for example, to a very 
small pilot project by one National Society. It was launched on the initiative 
of a group of female voluntary workers who, in the light of their social back
ground and traditions, could hardly have been suspected of wishing to attempt 
—in their own words—“ to work in rather more direct contact with the com
munity ”. The community in question is a village of a few thousand inhabitants 
where significant results have already been obtained, as we shall see in more 
detail later.

* Numerical data relating to one country are disregarded because it has experienced 
lightning development following the discovery of mineral wealth.
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This case is still very much the exception, and a long road has still to be 
travelled. It is therefore with some anxiety that we hear talk of the awakening, 
in various districts of countries with rural economies, of an “ awareness of 
health problems ”, for which several Societies propose to organise “ lectures ” 
on various topics to village audiences. One can only hope that the term is ill- 
chosen and that it is not intended to have eloquent academics deliver ex cathedra 
pronouncements before docile villagers.

The blame would not rest entirely on the National Societies, indeed, for 
Ministries of Health share the responsibility. It is sad to see how many govern
ment authorities still contemplate such outdated methods as motorised rural 
clinics or travelling cinemas dispensing health propaganda. These are superficial 
services which make no lasting impression and perpetuate the dual approach— 
prevention and cure viewed separately—in place of an integrated approach 
which leads to efficiency and economy.

In this group of Societies there are some which run mobile clinics for work 
in isolated rural areas. In the first place, according to various reports, the 
results are ludicrous, and in the second, as we have said, all such activities are 
sporadic, without follow-up. Some suffering has no doubt been relieved and 
the flag has been flown. But with the same resources and the same manpower 
distributed over several points, it would have been possible to establish a series 
of small all-purpose centres in settled communities, performing curative, 
educational and preventive functions on a lasting basis with the active parti
cipation of the local inhabitants. We cannot overlook what appears to be, 
if not wastefulness, at least a lack of proportion between money and effort 
on the one hand and results on the other.

Here again, as in previous groups, is found an absence of methodical 
assessment of activities, which engenders illusions of efficiency. One example 
may be given :

The case is that of a “ medico-social ” institution, the only one of its kind 
in a very large built-up area with a population of medium-modest social status 
which represents its potential clientele. In 1973 the institution rendered a total 
of “ services ” (varied medical consultations, emergency aid, dental treatment, 
vaccinations, etc.) corresponding to 10.03 per cent of the population or, on 
the basis of a 5-day week and continuous emergency facilities, an average 
of 0.036 per cent of the population per working day. (If we exclude simple 
vaccinations, the figures fall to 7.41 and 0.026 per cent respectively.) The full 
or part-time staff includes 10 doctors, with considerable salaried support and 
a number of trained volunteers, some of whom also take part in various social 
welfare activities.

The annual cost, including miscellaneous social work, accounts for a 
substantial part of the National Society’s income. The relevant figures are 
scrupulously set out in a printed and public report, but it would seem that 
no one connected with the Society has thought of relating them to the population 
which the institution claims to serve.

There is no question here of discussing the quality of the services provided. 
The individuals treated either by consultation or for emergencies all had the 
benefit of radiological and laboratory examinations, and of such minor surgery 
as they required. What has to be underlined is the disappointing character 
of the yield, namely from 0.026 to 0.036 per cent of the assisted population 
a day. Taking a town such as Geneva by way of a practical analogy, this
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represents between 50 and 70 medical services a day. This, to repeat, takes 
place in an area which has no other similar facility. The same institution, 
with its equipment and staffing, could without doubt handle ten times as many 
patients and render services better proportioned to the size of the community.

One cannot resist a feeling of sadness at witnessing the expenditure of so 
much goodwill, devotion and generosity to so little purpose; not sheer waste, 
certainly, but something very far short of the efficacy such efforts deserve.

We have dwelt upon this case because the quantitative data available make 
an assessment possible. There are other such cases that are not so readily 
analysable. There are, for example, the 30 or so clinics or outpatient dispensaries 
operated by one National Society in over 20 built-up areas, which handle daily 
a number of patients equivalent to 1 per 30,000 of the relevant population. 
Having no knowledge of the radius of action of each clinic, but assuming 
that a very large proportion of the total population has no access to those 
facilities, we need hardly stress how terribly inadequate these figures are.

Some of the Societies in this group administer fully-fledged institutions, 
namely hospitals and schools of nursing.

One National Society, for example, owns and operates 12 hospitals and 
one tuberculosis sanatorium. The desirability of maintaining this arrangement 
has been questioned, but the Society concerned finally decided to carry on. 
One argument put forward in favour of that decision was that the principal 
hospital was used as a training establishment for the attached nursing school, 
and that the qualified nurses turned out by that school were then for the most 
part recruited by the same hospital. Another argument was that all the insti
tutions involved were self-financing and represented a handsome capital invest
ment. Lastly, while they helped to sustain the image of the National Society, 
they were capable of conversion. For example, the T.B. sanatorium could be
come a psychiatric hospital, and certain other hospitals could be turned in 
part into blood transfusion centres. These arguments are interesting because 
they are characteristic, but an evaluation of the usefulness of these institutions 
would be of still greater interest.

The 12 hospitals in question, one in the capital city and the others in 
provincial centres, have a total of 746 beds, or roughly 4.5 per cent of the 
country’s total hospital capacity. This, it may be said, is a small percentage. 
But when it is remembered that the whole country has only 0.5 hospital beds 
per 1000 inhabitants, any contribution, however modest, is to be welcomed. 
Assuming an average turnover of 12 days we find that some 23,000 patients 
per annum can be accommodated in this National Society’s hospitals. In 
addition the same hospitals handle about 650,000 outpatients annually, or 
100-200 patients per day per hospital. In these Red Cross hospitals, 20 per cent 
of available places are set aside for free treatment of destitute patients. This 
represents 4,600 non-paying patients annually, or about 55,000 days’ treatment. 
This is not much, but in a country which has no national social security system 
and in which the State hospitals only accept one destitute patient out of ten 
admissions (and thus, by inference, 56,000 free patients or 680,000 “ free days ” 
per annum), the contribution of the Red Cross to the care of the needy rep
resents some 7.6 per cent of the total of free medical care. This is not inconsider
able in a country in which so little is done. As already suggested in connection 
with a Society in the preceding group, there is a factor of relativity in all criteria 
based on the representative character of a given activity when one is faced with 
a state of acute shortage where “ every little helps ”.
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Another Society operates child-care units, in the form of two hospitals, 
together with a few beds in a health centre, the whole being in principle intended 
for children of impoverished families. Nevertheless, one of the two hospitals 
sets aside 10 per cent of its beds for paying patients. These units total 216 beds 
and an overall occupancy in 1973 of 50,300 days. This represents about 0.46 per 
cent of the country’s total hospital bed accommodation and 0.2 beds per 10,000 
children below the age of 15.

At first sight, therefore, the impact of these paediatric hospitals is very 
slight. To reach the level, for example, of the least-developed European countries 
would require about ten times as many hospital beds for children throughout 
the country. But these Red Cross establishments undoubtedly contribute 
between 5 and 6 per cent of existing capacity, or 0.5 per cent of what the 
country’s capacity should be. Low as these figures are, they nevertheless 
represent a contribution which should not be overlooked in a situation of 
deficiency. Since information is lacking, we have nothing to add concerning 
the quality factor, but it can be stated that these two leading children’s hospitals 
are active units showing a high level (some 52 per cent of total cases) of major 
interventions, a busy out-patients’ branch and a fully normal rate of minor 
surgery.

As in the previous instance, these facts confirm the need to avoid any 
dogmatism in discussing the desirability of National Societies engaging in 
hospital administration.

Before we leave the hospital sector we should mention the creation of a 
cooperative hospital by one of the National Societies we have just considered. 
This experimental undertaking, begun at the Red Cross hospital in the capital 
city of a country which has no social security system, is of special interest. 
It consists of an annex or offshoot of the main hospital, which supplies the staff, 
and is situated on an island having no other health facilities. Every family 
housed on- the island pays a basic annual contribution equivalent to some 
10 Swiss francs. In exchange for this it receives free health care at the hospital, 
subject only to an additional fee in the case of major surgery. The interest of 
this venture is twofold. On the one hand the hospital is reaching out into an 
area in which nothing existed previously, and on the other an experiment is 
being made in the field of health insurance (or “ provident health fund ”). 
The government is said to be watching developments attentively, as it plans 
to establish a social security system in the frame of a five-year plan scheduled 
for the more-or-less distant future.

Two of the National Societies in this group have advanced-level schools 
of nursing. The first has a three-year course offering a diploma recognised 
by the State; the second has a four-year university course. Little information is 
available on the first but it can be deduced that this Red Cross school turns 
out some 10 per cent of the number required to maintain the country’s nursing 
strength at its existing level which is frankly insufficient. In a situation of 
plenty the effort would be negligible, but given the shortage, this contribution 
is not to be discounted. The quality of the output is evidenced by the fact 
(in itself to be deplored) that 40 per cent of the former students remaining in 
the profession find employment abroad, almost all in a major country of another 
continent.

In the second case, a Red Cross school of nursing attached to a university, 
there was in 1973 a total of 236 students at various stages of a 4-year course.
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The annual output can therefore be set at 55 graduates, or from 35 to 40 per cent 
of the annual turnout of graduate nurses namely 140-150 nurses for the whole 
country. This is therefore an important contribution in the light of the acute 
shortage of nursing personnel in this country—a total of around 19,600, of 
whom 17,500 are “assistant” nurses and 2,100 registered nurses. From the 
quality standpoint this Red Cross school is regarded as the best in the country, 
in the judgement of observers abroad as well as local authorities.

These two activities, for different reasons, provide a justification for the 
training of nurses, an activity that in any case rests on a long-standing tradition 
in both countries.

In a third country in this group the National Society’s school of nursing 
has been taken over by the government, for reasons unknown.

There is an interesting solution to the nursing problem in a fourth country, 
where the Society obtains qualified staff by offering fellowships to pupils of the 
government schools, in exchange for a pledge of service in the Red Cross for a 
stipulated period after they have graduated.

