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FOREWORD
Nine Million Lives is a collection of stories from the world of Médecins Sans
Frontières, a world which would not exist without the support of so many individuals
that fund our work.
The stories are of hardship, injury and illness, but also of commitment, hope and ultimately - triumph over the most difficult and challenging circumstances imaginable.
Many of the first hand accounts resonate strongly with me, but none more so than
“Waves of Patients”, written by Dr Esther Sterk following Typhoon Haiyan in The
Philippines. It reminds me of my experience in Haiti not long after the earthquake which
ravaged the country in 2010.
As our teams went to work in the aftermath of that devastating event, we treated the
wounded, distributed food, water and shelter, dealt with outbreaks of disease, helped
women to give birth and babies to take their first breaths. We even created a functioning
hospital out of a shipping container.
I had worked with Médecins Sans Frontières for 13 years at that time, but never had I
seen such devastation, nor a humanitarian response on such an immense scale.
Whether our teams are treating patients in the aftermath of natural disasters - in places
like Haiti, the Philippines and Nepal - or responding to epidemics like the deadly
Ebola outbreak in West Africa, it is thanks to the generosity of our supporters that
Medécins Sans Frontières can deliver medical assistance so effectively.
So please read, enjoy and share this book. The stories speak for themselves.
Paul McPhun
Executive Director
Médecins Sans Frontières Australia

INTRODUCTION
NINE MILLION. That’s the number of people treated by Médecins Sans Frontières
medical teams around the world in a year. It includes women in labour, children in need
of vaccinations, the war-wounded, patients injured during natural disasters and many
others. While some of the medical emergencies facing these patients make the news,
many don’t.
This book gives a glimpse into the lives of a few dozen of the nine million people that
we treat each year. These are the stories behind the headlines, and together they paint a
coherent picture of the work of Médecins Sans Frontières around the world.
Many chapters are first hand accounts taken from our field workers’ blogs. Some are
third person stories and others are interviews. All reflect the difficulties of working in
challenging circumstances, the commitment of our medical and logistical teams and the
strength and courage of our patients.
There is the story of a former refugee from the Middle East who went to work in South
Sudan to assist other victims of conflict; a first-hand account of the challenges of
transporting medical equipment through forests and difficult terrain in the Democratic
Republic of Congo; and a story about our teams securing continuity in healthcare for
people living in a slum in Kenya. The stories reflect the diverse nature of Médecins
Sans Frontières’ work and the patients we treat.
To ensure that their privacy is protected, all patient names have been changed
throughout this book.
Médecins Sans Frontières treats the victims of natural disasters, conflict, epidemics
and other medical emergencies. Each year, millions of people are seen and treated by
over 20,000 field staff in more than 60 countries. Through these stories, you will meet
the doctors and nurses, logisticians and field coordinators, and the dedicated national
staff who carry out this work. And you will hear about how this vital medical aid helps
people in urgent need every day.

THE PATIENTS KEEP COMING
This first hand account was written by Kim Comer, a Médecins Sans
Frontières Logistician, in May 2014. For the past few years, Médecins
Sans Frontières teams have worked on preventing and treating malaria
in the Moissala and Bouna districts in Chad. In 2013 teams recorded an
overall reduction in malaria of 60 per cent in Moissala.
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THE MEDECINS SANS FRONTIERES project here in Moissala is a malaria project.
It’s the start of the rainy season, which means it’s the start of the malaria season as
well. We manage a ward for infants with severe malaria in the district hospital.
The rate of positivity for the rapid malaria tests has more than doubled, the references
to the paediatric ward have increased, and the rural health centres are conducting more

consultations. The paediatric ward has expanded into one of the unused buildings for
the malaria ward, due to high patient volume. It is time.
The logistics department has been busy. We’ve been repainting, repairing beds,
ordering in blankets, soap and mosquito nets for donation to all patients, and arranging
the furniture in the wards. We’re halfway through the rehabilitation of the hospital’s
waste area, but it has remained operational throughout.
I have four days to prioritise and shuffle resources around, and to get ready for a
provisional opening of 30 of our eventual 80 beds. There are plenty of trainings and
deliveries to be done before opening, plus the usual activity of setting everything up.
The hospital buzzes all weekend with logistical and medical teams moving everything
into place, checking equipment, photocopying forms, hanging mosquito nets.
Monday morning at 8am is the hour set for opening. After our all-staff meeting at
7.30am, the medics head to the ward. I tie up some loose ends at the office (we still
have a full range of external activities, including constructing waste areas at several
rural health centres), then head over to the hospital. The team has done an incredible
job with the preparations. Twenty-five crisp beds line the walls of our three rooms.
The admissions room is ordered and stocked. I greet the several nurses, hygienists and
doctors who are there and we take time to discuss any needs or requests.
We have no patients.
Well, all of our indicators were strong, so we know there’s the need to have our ward
open, but as the hours stretch by and we don’t receive a single patient, we start to
wonder.
Did we tell the health centres that we’re open?
Yes.
Do the patients know how to find us at the hospital?
Yes.
Weird.
Five days later, not only are we full, but we’ve opened two new rooms with 10 beds
each, and have a further 18 new beds in a third building.
Every bed is occupied with a small child with malaria, with the mother curled up