Evaluation. After this brief examination of certain types of activity selected 
as examples, one can now attempt to arrive at a general notion of the extent 
to which National Societies meet the needs of their countries, and its significance 
in terms of health promotion. We may say straightaway that in the light of 
the magnitude of the needs, no activity is categorically superfluous. At the 
same time it has been seen that the results, or the impact of some of those 
activities, are not proportionate to the efforts expended. One has also observed 
that, as a general rule, the approach to rural problems is wrong because it is 
based on unsuitable or obsolete models. However, there are signs in various 
quarters of a better understanding of the problems, and even some beginning 
of attempts at community participation.

In general, however, as already noted in the matter of health education, 
one is struck by the over-selective character of some of the Societies, by their 
academic and formalistic approach. Rather surprisingly one has detected traces 
of the survival of traditions which one might be tempted to associate with a 
“ Red Cross of the Golden Age ”, such as weekly tea-parties at which society 
ladies meet to make up bandages for hospital use. This is no more than a 
symbol, but a significant one. If this somewhat starchy attitude does not 
prevent viable activities in developing urban communities—of which there are 
a number in the countries of composite complexion we are here considering— 
it does inhibit the most necessary undertakings, those addressed to the less- 
developed sectors of these countries.

In a later section we shall attempt to analyse the causes of the failures and 
deficiencies noted above and to suggest alternative solutions.

Concerning the social welfare field, it would be fair to say that what has 
been written above concerning the “ charity ” or “ good deeds ” flavour of 
the social welfare activities of the preceding group of National Societies is 
generally true of Societies in this group also. But it may also be noted that in 
keeping with the relative growth of resources and the more solid structure of 
some Sopieties, there is some effort at systematic management of social welfare 
activities, though it is still beset, unfortunately, by the absence of planning and 
evaluation. While not approaching the degree of negative result of some of the 
activities reviewed in the previous section, many of the social welfare activities
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of this third group are nevertheless far from having an impact commensurate 
with the effort and finance expended upon them.

One thinks of the family welfare centres conducted by a number of Societies. 
They are doubtless of assistance to families in that they take care of and feed 
a number of babies in their nurseries, educate small children in their kinder
gartens, provide some nutritional advice and supply the population with classic 
social welfare services. Yet the scale of the figures indicating annual outputs 
can be misleading: one centre for which detailed figures are available has an 
annual total of social consultations equivalent to 0.70 per cent of the population 
of the suburban community in which it operates, or 1.39 per cent if we add 
home visits to the total. Reducing these figures to a daily average and applying 
them to a town the size of Geneva, one obtains a result of five or six social 
welfare “ services ” a day.

To revert to health, some countries in this group devote a substantial part 
of their energy to blood transfusion, with outstanding results. Some instances 
of this activity are already found in the preceding groups. Blood transfusion 
is a subject of such importance as to require separate discussion in another part 
of this document.

National Societies in Developed Countries with Pockets of Under-development

There are four Societies here—three in Southern Europe and one in the 
temperate zone of South America. Their countries enjoy a relatively even 
level of resources, with an average GNP some 35 per cent higher than those 
of the previous category, two-and-a-half times as many doctors, nearly double 
the number of hospital beds and government health expenditure 23 per cent 
higher. These Societies are “ wealthier ” by 250 per cent than those of the third 
category and one is even highly prosperous by comparison with the overall 
average of the sample. These are important Societies, substantial and earnest, 
exceedingly active in their very different ways. They operate against socio
economic backgrounds which range from free enterprise to State ownership.

Here attention will be concentrated solely on those activities that relate 
to the needs of the under-developed pockets in these countries, which are also 
a composite, for the fundamental problems they face—the problems of 
development—are no different from the problems of the next category of 
countries. Indeed both categories can be considered together and will be in 
the closing part of this chapter.

The pockets of underdevelopment are to all intents small-scale replicas 
of everything to be noted in all its extremes in the under-developed lands. 
The problems are of the same character: pollution, ignorance of hygiene, 
vulnerability to communicable disease. They are found in all rural areas that 
are at a disadvantage socio-economically or through their isolation from major 
centres. The principles which should govern action are the same: rural com
munity health action, integrating prevention and treatment, and education by 
means of demonstration zones centred on a village health post, manned by an 
auxiliary recruited from the same village in order to achieve the maximum 
degree of community participation.

It has to be admitted that there is talk almost everywhere of rural action. 
But the talk is often in the future tense and in the nature of lip service. There
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are few concrete examples of action, and the methods proposed or applied are 
inappropriate. In two cases, for different reasons, it is planned to undertake 
prevention and cure separately: in the first, because there is a sort of unwritten 
convention that the National Society has been assigned a preventive, not a 
curative, role; in the second case, because of an exaggerated reaction against 
certain current activities which are no doubt held to be over-institutionalised 
in terms of treatment facilities. In the latter case the intention is to replace 
certain medical care activities in various marginal areas by preventive action, 
disregarding the fact that a multiple approach would be preferable. Again, 
when a programme gives prominence to health education in distant and isolated 
rural communities, the question springs to mind whether the highly traditional 
system of lectures practised by one National Society—a system well adapted 
to enlightened audiences trained in this form of learning—will be appropriate 
in the case of isolated villages in nearly inaccessible valleys.

It would be refreshing to read a description of an activity designed to 
knit small communities together from the health standpoint, motivated from 
within and combining preventive, educational and curative action at a very 
simple and fundamental level. This may well prove difficult in the case of a 
Society, already mentioned, which has a mandate aimed at prevention rather 
than cure—a somewhat outdated dualist approach.

A mistake which is apparent in at least one of these countries is that of 
having recourse to the easy but ineffective solution which, in the past, was 
the choice of far too many health agencies, official and private: sending out 
mobile units or “ motorised raiding-parties ”, manned by people of good will 
who spend a few hours in a small market-town, distribute a few specifics 
against headache or colic, bandage a few ulcers, collect a small audience to 
hear a standardised “ friendly talk ” on health, and then depart, having done 
little and left nothing behind them.

As in the preceding group, one finds almost everywhere, even when the 
social structure appears to rule it out, a tendency towards class distinction in 
the selection of volunteers. The individuals chosen are well trained and highly 
devoted to their work, which separates them from the mass and induces a 
paternalistic attitude (or, more accurately, matriarchal in the case of some 
Societies) which is not suited to the hoped-for community approach. Indeed, 
even where something is done for the communities most in need of attention, 
it is done from the outside and not from within the community. What is needed 
—and we shall revert to this point—is a swing of the recruiting process towards 
more modest rural circles, in the place of the sometimes monopolistic prevalence 
of an élite.

Everything that has been said concerning the health work of the National 
Societies of this group within the underdeveloped pockets applies with equal 
force to social problems. In the less-favoured areas, their solution, too, depends 
upon community action “ from within ”.

Similarly, the views just expressed apply equally, up to a certain point, 
to the National Societies of the highly-developed countries in respect of their 
work in the health and social fields within the marginal or “ grey ” areas to 
which reference was made at the close of Chapter II on country needs.
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National Societies in Highly-developed Countries

The two National Societies which constitute the last of our groups are 
old, highly respected and solidly settled in their traditional structures. Yet they 
differ in their relationships with government, their systems of finance, their 
attitude towards public institutions and their approach to social problems.

As indicated, we shall examine the work of these Societies in relation to 
needs, at the same time as we examine the work of the Societies of the preceding 
group in relation to the needs of the developed sectors of their countries.

By and large the National Societies of both groups operate in a climate 
of social security and health insurance, ranging from coverage of at least 
80 per cent of the population to complete State control, with a median represen
ted by the integrated security provided by the welfare state.

One question immediately springs to mind: faced with a virtually total 
coverage of needs in the fields of health and social security, what is left for a 
voluntary Society to do that is not already done by the State or by social 
security agencies?

The answers would vary very widely. In some cases the National Society 
is closely allied with the State and acts as its auxiliary, as its perfect complement. 
In such a case the government, acting in agreement with the National Society, 
provides the planning and distributes the tasks, assigning to the Red Cross 
those which, by reason of its benevolent character and voluntary structure, it 
is better placed to perform than would be an organ of State administration.

For the Societies in these two groups, the tasks in question revolve (in the 
first place) around first aid, which is often taught in co-operation with other 
associations and which includes not only preparation for assistance or other 
action in the case of accidents, but also some rudiments of health education 
and, for women, home nursing. Provision is made for specialisation, which is 
actively pursued in both theory and practice, in such fields as first aid on roads 
and in factories, and mountain and water-rescue.

Health education is also well-advanced, and in at least one National Society 
has been the subject of a very elaborate scientific assessment of results, with a 
subsequent adjustment of teaching methods and curriculum content. Indeed, 
in the countries of this category a steady effort is made to give priority within 
health education to really topical problems, including family planning. The 
whole concept is highly rational, carefully organised and perfectly adapted to 
the needs of the more developed sectors of the population.

The same Societies have a continuous medico-social function of health 
observation of the population, ranging from regular visits to the detection 
of cases of communicable disease. For example, volunteers are authorised to 
seek out carriers of tuberculosis and to supervise the observance of certain 
health measures such as, in one case, the yearly medical examination for which 
the National Society is responsible. In another case the Society has the duty of 
keeping contact with the owners of dogs, as part of a campaign against hydati- 
dosis.

These Societies have charge of the official medical supervision of holiday 
camps. In the field of environmental health, these Societies are responsible 
for a modest form of rural action, namely campaigns generally entrusted to 
Red Cross Youth teams working under such slogans as “ my house, my street,
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my school—always clean and tidy This form of action is styled “ small- 
scale sanitation ”, and the minor tasks involved are carried out by the local 
community under the stimulus of active Red Cross volunteers.

More could be said on the subject, but what emerges clearly is that in 
a State-controlled socio-economic system the Red Cross has a place. As the 
governments themselves admit, the Red Cross is by reason of its benevolent 
character a natural link between authority and the people, while the activities 
of its voluntary workers give a human character to health and social action 
which could otherwise too readily take on an appearance of compulsion.

Two other Societies, although not so nearly integrated with the government 
as those just described, work in very close co-operation with public authorities. 
They are in every sense of the term genuine auxiliaries, besides being totally 
dependent upon government for financial support. Moreover the total res
ponsibility of the State for the whole medico-social field in one case, and the 
advanced state of development of the national health service on the other, 
would leave no room for voluntary activities without a degree of coordination 
amounting to combined planning. But one notes with regret, in passing, that 
several of these National Societies lack a solid basis for this planning—that is, 
the assessment of needs and the extent to which they are met. In many cases 
these large-scale Societies are closed in upon themselves, introverted. Even 
those which cooperate closely with the government tend to consider their 
own activity as an end in itself, and thus lose touch with reality.

This makes it difficult sometimes to assess the impact of their activities. 
Yet we must here note the case of a very large Society in this group which 
recently provided an interesting example of an attempted re-evaluation and 
medium-range projection of its chief lines of action. The same National Society 
conducts social welfare activities which are remarkable for their relevance 
to the needs of a country with all the problems of over-development. This 
Society has played and continues to play a pioneering role. In the medico- 
social sector, for example, it operates among other things a home for allergic 
children, a special kindergarten for asthmatics, another for handicapped 
children, and various other institutions devoted to various categories of youth 
with special problems. In this field the government recognises the competence 
of the National Society and delegates extensive responsibilities to it, while 
providing financial support.

One successful experiment is being conducted in the field of juvenile 
drug-addiction. A guidance centre provides counsel and advice for the parents 
of the addicts, and a farm in a distant hilly district provides moral support 
and organised work to help young addicts to throw off their habit.

Another example of an effective social activity is the visiting service, which 
is extensive and conducted very methodically. It consists of regular visits to 
the sick and infirm, to convalescents and the aged, either in their homes or in 
institutions, and occasional visits to the families of detainees. There are 
3000 volunteers, mostly women, who have received organised training for the 
work. There is another group of some 300 male volunteers who, in close 
cooperation with prison authorities, pay regular visits to the prisoners, establish 
personal relationships, take steps to prepare each individual’s future, provide 
assistance to prisoners on parole and more generally, with the concurrence 
of the authorities, attempt to humanise the prison system. An experiment 
is now being made with female visitors to male prisoners.
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A rescue corps gives assistance to excursionists in mountains and forests, 
to water-sportsmen, road accident victims and people living in isolation.

We have dwelt on this particular instance as one demonstrating that a 
National Society can escape the temptation to practise ad hoc charity and, in 
close collaboration with the government, build up a methodical and effective 
body of social welfare activities.

Other National Societies have adopted quite different approaches to social 
problems. One important Society, highly respected and well-organised, with 
old traditions and ample resources, maintains good relations with the govern
ment but does not operate on a preconceived plan. It pursues activities because 
they are traditional in character or because they appear appropriate at a given 
moment—sometimes to fill a gap—but invariably outside the governmental 
context. We will not enlarge on this point, but we can illustrate it by reference 
to the aged and handicapped. The government’s problem is to reduce to a 
minimum the number of individuals who have to be brought into already 
overcrowded institutions, and to work instead towards the reintegration 
of the old and infirm into the community by providing them with assured 
material and moral conditions enabling them to live normally in society. 
If this powerful Society acted as an auxiliary of the government, in the frame 
of an agreed plan of social action, it would certainly have been assigned the 
role of implementing this policy of reintegration for an increasing number 
of aged and handicapped. It would doubtless have succeeded in doing so, 
given its resources, its first-rate administration and the quality of its voluntary 
workers. It chose instead to follow its own line of activity—a highly charitable 
one—and to concentrate its energies on giving a few thousand aged and 
handicapped individuals a carefree week’s holiday and to bring variety into 
the lives of institutionalised pensioners by introducing handicraft work adapted 
to their capacities. Both these undertakings are of a charitable nature and well 
chosen but they have no long-term effects. A realistic rather than sentimental 
observer might comment that neither the holiday nor the hobby can advance 
the solution of the problem, since the aged or infirm remain institutionalised 
when the objective should be to get them out.

The same comment might perhaps be aimed, on the basis of similar though 
less clear-cut evidence, at the charity type of welfare activities conducted by 
another major Society for the same kind of beneficiaries.

On the other hand we find among the National Societies of these two 
categories certain limited examples of social welfare or medico-social activity 
which is successful because it answers recognised needs. The Society whose 
efforts on behalf of the old and handicapped were just described also has a 
programme of medical work therapy for convalescents and handicapped 
accident victims, the quality and importance of which in relation to needs 
cannot be doubted, since both the Government and the hospitals recognise 
its value by providing financial support. We see here a most important factor 
—an activity placed in a setting of established and recognised needs.

In the field of health, National Societies in countries with a State-controlled 
structure have no institutional responsibilities and only perform services. 
Societies in other developed countries have all, at one time or another, man
aged institutions such as hospitals and schools. One Society now has none 
left, even though the title “ Red Cross Hospital ” has remained traditionally 
attached to establishments with which the Society was once involved.
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We must now attempt to determine whether institutions which have re
mained in Red Cross hands answer the needs of their countries.

Schools of nursing in two of these countries provide teaching leading to 
the highest diploma. In one case the output of nurses represents one-third 
of the national total, in another case only some 7 per cent, but in the latter 
case the country, though developed, lacks nurses. In both cases the contribution 
is significant, either in absolute or relative terms, and meets the countries’ 
needs.

In another country, the National Society is not permitted by law to train 
nurses at the university level. Even those of its trainees who complete three 
years of study are recognised by the National Health Service only as auxiliary 
nurses and permitted to function in health clinics and dispensaries. This Society 
trains other categories for two years or for twelve or six months, leading to a 
variety of secondary diplomas. This complex arrangement is perhaps un
necessary, but that is not the main issue. This National Society, which keenly 
resents the fact that its trained nurses are classified as mere auxiliaries, should 
on the contrary regard its work as highly satisfactory. While not competing 
with the university faculties, it is turning out thoroughly-trained auxiliaries 
who, with a little further training in public health (also open to the lower cate- 
ories) could provide most valuable services in an integrated rural health net
work, for which there is a great need in this particular country. One might 
even go further and use the lower ranks of the hierarchy as a ready-made 
reservoir of female rural health workers. The National Society, working in 
close cooperation with the National Health Service along such lines, would 
find here a true opening towards a form of action both highly suitable for the 
Red Cross, and of the greatest possible usefulness.

Hospitals are the next most common form of Red Cross institution. 
It is still an open question in some countries in these two categories (as in 
less-developed countries) whether the contribution of these institutions to 
the total hospital capacity of the country concerned is significant. We have 
in mind the vast hospital facilities operated by the Society of a country which, 
though developed, has only half as many beds as the average for that category 
of country. These Red Cross hospital beds represent nearly 2 per cent of the 
country total, or nearly 3.5 per cent for the capital city alone. In addition, 
9 per cent of the beds in these hospitals are free, as are 20 per cent of outpatient 
consultations. That contribution, which would be insignificant elsewhere, is not 
negligible in view of the inadequacy of hospital facilities in the country.

The situation is different in the case of another National Society whose 
hospitals, nursing homes and dispensaries account for 3.4 per cent of the national 
total of beds (or 1.8 per cent if only hospital beds are considered). This contri
bution is of no great significance in a country which stands well within the 
average of prosperous countries with respect to these facilities. Should the 
State—which in any event finances the hospitals—take them over, there would 
be no great change in the situation except in psychological terms. We shall 
revert to this point.

Apart from their institutions, National Societies in countries other than 
those having a State-controlled socio-economic system run health services 
in varying degrees. First-aid activities deserve particular mention, insofar 
as they have a health aspect. All Societies are active in this field, some having 
rescue corps, Red Cross corps, relief troops, brigades, and so forth. They are
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well-organised—sometimes to a para-military extent—to provide relief services. 
The latter range from first-aid posts at sporting events to sometimes very 
elaborate road safety units and to rescue teams in mountainous areas, on 
waterways and even at sea. One Society has complete responsibility for the 
life-boat service along the country’s seashore.

The training of first-aid helpers is taken very seriously by all the National 
Societies in this category. But it is almost invariably confined to a traditional 
form of first-aid which, while doubtless highly suitable for the training of relief 
squads in cases of natural disaster and for the usual run of duties of first-aid 
workers, contains no element of health education whatsoever. Attention has 
already been drawn in other contexts to the outstanding opportunity which 
is wasted. As in the institutional example noted earlier, some Societies add 
to their relief training the training of auxiliaries prepared for action in the event 
of disaster and also acting as a reserve of man or womanpower for various 
institutions such as hospitals and clinics. Thus first-aid and the training of 
voluntary workers, apart from fulfilling the traditional role of preparation for 
assistance tasks, does have a certain impact from a health standpoint—an 
impact which would be greater if more importance were attached to instructing 
first-aid workers in health education.

Many other services are offered by the National Societies in these two 
groups. Some are typical Red Cross activities. Others take the form of stimul
ation in the field of paramedical or medico-social activities. They range from 
a thrombosis service to a radio-medical service for sailors at sea and include 
family planning counselling and home nursing. It would serve no point to list 
them all.

As noted, one activity of great importance, blood transfusion, will be dealt 
with as a whole in another part of this document, in order to avoid a great 
deal of repetition.

Relation between Characteristics of the 23 National Societies and Coverage of 
National Needs

Here we shall concentrate on facts and findings of substance, without 
entering into discussions which would anticipate the general conclusions of 
this review.

First, does the degree of wealth or poverty of the National Society have 
any relation to the degree of coverage of needs ? The answer is yes, in the sense 
that the very poor Societies, having small-scale activities, cannot begin to 
think of covering the needs. It can be observed, however, that even some of 
the poorest Societies, lacking any means of effective action, show an under
standing of the type of activity which would be adequate to cover particular 
needs. There is even one Society, very modestly endowed, which by employing 
voluntary workers exclusively, has developed a volume of activity which goes 
some way to match the needs of the country and which might be redirected 
to even better results without additional resources.