beside them (most of our patients are under three years old). The patients started
arriving on Monday night and haven’t stopped. The nurses and doctors move through
the ward with an efficient air, setting IV drip rates and taking vital signs. It’s busy but
controlled. The admissions room is more hectic, since it’s the place for the first
examination and intervention by our medical team. Crying children and distraught
mothers are received here before being admitted into the busy calm of our ward.
The communication between the medical team and the logistics team is strong, with
repairs, equipment requests, room openings and medical waste management all
happening smoothly. The systems are in place, and we can continue to grow to our
capacity. The kitchen is preparing and distributing meals consistently and reliably. I
turn my attention back to the waste area and latrines that are still under construction.
I’m hoping to finish the construction within the week, because a rain shelter for all the
mothers needs to be built, and we’re less than a month away from our first distribution
of malaria prophylaxis to the population throughout the district.
And the patients keep coming.

UNDERNEATH ALL THE DRAMA
Adam Sharp worked in Syria with Médecins Sans Frontières during the
conflict that began as protests in 2011. Here he describes the impact of
Médecins Sans Frontières’ work on the people that he met.
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THE FIRST AMBULANCE arrives before we are ready. It is a pick-up truck carrying
two wounded men from the frontlines, pallid and semi-conscious lying on mattresses in
the back. A wave of young men - volunteers from the surrounding villages - surge
towards the truck and 20 hands float each patient onto a stretcher and inside to the
emergency room.
A doctor quickly sees that one of the wounded men needs immediate abdominal surgery.
It is a massive injury and the surgery will be complicated. The man’s chances of
survival are fair at best.
William arrives at 6.30am, only minutes after the first wounded men. He is a surgeon

with 20 years experience with Médecins Sans Frontières, he is six foot four and has a
naturally calm disposition - a gangly rock in the middle of the hectic buzz. Within five
minutes he is operating on the injured man.
An hour later, everyone has arrived: 90 local staff - doctors, nurses, midwives, drivers,
guards, clerks and 12 international staff - mostly medical professionals, all working flat
out.
I do not know the outcome for that first patient that morning. I lost track of him, and
countless others, as injured men and women continued to arrive. The surgical team
worked until 3am the next day - they worked straight through - and this continued for the
best part of two weeks. William conducted over 40 more surgeries in the following
days and, as he told me, the hardest day he ever had as a surgeon was that first one.
But here’s the catch. This isn’t the most important work that Médecins Sans Frontières
is doing in Syria. This is not where the most lives are being saved, or where the most
suffering is being alleviated, or where the most human dignity is being defended and
upheld.
I wish I could write properly about the people I have met, depicting their stories with
the interest, fidelity and sensitivity that they deserve. But instead I will say that
underneath all of this drama - the bombs and the bloodshed and the headlines - that
there are people, just people, all trying to live their lives and continue from day to day.
These people want to tend their land, attend school, look after aged parents, or grow up
to become dentists, electricians or writers. They want to give birth, find love, find
happiness, seek security for their family, or find a new place to live now that a baby is
on the way. They want to do all the things that people do all over the world every day.
But this is a country at war.
And this is where Médecins Sans Frontières is making a difference by providing
healthcare to people where the health system has evaporated, maternity care for
pregnant women, mental health services for the bereaved, medication for chronic
illnesses, and antibiotics for simple infections.
The provision of healthcare genuinely helps people maintain some control and dignity
in their lives. The hospitals are staffed by dedicated Syrians, enabled by the presence
of Médecins Sans Frontières - the equipment, medications and additional medical
expertise they bring. So while many lives have been saved on a surgical table,
Médecins Sans Frontières is also covering perhaps 90 per cent of all health needs for a
catchment population of approximately 100,000 people.