Next, is the degree of cooperation with the government an appreciable 
factor in correlating Red Cross activity to national needs? Again, not sur
prisingly, yes. It is clear that a National Society which conducts its programmes 
without reference to the government context—merely avoiding any opposition
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with governmental policy but without any joint planning—would be in great 
danger of operating in ignorance of real needs. This is clearly evident in several 
cases. On the other hand some Societies, either through some form of quasi
integration or through consultation at the planning stage, in fact co-operate 
closely with the government. Consciously seeking a complementary role to 
government activities, they find themselves quite naturally drawn into activities 
that match exactly the needs towards which the planning was specifically aimed. 
This is wholly logical, and very clear examples have been encountered in both 
the health and social welfare fields.



IV. Critical Opinions and Glances into the Future

Charity or Promotion of Health?

The foregoing brief reveiw of the action of National Societies in relation 
to country needs has revealed gaps and examples of disparity between efforts, 
the resources employed and the results achieved. Nevertheless, as pointed out 
in the introduction to this document, one cannot resist being impressed by 
the colossal investment of devotion represented by the Societies in our sample. 
No one can doubt that these many hundreds of men and women of good will, 
encountered at all levels in every Society, are motivated by the desire to do well 
and to do good, and that they draw from this the satisfaction of a task ac
complished. But a detached observer, deprived of all sentimentality by his 
profession, must deplore what must be regarded as a lack of return. Is there 
not in these divergences of judgement a reflection of a fundamental problem 
which questions the very concept of the role of National Red Cross Societies ? 
Is their role to do good, to act charitably, even when only a minority can benefit, 
without regard either to the significance of the action or even of its consequences ? 
Charity is an end in itself and is not concerned with cost and yield. When 
we act charitably we do not worry about tomorrow. The act of charity brings 
its own immediate reward of duty done, and that immediacy also rules out any 
thought of evaluation. Without wishing to indulge in witticism, the fact that 
National Societies frequently appear to deliberately avoid any judgement or 
evaluation of what they are really doing, appears to illustrate the basic rule 
of all charity: “ Let not thy left hand know what thy right hand doeth ”.

At the opposite pole of this charity view of the role of National Societies 
is an attitude based upon one of the aims these very Societies have set for 
themselves, “ the improvement of health and the prevention of disease ”, 
sometimes expressed even more clearly as “ the promotion of health ”.
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In the eyes of the public health administrator, health and disease are not 
separate problems. They are problems of the masses, of communities, to be 
solved not by separate actions but by a broad, concerted approach, which 
must be planned on the basis of a study of needs and carried out under the 
discipline of continuous evaluation. Since all types of resources are inevitably 
limited and since success depends on effectiveness, considerations of cost and 
benefit come to the forefront—“ cost ” understood to include human effort 
and “ benefit ” certain moral values. Human effort and moral yield take some 
of the harshness out of a concept which may offend those with a traditional 
view of the role of voluntary organisations.

The fact remains that a choice has to be made. At present some Societies 
are clearly on the side of charity. Others, more adaptable, have rallied to a 
national plan of health promotion. Some even speak up clearly against the 
concept of charity. Those that have remained faithful to the charity principle 
have, as has been seen, little need to establish criteria and to make plans of 
action. But if one considers those that have chosen health promotion in the 
framework of concerted action, it is possible to undertake a critical analysis of 
existing activities in the hope of extracting criteria of choice and general prin
ciples of action. We shall proceed on those lines.

Errors of Vision

In certain cases National Societies make no attempt to meet essential 
needs because they do not perceive them, or apply inadequate techniques 
because they do not perceive the nature of the needs and their context. This 
question of vision, or perception, is particularly marked in the case of the 
needs of rural populations. Such needs are sometimes simply ignored, but more 
often there is a failure to grasp their basic nature. They are judged by over
simplified analogy with, say, urban situations. The most common errors 
are to fail to recognise the communal character of rural health problems and 
to underestimate the importance of psychological factors, such as the distrust 
of peasant communities for anything brought in from outside and not de
monstrated by example. These errors of vision often originate in attitudinal 
problems. To continue in the rural field: virtually all the Societies have leaders 
and volunteers of urban origin, almost always brought up in a social milieu 
sharply different from that of people in rural areas. Without overdoing the 
point, it can be stated that this “ class ” difference is at the root of many of the 
lacunae in the rural work of the Red Cross. This is so, to emphasise again, 
because the problem is not perceived or because it is wrongly perceived and 
therefore tackled with means that are effective in urban communities but not 
suited to poorly-endowed rural populations. It has been repeatedly found, in the 
preceding chapter concerning the activities of National Societies, that didactic 
methods of health education, or educational and preventive action that is not 
combined with curative treatment, or quick visits by mobile teams, or other 
forms of sporadic action conducted from outside, are all doomed to failure.

The Barefopt Red Cross

The author of this paper is not simply yielding at this point to the demands 
of the modern trend towards rural action, a trend encouraged by the striki ng
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example provided by one very large country among those surveyed. More than 
a quarter of a century ago, he recommended a fan-shaped structure for rural 
action in seriously under-developed countries2—with the components becoming 
simpler the more distant from the centre. At the periphery he urged what was 
known as the “ rural infirmary ” placed in the charge of a “ sick attendant ” 
native to the village, who had received simple training in medical care and basic 
hygiene, his community being under an obligation to support and aid him in 
his work. The whole system as then outlined rested upon a combination of 
prevention and curative medicine deemed essential by reason of the fascination 
of rural people with medical care and for economic reasons. Health education 
was to be done by example and to spread outwards from the focus represented 
by the village infirmary.

Mention is made of this recollection to show how deep and long-standing 
is the author’s conviction, based on experience, of the most productive form 
of action that National Societies could undertake in the least-developed cou ntries. 
Such action would require abandoning all spectacular display or ex cathedra 
teaching and meeting the problems of rural communities by trying to operate 
at their level, through recruitment of volunteers drawn from those communities 
and trained along modest lines within the framework of first-aid and home 
nursing, which most Societies are in a position to do. The volunteers would 
take turns operating the rural infirmary as the primary unit and nucleus of 
health action. They would give simple treatment and vaccinations, encourage 
small-scale sanitation work, identify cases of endemic or epidemic diseases 
whose recurrence is feared (malaria, smallpox, cholera, etc.) and promote 
health education, not by speeches but by daily example and demonstration. 
This small centre would form part of the life of the village. Its volunteers of 
local origin would be the best-placed individuals to stimulate and animate 
the community’s participation, perhaps even obtaining some financial support 
from the community.

We are very far here from the lightning visits of distinguished lecturers, 
standardised films and mobile infirmaries. This is the world of “ The Barefoot 
Red Cross

But we must not deceive ourselves. This would involve a sometimes 
painful re-appraisal of values, and a total change of attitude from top to bottom 
of a Society’s hierarchy. The cost of effective action is no less.

This may seem revolutionary but perhaps not quite so much as some might 
think. The notion is in the air, as has been seen from several examples. Some 
National Societies have even begun to implement the idea with community- 
based approaches here and there—rural first-aid posts, training of rural health 
auxiliary workers, and so on.

Depending on the social structure of various ethnic groups, there will 
undoubtedly be varying responses, ranging from easy successes to complicated 
situations. Yet it would be possible to establish the pattern almost anywhere. 
What must be stressed above all is that if it is not to fail completely, the exper
iment must not remain isolated. A small community health centre of the “ Bare
foot Red Cross ” type, such as we have described, will have to be woven 
into the national rural health network, linked up with other centres, and 
supervised by the next higher unit in the hierarchy of the network, be it a 
dispensary or a larger health centre. The medical assistant in charge of the next 
higher unit will be responsible for giving guidance to the village centre leader 
or leaders, for receiving and sending on to the district hospital all serious cases,
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for collecting on a priority basis all information on detected cases of communi
cable diseases, especially those of endemic or epidemic nature. If this coordi
nation is to be achieved successfully, the choice of location of any primary 
“ Barefoot Red Cross ” posts which a National Society may decide to create 
must be made in full agreement with the government as part of a concerted 
plan. It will also be necessary continuously to evaluate results in the frame of 
national activities. Such planning and evaluation become even more important 
if the pilot character of such experiments is borne in mind.

Opening Towards the Community

The preceding discussion arises from the realisation of what is most generally 
at the root of the lacunae observed in the rural activities of the National 
Societies. This makes it possible to suggest a new orientation of a truly com
munity nature.

We must accordingly now tackle the cause of partial failure and inef
fectiveness, the deeper origins of which lie very close to those we identified 
in dealing with an earlier problem. Once again it is a matter of the selective 
or “ class ” characteristic of the leaders and voluntary workers of rich and 
poor Societies. We noted in the preceding chapter that even in a socio-economic 
context, where such a bias would hardly be expected, volunteers were selected 
from a professional élite all too ready to adopt a rather patronising attitude 
and not necessarily capable of grouping real needs and the best approaches 
to marginal communities with a different educational level.

The notion of social “ class ” is probably also connected with a measure 
of introversion which inhibits those responsible for the medico-social activities 
of certain National Societies from opening these activities to the community 
they are supposed to assist. This also serves as a source of ineffectiveness.

We have noted the poor output of one medico-social institution working 
in a very large built-up area. We have mentioned in passing the interesting 
experiment attempted in one small village where female volunteer workers 
wished “ to move somewhat closer to the community ”. The socio-cultural 
background was very similar in the two cases. To compare figures first, the 
large institution treats 10.03 per cent of the inhabitants a year, or 0.036 per cent 
per working day; the percentages for the small village dispensary are 54.4 and 
0.53, respectively. If we exclude patients who attend for a simple vaccination, 
the figures are 7.41 and 0.026 for the large institution and 35.9 and 0.35 for 
the dispensary. In either case the difference is overwhelming, for the village 
dispensary attracts from 5 to 14 times more of the population, whether we 
reckon by the year or the working day.

Why do we regard this as a question of opening doors to the community? 
In the case of the small dispensary, even though, wrongly, it does not employ 
local residents as volunteers, the workers and doctors who visit twice a week 
are actually moving towards the village, one house of which is occupied by 
the dispensary. In this simple domestic setting are given consultations (general 
medicine, paediatrics, gynaecology, etc.) medicines are administered, dental 
treatment is provided and “preventive medical service”—no doubt vaccinations 
and advice—is available. From time to time twenty or so women are brought 
together and family planning is discussed in the simplest possible way.
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The major institution, for its part, is admittedly installed in the heart 
of the built-up area it was designed to serve, but it remains largely a thing apart. 
No doubt the building is too elegant, too intimidating, too rich for an area 
with people of modest means. Above all it is not “ a thing of our own ” and 
there is virtually no indication of a move towards the community, towards 
the thousands of human beings who live within a stone’s throw. The first move 
is up to them and, if and when they make it, many of them do not feel at home.

In brief, the large institution makes no opening towards the community, 
no first step outwards and offers nothing to encourage the movement of the 
community to it. In contrast, in the small dispensary (and this is a most en
couraging example) the voluntary workers have explicitly abandoned, in great 
part, the traditional inward-looking attitude and have moved towards the 
community. It is in this difference of attitude that the author, rightly or wrongly, 
finds the explanation of the great variation in yield between the two under
takings.

The foregoing has a general significance far beyond the two examples 
chosen, instructive as they both are. It suggests that in the difficult situation 
that prevails in the rural areas of certain countries that are otherwise developed 
(of the type from which we have selected our examples) volunteers should be 
selected, as in under-developed countries from within the rural communities, 
bearing in mind, naturally, different degrees of social and economic develop
ment.

The fact is that in several parts of the world, notwithstanding varying 
social structures and the poverty of rural populations, National Societies 
could provide simple, pragmatic but no doubt effective teaching. It would be 
aimed at training volunteer workers from among the women of the village who 
were willing, on a shift basis for a few hours at a time, to work for the health 
post or dispensary, to renew dressings, to administer medicines prescribed 
by the supervising doctor on his last visit (for example, T.B. medication, 
sulphamidès, antibiotics, etc.), to note the houses that must be visited on the 
doctor’s next round on account of chronic cases, to identify dwellings that are 
in need of drainage and other small-scale sanitation work carried out collectively, 
and so forth. The objectives would be to ensure continuity between visits of the 
physician or medical auxiliary and to bring the health post or dispensary still 
closer to the community by virtue of the fact that the “ village agent ” is one 
of the community.

At this point we stand halfway between the “ Barefoot Red Cross ” 
and the conditions obtaining in suburbs—often shanty-towns—of developed 
countries, to which we must now turn. In this type of community some National 
Societies maintain clinics, medico-social centres, consultation units, etc., 
the returns from which are not always proportionate to the effort expended. 
The solution lies in the same premises posed initially: such centres and insti
tutions must permeate the community and let themselves be permeated by it. 
Voluntarism must be opened to the lower strata of the population, and some 
volunteers—preferably women but men not excluded—recruited among the 
people of the areas to be helped. The traditionalist element in certain Societies 
will see in this a lowering of quality through a reduced cultural level of volunteer. 
There would no doubt be less polish but not necessarily less efficiency. Far from 
it. A proportion of the new volunteers, trained perhaps less exactingly than is 
customary today, should spend a few hours in the dispensary or centre, attending 
medical consultations and the social counsellor’s talks.
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In their homes they would serve as mainsprings of action. It would become 
known at once (uniforms would sometimes help) that “ women of our own are 
with the Red Cross Hence these new workers would also act as sources of 
information in the market place and on the street corner. At the same time 
they would be ideally placed to play a part in preventive activities by detecting 
and reporting to the medico-social assistant such cases as suspicious coughing 
calling for a check-up that the family would have to be persuaded was necessary; 
or a child wasting away because of a defective diet, or a domestic epidemic of 
diarrhoea pointing to the likelihood of a polluted water-supply.

With respect to family planning, an acute problem in many countries, 
the same “ neighbourhood volunteers ” could play a far more useful role than 
do lectures and talks.

Finally, in the social field generally, everything that has been said con
cerning the employment of health volunteers recruited within the community, 
and therefore better qualified to understand the problems that arise there, 
applies with equal strength. Community action, whatever its nature, must 
originate from within.

Planning, Co-operation, Evaluation

In comparing the activities of National Societies with the needs of their 
countries, we had occasion to take note of a considerable deficiency in planning. 
Admittedly some Societies do speak of “ a plan ”, but this is generally no more 
than the post facto recognition of an ad hoc programme or, still less, a blueprint 
for a building or a revised organisation chart. A real study of needs, an evalu
ation of capacity, identification of aims fitted to resources, a time-table for 
action—in a word, planning—begins to take form only where a National 
Society, acting genuinely as an auxiliary to government, seeks to define its 
complementary role and to play its assigned part in a global plan of action. 
At that point planning becomes a must for, as we have seen, the promotion 
of public health demands concerted action and is totally unsuited to a fragmen
tary approach. But it is clear that the Red Cross cannot do everything. What 
it can do usefully, therefore, must be part of an overall undertaking. Hence 
the necessity for joint planning with other partners, governmental or voluntary, 
leading to a sharing of tasks in which each participant undertakes what it is 
best qualified to perform. We shall revert to this point.

It follows that the need for planning cannot be dissociated from the need 
to co-operate closely, sometimes with the government and, when appropriate, 
with other concerned voluntary agencies. This notion is not easily accepted 
by certain National Societies, which mistakenly resist it with notions of in
dependence. Here is another issue we shall have to examine further.

Concerted action, unless its components are to fall apart, must be subjected 
to continuous evaluation at every level. We have already noted a prevailing 
failure of National Societies to evaluate their activities. This may be explained 
in part by the fact that most Societies neglect to define the objectives of their 
activities. Evaluation is possible only to the extent that planning has identified 
both needs and objectives.
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Some Specific Activities

Certain activities deserve special mention, either because we have not yet 
considered them—as in the case of blood transfusion—or because they are 
so widespread that an overview becomes necessary. Such is the case with 
first-aid for example. In connection with first-aid we shall be making a suggestion 
which is not technically related to but still falls in the category of emergency 
aid—namely, assistance in cardiovascular emergencies.

Blood Transfusion. With two or three exceptions, the National Societies in our 
sample are active in varying degrees with blood transfusion. Some confine 
themselves to recruiting and registering potential donors. Others take charge 
of the whole process including distribution. The Red Cross was a pioneer 
in this field in many countries.

The blood transfusion activity of some of the Societies is limited and 
difficult to assess, due to a lack of exact information and, above all, of an esti
mate of national needs. Others, on the contrary, operate highly-developed 
systems, some of them outstanding for their coverage and technical quality, 
in widely differing geographical conditions and a great variety of circumstances. 
A model for the whole of Europe, and perhaps for the world at large, on 
grounds of organisational, technical and scientific excellence, exists in one 
country in the sample. There the National Society took pioneering action. 
Rather characteristically, a central committee that took over from the Society 
the entire process after recruitment of donors still operates under the banner 
and aegis of the Red Cross.

Elsewhere much remains to be done, but programmes are developing 
satisfactorily. Coverage of needs is expanding, and the principle of the free 
gift of blood is, thanks largely to the Red Cross, replacing ethically dubious 
practices.

Whether it involves recruiting volunteer donors or collecting blood, this 
activity is consonant with the nature of the Red Cross—human contact and 
personal involvement. We shall refer to this again. The fact that a volunteer 
asks individuals to donate a part of their being introduces a human note which 
would be lacking if the request was made by an agent of the State. It inspires 
the confidence of the donor, who sees the Red Cross as the guarantor of the 
proper use of the precious substance he is donating, while donors who feel 
slightly anxious about the procedure have the reassuring safeguard of the Red 
Cross emblem as their protection.

Even more clearly, in traditional societies where the imagination of a 
primitive mentality is livelier than in more evolved cultures, certain instinctive 
fears of the donor about the use to which his bodily gift is put will be allayed 
by the image of the Red Cross. Perhaps even the implicit symbolism of the 
colour of the emblem, close to that of blood, is reassuring, whereas his fears 
would be heightened were his blood to be collected by a servant of that distant 
and always slightly awesome entity, the government.

One thing is certain: whenever a National Society has decided to take up 
blood transfusion seriously, the outcome is a success.

One suggestion appears well worth making—namely, that any Society 
active in this field should attach greater importance to determining the country’s 
needs, if only the better to evaluate its own progress in meeting those needs.
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It is hoped that this work will expand steadily in areas where it is still 
partial or sporadic for, to repeat, blood transfusion is an undertaking admirably 
suited to National Societies for countless reasons.

First-aid. First-aid work, in its variants and specialised forms, is carried on by 
all the Societies in our sample, with possibly a single exception. It can have 
a direct impact on the health field by giving the victims of accidents a better 
chance of adequate treatment and by teaching notions of accident prevention. 
It can sometimes take picturesque forms, or resemble a military operation, 
but invariably it plays an essential role in equipping National Societies for a 
priority task, assistance in case of disaster.

Precisely because of the importance of first-aid and the nearly universal 
spread of first-aid instruction it is necessary to repeat in this short paragraph 
what has been said before. In most cases first-aid training is confined to practice 
in the initial emergency handling of wounds due to an accident. Very seldom 
added are notions of the origin of disease, techniques of prevention, or personal 
and community hygiene. The lack is unfortunate, for in many communities 
ignorance is still the main obstacle to the promotion of health. Yet it would be 
an easy matter in most cases to take advantage of the goodwill shown by 
thousands of individual men and women who volunteer for first-aid work, 
to give them training not only in the rudiments of first-aid but also some 
elements of health education adapted to their cultural status and directed 
towards the more important health problems of a country or district. As we 
have shown, a magnificent opportunity is thereby missed, and one hopes 
strongly that the gap will eventually be filled.