ADRENALINE
Dr Stephen Torres is an obstetrics/gynaecology specialist. Here he
recounts the story of a baby he helped deliver when working with
Médecins Sans Frontières in Sierra Leone in 2012.
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I’M 58 YEARS OLD. I spent 22 years in private practice after completing my training
in obstetrics and gynaecology. I hope to spend the coming years working with Médecins
Sans Frontières in areas of need.
My first placement with Médecins Sans Frontières was in 2012 at the Gondama
Referral Centre in Bo, Sierra Leone. This is a referral hospital for pregnancy
complications and for paediatrics. I want to share with you a positive story from my
time there.
I went to bed at around 2am and slept for a couple of hours but then I received an urgent
phone call. I hurried over to the labour and delivery ward as quickly as I could and
found a patient who had just arrived by ambulance, pushing, with the baby’s buttocks
halfway delivered. This was her first baby and based on the size of the baby’s buttocks,
it wasn’t a small kid. There wasn’t time to get her back for a caesarean so I put my hat,

mask, eye shields, apron, gown, and double gloves on in record time and prepared for a
breech delivery. I felt pretty calm thinking optimistically, “What could go wrong?”
Well, everything apparently.
The baby delivered up to its hips pretty easily. Mum pushed again and the baby
delivered the umbilical cord. That’s when the clock starts ticking in my head. From that
point on the baby’s umbilical cord is being compressed between the baby’s skull and
the mum’s pelvic bones, effectively cutting off the delivery of oxygen to the baby. We
had mum keep pushing but the baby didn’t budge. I remember being told during my
residency about vaginal breech deliveries, “Keep your hands off until the baby has
delivered up to the scapulas (basically just below the shoulders.” I kept that in mind
and avoided trying to help the mother by pulling on the baby until another minute passed
and the baby, who had been kicking, started going limp. I could feel the pulse in the
umbilical cord and it was very slow. I put some traction on the baby’s hips while
having the mum pull her knees as close to her chest as possible to try and give the baby
more room - but the baby was stuck.
I’ve heard horror stories about babies that deliver up to the head and then get stuck but
that’s one of those things you always think will never happen to you. But here it was
happening. Out of options I did the only thing I could do and reached up into the mother
and found that both arms were trapped above the baby’s head. I was able to get one
finger past the mum’s pelvic bones and hooked around the baby’s right arm near the
elbow and tried to pull the arm down, bending it at the elbow, but it wouldn’t move. I
really don’t know how much time had passed by then. It may have only been a couple of
minutes but it seemed like an eternity. I knew that if something didn’t happen quickly to
improve the situation the baby would die so I pulled as hard as I could on that arm.
I eventually managed to get the baby’s head out. But the baby was as limp as a rag and I
could no longer feel a pulse in the umbilical cord.
We moved the baby over to the resuscitation table and started resuscitating the baby. I
used the bag and mask to force air into the baby’s lungs while the nurse started chest
compressions.
Nothing.
We rolled the baby to the side and massaged its back, slapped its feet, and then
continued bagging and compressing.
Still nothing.
The mother was wailing, watching us, helpless. And then the baby gasped. It wasn’t

much and it didn’t last long but it was enough to give us hope and we kept working, all
the while watching the baby’s dusky blue colour start to lighten and then turn into a
mottled pale and then finally a pinkish colour.
When the baby opened its eyes and started crying everyone in the room just looked at
the person next to them, eyes wide in something like disbelief. I think when you’re used
to seeing babies die, watching one come back from the dead is especially miraculous.
The mother started crying and chanting and within a minute or two the baby was
screaming its lungs out.
It could’ve gone either way. I hope that I don’t someday have to tell a story like that but
with a different ending.
I was so hyped up on adrenaline afterwards that I didn’t go back to sleep. I’d been in
Bo for three weeks at that time and was finding it all a little hard to believe. In some
ways it felt like I had just arrived, but in other ways it felt like I’d been there a long,
long time.

WAVES OF PATIENTS

Typhoon Haiyan – Part I
Dr Esther Sterk is a medical doctor who arrived in the Philippines to
assist in Médecins Sans Frontières’ response to Typhoon Haiyan. Esther
assessed the immediate needs in some of the islands west of Cebu. She
describes here the first days of Médecins Sans Frontières’ emergency
response and her initial impressions of the situation.
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THE EASTERN PART of Panay Island has been heavily affected. In some villages, 80
per cent of the houses have been partially or completely destroyed. A lot of rooftops
and walls have fallen or been torn apart. In many cases, the whole house has
completely collapsed. Our team are focusing on the isolated villages along the coast
and on the surrounding islands. At the moment we do not know if healthcare is
accessible and functioning there, but medical facilities are likely to be destroyed.
People tell us that they need drinking water, because the lakes have become salty since
the sea water surged. In the rural areas many people have no means of subsistence as
their crops have been destroyed. Usually, those living on small islands travel from one
island to another by boat, but many boats have been ruined. Sick people have no way of