Emergency Cardio-vascular Assistance. Many National Societies have such 
emergency services as Relief Corps, Red Cross Corps or Ambulance Services. 
There is a particular avenue of development such activities might follow in 
developed countries and in the major centres of some developing countries 
which are already affected by “ diseases of civilisation ”. In most of these 
countries, cardio-vascular affections (particularly myocardial infarctions) 
head the list of causes of death, as we have noted. We also know that the 
majority of deaths occur within an hour of the attack. Immediate assistance 
is therefore an imperative need. Several National Societies might well, if some 
benefactors would provide them with the means, organise pilot or demon
stration projects in the form of mobile emergency assistance services for cases 
of myocardial infarctus. Organised in close collaboration with hospital intensive- 
care units, and with the national branch of the International Society of Cardio
logy, these would consist of night-and-day teams (including a specialist 
physician and a skilled nurse) equipped with ambulances carrying the most 
up-to-date devices for resuscitation, defibrillation, drug-infusion, anti
coagulants, etc. This implies that the ambulance would be based in one or 
another hospital coronary-care unit, doubtless situated in the capital city. 
The intervention of a National Society through such an activity is particularly 
appropriate as it inspires confidence through human contact and personalised 
action.3

National Societies would thereby create for themselves an opportunity 
to play a pioneer role, in a field logically connected with their traditional 
activities.



V. General Principles and Orientations

The Dilemma Restated

At the outset of the preceding chapter we were faced with a dilemma: 
charity or health promotion ? The author will not conceal his hope that most 
National Societies will aim at health promotion, rather than deliberately 
confining themselves to a charitable role already played throughout the world 
by a multitude of voluntary and charitable agencies, national and international, 
clerical and lay. They should avail themselves of the rare privilege afforded 
to National Societies in the health field—“ to support, and if need be, sup
plement the work of government agencies

Certainly no one except the most extreme critics of charity would deny 
to National Societies the satisfaction of devoting to charitable actions whatever 
resources and capabilities remain after they fulfil their public health tasks, 
assuming clearly that the latter must remain the first priority.

This said, what follows applies to Societies which, faced with the dilemma, 
have taken a fundamental decision to follow the path of health promotion.

A Change of Approach

We have insisted several times on the need, if Societies are to act effectively 
where needs are most pressing, for a determined community approach. As we 
have seen, several National Societies more or less consciously appreciate this 
need. Some of them react with no more than pious wishes, but others sometimes 
have started on the path to accomplishment. Though still sporadic, this trend
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is highly encouraging, for we are faced here with an issue of basic importance. 
What is at stake is public health action in favour of the least-favoured popu
lations; in other words, a very large proportion of the peoples of the world. 
First, of course, come the populations of the least developed countries, mainly 
rural (and as a general rule 90 per cent of the total) ; next, the pockets of under
development in developed countries, whether neglected rural areas or “ mar
ginal ” groups, which are often very numerous. One is therefore faced with 
quite diverse situations ranging from those in African and Asian villages, 
where the only solution will be that of the “ Barefoot Red Cross ”, to the shanty
towns of developed countries in America or Europe. In Europe, in addition, 
there is the problem of migrant workers, who are often socially handicapped.

Different as these various communities appear to be, identical problems 
arise when one seeks to improve their health conditions and indeed social 
standing in general. These problems are related to the resistance of these groups 
to all outside influence. In a village of a developing country, the population 
is isolated by its traditional concepts, its taboos and by the peasant’s distrust 
of anything from the towns and cities. In the marginal areas of developed 
countries, isolation and a defensive reaction are linked with distrust of a society 
which appears to reject people while exploiting them. The first task is to win 
the confidence of the groups which manifest such reactions, and it is in that 
spirit that we recommend that health action should begin with treatment, 
where visible and positive results are readily achieved.

But it will still be necessary to communicate with these closed communities, 
and thus again to win confidence, to make known the results achieved by cura
tive action. In other words action must come from within—in the last analysis 
through the agency of individuals belonging to the community, imbued with 
the principles and practices which are to be transmitted and willing to act 
as popularisers who will be listened to and believed more readily than strangers. 
In this field, consequently, the primary action in health or social welfare must 
come from an activist who belongs to the community itself4. National Societies 
are particularly well-placed to utilise this approach because of their experience 
in training and using volunteers. It remains to apply this approach within 
communities considered socially or economically inferior. This problem, 
already touched upon, must now be considered.

Reform of Attitudes

While avoiding sweeping generalisations, it must nevertheless be acknowl
edged that the leaders of the National Societies of our sample belong for the 
most part either to the more favoured socio-economic groups or to professional 
élites. In some cases contributing members doubtless come from all classes of 
society, but almost everywhere active volunteers are recruited selectively. 
In the first place they are all drawn from urban milieus, either for practical 
reasons or because the National Societies’ activities are conducted mainly 
in urban settings. Again, almost everywhere, volunteers belong to the more 
favoured social categories, perhaps even to the economic or professional 
“ upper classes ”. Many examples exist, and, rightly or wrongly, certain National 
Society attitudes have been attributed to this élitist feature of recruitment.

We have also noted a reluctance to look outwards, an attitude of virtual 
self-containment, a kind of egocentric finality allied to an unconscious refusal 
to analyse activities and to evaluate them in relation to needs. Inevitably the
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selective character of leaders and active volunteers and the introspectiveness 
of National Societies inhibit communication with communities, or at least with 
those most in need of help. In developed urban milieus with a generally high 
level of education, contact is possible even if the approach used is marked 
by formalism and a certain academic tone. But contact is likely to be difficult 
or even impossible to establish with peasants or inhabitants of marginal areas 
or slums. To repeat, those who come to such people to help them to live more 
healthily must themselves be villagers, i.e. “ Barefoot Red Cross ” or locally 
born, “ men and women of our kind ”, as was observed in the case of the 
generous activities of a large National Society working in a marginal suburban 
area. This is not to say that leaders originating from the “ upper classes ” are 
incapable of understanding this need; one striking example of just the opposite 
has been given. But what is then required is that they should endeavour, 
gradually if necessary, to narrow the gap between the active elements of their 
Society—the volunteers—and the communities within which and for which 
their activities must be directed.

In the traditional atmosphere of intellectual and cultural superiority 
which prevails in some Societies, such a change in the pattern of recruiting 
active volunteers—towards social strata considered inferior—will not be made 
without some soul-searching. There can be no illusions about the kind of 
reaction that will meet any suggestion, such as that for a “ Barefoot Red Cross ”, 
which implies the complete participation of members of the most destitute 
communities. At the very least, grave doubts will be expressed about the quality 
of volunteers it is proposed to recruit from among simple folk, “ rough ” 
people. From the standpoint of general education, it might be true that the 
volunteers will be less polished, but acting in their own milieu they will make 
up in effectiveness what they lack (and even that is not certain) in technical 
ability.

This is but one aspect of the change of attitude that will be required, in 
some Societies at least, if they are to equip themselves to play an effective role 
in promoting health and social welfare. We have spoken of opening doors to 
communities. Perhaps we should go further, for in some cases one is tempted 
to say that what is needed is an opening of doors to present-day realities. 
We have ventured to poke a little fun, without malice, at the “ Red Cross of 
the Golden Age ” or “ Red Cross of the Few ”. It is in these kinds of situations 
that attitudes must become more flexible and the whole spectrum of leadership 
broadened and rejuvenated. We are no longer at the turn of the century, or 
even in the period between the World Wars. There are too many socio-economic 
forces (such as the irreversible socialisation of public health) that will soon 
compel National Societies to revise their current approaches. There are too 
many Societies that are content to have been pioneers in many sectors of public 
health, and even to have had a virtual monopoly of health action, without 
realising that they have been overtaken by political and social developments. 
This refers principally to the relations between Red Cross and State in the 
health field, to which we must return.

Role and Significance of Voluntarism

Before proceeding further we must pause to consider briefly some features 
of the voluntary principle, which, in the author’s view, is an essential element 
in health and social welfare activities.
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It is true that some National Societies in the sample make little or no use 
of volunteers, but the great majority can marshal a sufficient volume of good 
will to base a large part or even all of their activity on volunteer effort. Among 
the most effective activities of certain Societies, some are carried out exclusively 
by volunteers.

Nevertheless some well-meaning people cast doubt on the possibility 
of mobilising or maintaining a steady inflow of volunteers. One argument by 
National Societies is that social and economic conditions in certain developing 
countries do not lend themselves to such action. Yet there are examples of the 
use of volunteers in every region of the world and in a variety of development 
situations. Another argument is that the conditions of modern life make it 
more and more difficult to persuade men and women to devote part of their 
time to routine benevolent activities, in contrast to more dramatic occasional 
activity, such as aid in the event of disaster, for which volunteers always come 
forward.

On the contrary, the author believes that with the steady reduction in 
working hours and the consequent growth of leisure time, along with longer 
life expectancy, which is resulting in greater numbers of elderly but still active 
individuals, the potential for voluntarism has increased. As was suggested in 
connection with rural community action, voluntarism might have expanded 
to include those social groups to which little recourse has been had up to the 
present.

The responsibility falls upon the National Societies to motivate “ giving 
your time ” and to recruit volunteers. Many have succeeded, and all should 
make some attempt.

In some cases where volunteers are not used, the cause may lie in directors 
of National Societies clinging to an élitist professional attitude of contempt 
for the volunteer as a technically inferior amateur.

For his part, the author believes that voluntarism is an essential charac
teristic of Red Cross action at the national level, and indeed that in some cases 
it justifies certain activities.

The human character of Red Cross action is indeed closely bound up 
with the notion of voluntary participation. The fact that the volunteer acts 
entirely of his own will, in complete detachment, inspires confidence. People 
will listen more readily to his advice and recommendations than to those 
of an agent of the public authority, who is known to act under orders and not 
necessarily by conviction.

If proof were needed, one could point to the use of volunteers in health 
and social welfare in countries with a completely State-controlled politico- 
social system. This theory is not put forward here to strengthen the argument. 
The author developed it some years ago5, long before the present study had 
been conceived. He then brought to light the official part performed by voluntary 
workers acting as auxiliaries in State-controlled health services for purposes 
of health information and education (both individual and community). They 
were employed precisely because they were more acceptable to people than 
agents of authority. He concluded at that time that voluntary action was all 
the more necessary where centralisation and State control had reached an 
advanced stage.