reaching the main island. On bigger islands, communities are working to clear the roads
that are covered with falling trees.
The hospital that we visited in Roxas City, in the northern part of Panay, has been
damaged but is still functioning. Local medical staff have done what they can to cope
with the first wave of patients who suffered from fractures and wounds due to falling
objects.
But it has been raining a lot and survivors have no shelter. We are now preparing for a
second wave of patients. They are already seeing cases of respiratory infections and
diarrhoea, and we expect the number of cases to increase. Médecins Sans Frontières
will focus on supporting the local medical facilities with staff, drugs and medical
equipment. We also plan to operate mobile clinics in remote villages and small islands.
With the floods, there are a lot of mosquitoes so we need to be fast. We are worried
about an increase in malaria and dengue cases. Leptospirosis, a parasitic disease is
also a threat, as it is endemic in this part of the Philippines.

INFLATABLE HOSPITAL

Typhoon Haiyan – Part II
In the aftermath of Typhoon Haiyan, a Médecins Sans Frontières team
constructed an inflatable hospital on the damaged seafront of Tacloban
– the Philippines city hardest hit by the typhoon.
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CONSISTING OF FOUR inflatable tents with an area of 100 square metres each and a
fifth tent of 45 square metres, the hospital contains an emergency room, a wound care
room, a pharmacy, and up to 45 hospital beds.
Additional care will be provided within Bethany Hospital once repairs have been
completed to the damaged surgical ward, maternity ward, neonatal unit and the unit for
sterilising equipment.
“Alongside Filipino and international volunteers, we worked hard all night, in the

pouring rain, so that the hospital would be in place this morning,” says Yann Libessart
from Médecins Sans Frontières’ emergency team in Tacloban. “Getting the site ready
and installing the hospital was a major logistical challenge. First we had to clear the
courtyard and outdoor areas of Bethany Hospital – it was a titanic task.”
Our medical teams based in the inflatable hospital also aim to support the few hospitals
in Tacloban that are still functioning, and to take over some of the work of the first
rescue teams to arrive on the scene, including soldiers, who are now starting to leave
the city.
“The first phase of the emergency is now over,” says Laurent Sury, Emergency
Coordinator, “and we expect mainly to be treating patients with common diseases or
conditions related to poor access to healthcare, such as women with complicated
deliveries and people with chronic illnesses. Our goal is to support the health system in
the region for the time it takes to return to normality.”
Médecins Sans Frontières’ standalone inflatable hospital was developed with the
specific purpose of helping its emergency teams respond quickly to natural disasters,
enabling them to provide people with quality healthcare while damaged health facilities
are being reconstructed or repaired.

AN UGLY DISEASE
Dr Ann Sellberg describes Médecins Sans Frontières’ work treating
children with HIV in Zimbabwe, one of the countries hardest hit by the
epidemic.
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I REMEMBER THE first child I brought to the counsellor for disclosure – the process
of finding out they are HIV positive. I remember how he stared at her with big eyes
while she showed pictures of the ‘soldiers’ (the immune system) and the virus.
“Inonzi HIV,” she said, pointing at the angry-looking green blob, showing its fangs. “It’s
called HIV.”
The child didn’t say much; he just kept staring at the pictures with those big eyes,
smiling bashfully at times when she was asking him questions. Towards the end she
asked him to draw a picture. He took his time drawing a girl, making sure to fill in the