It is no accident that in the course of this study senior officials of strongly 
State-dominated countries described the pre-eminent task of a National Society
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as acting as “ a link with the population ”, or as “ a humanising factor ” in 
the political system and government services. Again, in one parliamentary 
“ welfare state ”, providing virtually complete social security, we find explicit 
recognition of the humanising function “ in a de-humanised world ”, examples 
of which are marginal social cases “ that fall through the welfare sieve 
Precisely such cases need the human touch, the human contact which is denied 
to individuals condemned to a kind of isolation that is often self-created as a 
form of reaction. The direct intervention of the State machinery would enclose 
them still further in their isolation, while a disinterested offer of help from an 
identifiable individual, a volunteer, might perhaps establish contact. One is 
thus brought back to the role of link, of intermediary—one might almost say 
buffer—between the State and the individual, a function that becomes more 
necessary as the State becomes more socialised and omnipresent. National 
Red Cross Societies can and must play this role by reason of the human ap
proach inherent in voluntary action.

Admittedly, paid workers of National Societies benefit to some extent 
from the Red Cross image; but they lack the irreplaceable element of dis
interested action, undertaken freely and spontaneously, to which we have paid 
tribute.

Another aspect of voluntary action has been stressed by a National Society 
leader in a country which is the epitome of the “ provident State ”, providing 
the individual with every kind of facility. He noted that its citizens are losing 
all sense of responsibility for their own health and welfare as well as for that of 
others. He suggested that a growing demonstration of voluntary social welfare 
and health activities would surely play a great part in reawakening the sense 
of social responsibility among individuals. The National Society would thus 
be carrying out a broad-based mission of social education. It need hardly be 
added that this teaching by example can only succeed if those working among 
the people are volunteers.

We have noted that all our examples occur in a context of socialised health 
benefits and more or less complete state-assured security. There can be no 
doubt, whether one likes it or not, that socialisation and State-provided security 
are a distinct trend—varying in pace but widespread and irreversible. Even 
under social and economic systems that call themselves liberal, the State is 
increasingly omnipresent. As has just been seen, it is precisely under conditions 
of State omnipresence that voluntary action is particularly necessary. We can 
therefore assert without any hesitation that the voluntary principle will impose 
itself increasingly. By ensuring the humanisation of social welfare activities 
it will provide complete justification for the pursuit of the national Red Cross 
activities.

Choice of Activities and Framework of Action

It has been observed that the choice of activities by National Societies 
is seldom governed by rational considerations, but more often prompted by 
momentary circumstances or simply by established tradition. Such an attitude, 
while it is acceptable in the case of benevolent institutions with a bent towards 
charity, is no longer conceivable where a National Society has made a funda
mental commitment in favour of the promotion of health. But is it possible 
at this point to determine, even in very general terms, the capability of National
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Societies in health and social welfare activities? Can we lay down criteria 
to govern the choice of activities to be undertaken within the limits of that 
capability? And lastly, within what range of applicability can the principle 
of “ auxiliarity ” or “ complementarity ” operate in relation to governmental 
action?

One must now attempt to answer these questions in the light of the findings 
and of the principles we have attempted to set forth.

Capacity of National Societies. Without going into details which would lead 
us to draw up a catalogue, we can explore in more general terms the extent to 
which National Societies are in a position to offer a positive contribution 
when they propose “ to support and, if need be, supplement the work of govern
ment agencies ” in the field of health—-the task assigned to them by their 
statutes.

In the course of this study we have noted gaps due to failures of vision 
or an inability to open doors towards the community, and to disparities between 
efforts expended and results achieved. But we have seldom been able to quantify 
these defects, owing to a general lack of definition of objectives and of evalu
ation of activities. We have learnt nevertheless that, at the cost of revising certain 
attitudes, a change of orientation is already “ in the air ” here and there and 
even in early stages of implementation. This could lead to a filling of gaps, 
particularly in the field of rural action and more generally in community action. 
The instrument is there, in the form of the volunteer potential. The good will is 
there. All that is needed, one might almost say, is to set the wheels turning.

It is beyond question that positive achievements can be found in a variety 
of fields. Pride of place should be given to blood transufsion services. Next, 
we may note first-rate results by a number of Societies in health education, 
in close association with official authorities. Despite such reservations as had 
to be made, we find that many National Societies have proven their ability 
to develop a form of first-aid training leading to efficient work in general or 
specialised types of first-aid. Here again, a modest degree of re-orientation 
would expand what has been achieved by a small number of Societies, namely 
the use of first-aid training to popularise notions of health education. The same 
reasoning can be applied to home nursing. Moreover, thanks to the parti
cipation of the Red Cross youth, first-aid fosters a sense of social responsibility 
among the young while contributing to accident prevention. Some very im
pressive social welfare achievements mentioned in preceding pages demonstrate 
the capacity of certain National Societies to act for the benefit of marginal 
groups—the physically handicapped, mental and social misfits, the aged, 
prisoners and drug addicts. In the institutional field, to which we will return 
when we discuss the criteria of choice, we have also noted significant results, 
such as the training of nurses, as well as situations in which a change of attitude 
would yield important advances.

National Societies which genuinely desire to participate in the promotion 
of public health by integrating into the national health plan, whether the 
country is highly developed or still in the developing stage, can participate 
effectively in health promotion. To do so will entail, as we have suggested, 
changing trends and meeting conditions of co-operation which we have already 
outlined and to which we refer below.

Criteria of Choice. In the course of the analysis which preceded the drafting 
of the present document and during the drafting itself, a number of principles



52 NATIONAL SOCIETIES AND HEALTH AND WELFARE

emerged from various concrete situations. They may be expressed in the form of 
criteria suitable for use by National Societies in their choice of activities in 
the field which concerns us. It may be helpful at this point to set down those 
criteria. Though they may appear at first somewhat theoretical, we shall attempt 
to demonstrate their applicability in practice, with the help of some examples.

The aim is to help determine two main factors in making a choice. The first 
is the significance of the activity in question, its utility in terms of the needs 
of the country and of the internal demands of the Red Cross. The second is 
the degree of feasibility of the proposed activity for implementation by the 
Red Cross, taking account of the organisation’s capacity and conditions with 
due regard to the principle of voluntary participation.

We therefore have before us two types of criteria: utility and feasibility.

1. Criteria of utility (direct and indirect)
Is a given activity useful and does it answer a need in the country? Is that 

need of such a priority as to justify the proposed effort and expense? We are 
here in the realm of concerted planning, on which we shall have more to say. 
Is the contribution the National Society proposes to make through a given 
activity sufficiently significant in terms of the total national effort in the same 
field of activity? Here, as we have seen, we must bear in mind the relative 
nature of this criterion: a minute contribution to the national effort—for 
example, a very small percentage of total hospital beds—would have no signi
ficance in a situation of abundance or even adequacy, but could be meaningful 
against a background of shortage, when every little bit helps.

In pilot or demonstration projects, the criterion of utility or significance 
must be applied with caution. Where a prototype is concerned, effort and ex
pense disproportionate to yield may be legitimate. But it remains necessary 
that the pilot project be situated in a national plan, and that there should be a 
reasonable certainty that if the experiment succeeds, the activity in question 
will be implemented generally.

Where the direct impact is insufficient, does the activity have indirect 
utility, e. g., as preparation for such activity as disaster assistance, for main
taining the Society’s public image or sustaining the morale of the voluntary 
workers ?

The answers to these questions, with their shades of meaning, will enable 
us to classify activities by the criterion of utility in three categories :
(a) activities which make a significant contribution to the promotion of 

health and social welfare by ensuring the coverage of recognised needs 
within the framework of concerted planning;

(b) activities which made an insignificant contribution in relation to needs, 
but which have meaning in terms of a deficit or situation of shortage;

(c) activities justified by the image they give of the Red Cross by preparing 
volunteers for tasks of disaster assistance and by maintaining their morale.

2. Criteria of Feasibility
We must now establish the criteria which will determine whether an 

activity, once it has been recognised as having utility, is suitable for the Red 
Cross and whether it will be carried out better if undertaken by the Red Cross 
rather than by an official body.
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(There might, of course, be criteria of yield. Could it be said of a given 
institution, for example, that it would be better and more economically managed 
as a direct undertaking of the State than it is by a National Society? We will 
not pursue the matter, judging it to be a question of particular circumstances 
on which it is difficult to generalise.)

The criteria which we will attempt to apply are not;based on considerations 
of management but derive from ethical or psychological concepts which 
determine the adequacy of a given activity for a National Society.

A given activity has better chances of attaining its goal if carried out by a 
National Society if :
a) by its very nature the activity calls for human contacts such as volunteers 

can establish ;
b) the fact that this activity is carried on by the Society enables the public 

to personalise and identify with it;
c) the activity in question allows the National Society in this way to play its 

role of link and intermediary between the individual and the State, since 
the latter, if it acts alone, frequently evokes the idea of compulsion ;

d) as a consequence of the preceding criteria, the activity provides the Society 
with an opportunity to bring a degree of humanisation to its health and 
welfare action ;

e) the pursuit of this activity is calculated to awaken or to maintain, through 
the example of voluntary action by the National Society, community 
consciousness and the spirit of social initiative;

f) the fact that an activity is undertaken by a Society creates, within its own 
milieu or in relation to similar activities, a spirit of competition which will 
stimulate progress.

3. Application of Criteria
We have come across cases in the course of this document where these 

criteria have been anticipated, but we shall proceed to give a few further 
examples of their possible application, by way of underlining their practicality.

The utility criterion should apply in National Societies’ institutional activi
ties, for example, when the question arises whether it is justified for a Society 
to keep a given hospital going although its yield is insignificant. The answer 
will be in the affirmative if the country suffers from a shortage of hospital beds. 
The same criterion can be applied to a school of nursing—yes, if it makes an 
important contribution, yes again if the contribution is slight but there is an 
acute shortage of nurses nationally.

To continue with the example of institutions, it may well be that the cri
terion of humanisation or human contact can be invoked to justify a hospital- 
type activity. Cases have been noted where sick people have sought a more 
humane welcome in Red Cross hospitals; in other cases patients have come there 
to obtain confirmation of a diagnosis given by the official social security services. 
Here again we encounter the criterion of human contact, and also that of 
identification and personalisation, both of which generate confidence. It may be 
added that the continued existence of a degree of variety in hospital structures, 
which leaves the patient some choice or at least the illusion of choice, brings 
a measure of humanisation to the impersonal climate of the welfare state. It is 
not out of the question that certain government authorities are aware of the
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fact and encourage the survival of variety. Among other reasons, the criterion 
of competition could sometimes justify the continuance of a school of nursing, 
for example, or of a model physiotherapeutic unit.

In the field of services, we have quoted in the preceding pages many 
examples of the application of the criteria of humanisation and human contact, 
both basic to the creation of a feeling of confidence among the population, 
whether the issue is to stimulate the recruitment of blood donors, or to win 
public support for a health education campaign, or again, in the context of 
community action, to persuade a village to agree to a small-scale sanitation 
project or to preventive measures such as vaccination. The criterion of acting 
as a link and intermediary also plays a part here and is essential in all social 
welfare activities together with the criteria of human contact and humanisation 
of action.

And every time an activity brings the public into contact with voluntary 
workers, the criterion of awakening the community conscience comes into play, 
perhaps as a secondary effect only but still one having the greatest moral 
significance.

Without pursuing the argument further we think we have shown that a few 
simple criteria can suffice to establish the suitability of a number of activities 
to the Red Cross, and perhaps to prove that the Red Cross is sometimes 
better suited than any other agency to undertake them.

Concerted Action and Complementarity. Since we are dealing with the promotion 
of health—that is to say, with a very long-term undertaking at the national 
level, practicable only if approached globally rather than piecemeal—it becomes 
clear that all that has been said regarding the choice of activities becomes relevant 
only within the frame of some concerted action. We have repeated at every 
stage in this paper that a National Society which has chosen a fundamental 
option for public health commits itself to a collective undertaking. By no 
stretch of the imagination could it take charge of more than a part of that 
enterprise. Therefore it is inevitably drawn into a collective effort. Identification 
of needs, setting of objectives, choice of means—none of these can be achieved 
except through a consensus among the various partners in the enterprise: the 
government, the National Society and, where appropriate, other voluntary 
institutions that have been invited to take part. Further, the allocation of tasks 
among the partners—to each according to its special aptitudes and capacities— 
must flow from common consent. The position of a National Red Cross Society 
in this pattern can be described as that of an auxiliary, but might be better 
termed complementary within a collective national undertaking. Indeed this 
is no more than the enforcement of the Society’s right (of its eminent privilege, 
it has even been said) “ to support and, if need be, supplement the work of 
government agencies ”. That right and privilege were conferred upon it by 
international consensus and confirmed at the national level by each Society’s 
charter or statute. Thus, on the national level, the Red Cross has a position 
that no other benevolent society possesses. It must take advantage of that 
privilege, in health and social welfare, by acting wherever it is recognised 
as the most necessary and the most adequate instrument and where it can find 
the best opportunity for effective performance.

When a National Society has availed itself of its privilege and taken its 
appointed place alongside official public health and social welfare services, 
its complementary role becomes recognised, with all the implications of con
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certed action at the earliest planning stage, free discussion of the selection of 
tasks, coordination at all operational stages and joint evaluation.

Hence we find complementarity resulting from a categorical imperative 
of public health action, accompanied by considerations of expediency. We have 
already referred on several occasions to the steady advance of socialisation which 
characterises current evolution in public health. Many countries operating 
systems which differ only in the parts played respectively by the State and by 
“ private ” insurance systems have already reached the point of total social 
security for the entire population. Even countries with so-called liberal health 
systems are moving further and further towards state control. Hence the field 
of action of benevolent bodies, the Red Cross in particular, is narrowing. 
In one country in our sample the National Society’s clinics are under notice 
and will doubtless be taken over by the social security system. In another country 
the Society’s hospitals, already “ infiltrated ” by the social security machine 
which finances them in part through the award of contracts, will one day soon 
be completely absorbed. In a third case the National Society must surrender 
some of its social welfare activities, in particular those devoted to the well-being 
of healthy children, because the ubiquitous state social services regard such 
activities as falling within their province. In two cases relations between the 
National Societies and the government are close enough to permit readjust
ments, but where no such relations exist, independent activity is condemned 
to gradual suffocation.

Elsewhere, however, detailed instances show us that close co-operation 
between National Society and state is feasible, and we repeat that where such 
a condition exists the most successful achievements have been observed.

We are therefore convinced that the future of the National Societies lies 
along the path of close collaboration and of complementarity in promoting 
public health. Without indulging in paradox we will repeat that this complemen
tarity is a privilege which the Red Cross must claim at the national level in 
health and social welfare. We believe we have shown that at the cost of a certain 
shift in trends, National Societies can offer governments effective co-operation 
in the most varied situations. It is possible for them to demonstrate that with 
the help of voluntary workers, there are activities which the Red Cross is better 
qualified to undertake than governmental services themselves. National 
Societies can therefore mobilise powerful arguments in support of firm offers 
of collaboration, which they should not hesitate to put forward.

The author of this document has no illusions about the reactions of many 
readers to the position he has taken, namely, that it is a position running counter 
to the Red Cross principle of independence.

Yet in hard fact, while independence is the necessary condition of protection 
activities in favour of conflict victims, the term is misleading when we speak 
of the promotion of health, a collective, long-term undertaking in which 
the partners are inevitably bound together. The 1920 recommendation of the 
General Council “ to support. . . the work of the Government. .. ” conveys 
the notion not of independence but of interdependence. This is even truer 
now than it was fifty years ago because of the growing inter-relationship of 
social, economic and political factors and the irreversible advance of the 
omnipresent state.

This in no way means that by firmly adopting a complementary role on 
the national stage the Red Cross will lose its identity, its personality or its
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principles. Far from it. The governments of countries with a strongly state- 
controlled socio-political structure—an example of which the author, as 
indicated above, was already citing eight years ago—are particularly concerned 
to maintain the identity of voluntary action. Examples drawn from the sample 
of countries here under study confirm this point completely: when the com
plementary action of the Red Cross is virtually integrated, governments most 
explicitly recognise the specific character of the Red Cross’s activity, its role as 
“ link and intermediary ” and its “ humanising ” function, thus acknowledging 
its identity and personality. As a clearly identified partner, responsible in a 
complementary manner for tasks best adapted to its particular aptitudes, 
and assured of preserving that privileged position as long as it maintains 
the voluntary character which renders it increasingly indispensable as State 
control expands, the Red Cross has nothing to fear on the national stage from 
the frankest and closest collaboration with governments.

As we have suggested previously, the acceptance of this doctrine would 
involve many National Societies in a drastic revision of their concepts and 
a reversal of their attitudes. Nevertheless we most sincerely believe that such 
a course is vitally necessary.



VI. Summary and Conclusions

Far too often the activities of the National Red Cross Societies included 
in the sample bear little relation to the health needs of their countries and have a 
charitable and sporadic character which makes no real impact on public health. 
Also noteworthy are a lack of measurement of needs, an absence of planning 
and, in the course of execution, an almost continuous failure to evaluate 
progress. This results in an illusion of efficiency, concealing the disparity 
between effort expended and results achieved. Hence errors of vision, largely 
ascribable to over-élitist and introspective attitudes, which blind some National 
Societies to the true problems, especially those of less-favoured populations, 
or lead them to apply unsuitable methods to their solution.

Nevertheless generalisations must be avoided, and there are cases of 
adaptation to needs and of positive effectiveness.

Based on these findings, we have formulated a fundamental dilemma: 
should National Societies concentrate, as some of them do, on charitable work, 
even if only a minority can benefit and without regard to the significance 
or the future of this work? Should they on the contrary avail themselves of 
the eminent privilege which is statutorily theirs and undertake “ to support 
and, if need be, supplement the work of government agencies ” in the field 
of health (as some Societies do within the framework of a national plan) 
and thus participate actively in the promotion of health?

If it opts for the second alternative, the Red Cross is in a position, on the 
national level; to offer governments effective and often irreplaceable partici
pation, by reason of the characteristic features of voluntary action. In the health 
field, as in social welfare, examples of remarkable achievements have been 
noted, mostly where National Societies collaborate closely with governments.
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Elsewhere, if the overly exclusive directing bodies and active leaders could 
change certain attitudes and take a first step towards social groups and classes 
which National Societies have generally ignored, thus casting their lot with 
the community, the Red Cross would discover immense opportunities for 
effective action, to which its voluntary character gives it almost monopolistic 
access.

We have drawn up a list of simple criteria which can all be summed up 
in the concept of humanising activity and which apply to a multitude of cir
cumstances in countries of widely differing degrees of development. The 
preservation of the voluntary principle is essential to humanisation, for it 
is a proven fact, admitted by governments themselves, that the intervention 
of volunteers is all the more necessary as the degree of state control of public 
health increases. In the context of socialisation of medical health activities, 
and indeed of all social welfare activity, the Red Cross has before it on the 
national level the certainty of future growth in activities if it maintains its 
voluntary basis, reorientates its élitist attitudes and rejects introspective 
tendencies which inhibit co-operation.

Indeed, by far the most important of the new approaches required is the 
acceptance of an imperative today rendered absolute by political and social 
evolution—that is, acting in complementarity to the government’s public health 
effort. This complementarity must find form in concerted action, from the 
planning stage to the allocation of tasks and joint evaluation of results in 
terms of freely-accepted objectives. All notions of independence, misleading 
as they are in the field of health, must yield to this complementarity, which 
calls, on the contrary, for interdependence. This in turn will require the main
tenance of the personality and identity of the Red Cross. Governments them
selves, as experience has shown even in the most extreme instances of state 
control, desire to respect that identity, for it is the distinctive personality 
flowing from the voluntary principle that gives Red Cross participation its merit.

Even if the acceptance of complementarity involves some heart-ache, we 
believe that it is indispensable if the Red Cross is to maintain its unique image 
on the national stage. In the realm of health promotion—a vital component 
of social development—the Red Cross can thereby earn its place and bring an 
accumulation of good will, devotion and enthusiasm to bear for mankind’s 
benefit.
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of the National Academy of Medicine of France (Ville de Paris Prize); 
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