arms and legs with many small black lines. On top of her he wrote: Ebola. The
counsellor laughed.
“Not Ebola. HIV!” She took his pen and scratched out what he had written.
“Could you ask him to explain his picture?” I said. The boy spoke with a shy voice, but
he used more words than I had expected.
“He is saying the girl is ugly, like HIV. He wrote Ebola* because they learnt about it in
school, and it is scary, like HIV.”
He was a nine-year-old boy and I had to convince his mother to bring him in to be told
about his HIV positive status. “He’s too young,” she said. “He won’t understand.”
I explained to her that it is better for children to find out early, that it is less traumatic
and helps them to adhere to their medication.
“Besides, the counsellor has ways of explaining that kids understand.” I was surprised
at how easy it was to convince her, as though she was just waiting for a push.
The next time I saw him he was smiling at me, and we did a ‘give me five’. It was at the
support group for kids and he was taking everything in with big eyes. I was happy to
see him. I knew that we had made a difference as this child had a better chance of
caring for himself and his condition when he knew what he was suffering from.
The nurses have made a survey of how many kids have received disclosure. Ninetyeight per cent of kids aged five to 10, 57 per cent of kids aged 11 to 15 and 14 per cent
of adolescents aged 16 to 20 did not know that they had HIV. Imagine that! A child that
has been taking pills all his life, almost reaching adulthood, maybe even having sex,
without knowing about his status. No wonder so many of them are throwing away their
pills, pretending to take them but secretly hiding them under their pillow.
“We will focus on disclosure,” I said on the project’s annual presentations of our plans
for 2015. It may sound like empty words, but it is really happening. The counsellors are
having disclosure discussions with the caregivers and the nurses are encouraging more
and more caregivers to go with their kids to the counsellor for disclosure.
I’m amazed at how well it is working. If we are managing to get most kids to know
about their status, then we will have made a huge difference to this population. And
even if Médecins Sans Frontières isn’t around in the future, the impact will still be
here.

*To date, no cases of Ebola have been reported in Zimbabwe.

THE TIME TO DECIDE
Médecins Sans Frontières has worked in Afghanistan since 1981. In
Dasht-e-Barchi, Médecins Sans Frontières has worked hand-in-hand with
the Ministry of Public Health (MoPH) to support the maternity
department of the district hospital. Médecins Sans Frontières has also
supported the MoPH in Ahmad Shah Baba hospital in eastern Kabul and
Boost hospital in Lashkar Gah, Helmand province.
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IT IS four O’CLOCK in the morning.
Awakened by a phone call, the Médecins Sans Frontières team hurries to the maternity
ward. The district of Dasht-e-Barchi in West Kabul is sleeping, but inside the hospital
the urgency, anxiety, and excitement are palpable.

The brand new 42-bed maternity ward was an empty building not too long ago. Nine
months later, the launch of the project has been a little like a complicated pregnancy.
Now, a couple days after the opening, a young patient suffering from complications has
arrived in the middle of the night.
In the delivery room, Sarai - the seventeen-year-old patient - lies on the bed. She has
already been in labour for many hours. She is silent, but her face is contorted in pain.
Her labour is obstructed and she will need an emergency caesarean section to deliver
her baby.
Complications like this are common, but, in Afghanistan, the number of medical
facilities equipped to manage such problems is woefully small, even in the capital.
Most women and their families cannot afford to pay for private medical consultations
and end up giving birth unassisted in their own homes. In the case of complications like
this one, and in the absence of trained medical assistance, giving birth can be fatal.
The team in Médecins Sans Frontières’ new maternity ward focuses on such
complicated births, and on saving the lives of mothers and babies who have nowhere
else to go to receive specialised care. Located in a buzzing marketplace behind a gas
station, Dasht-e-Barchi hospital and three small satellite health centres are the only
options for public healthcare in the district.
The population of this neighbourhood of Kabul is estimated to have grown tenfold over
the past 10 years, and now has more than one million inhabitants. The public maternity
hospital supported by Médecins Sans Frontières will not be able to cater to all the
health needs in the area, but the team expects to see more than 130 complicated cases
each month out of an estimated 600 normal deliveries.
Sarai will need to be operated on soon. Médecins Sans Frontières midwife Daniela
transfers her to the operating theatre team, Renate the nurse and Diana the
gynaecologist.
The lights are blazing in the operating theatre. Everything from the probe to the
anaesthesia machine is brand new. In the past week, during the dress rehearsal, every
piece of equipment, electrical circuit, water pump, and infection control instrument was
tested.
Launching a new Médecins Sans Frontières project relies heavily on this kind of
behind-the-scenes preparation. The logistical team worked for months to rehabilitate
the maternity building in the existing public hospital, striving to achieve the high
standards for which Médecins Sans Frontières facilities are known throughout

Afghanistan and the world.
At 5am, a baby cries - it’s a seven-pound boy. Sarai is safe and she catches her breath.
She hasn’t thought of a name yet, but, because of the care she received, she has time to
decide.
Patient name has been changed.

SURVIVING WAR AND GOING BACK
After surviving war, not many people would choose to go back to a
conflict zone, but that’s exactly what Nurse Abdul Wassay did. As an
Afghan refugee growing up in Pakistan, he saw firsthand the urgent
medical care Médecins Sans Frontières delivers to people in war zones.
After working with us near his home, he volunteered to help others in
another conflict-torn country - South Sudan.

© Jason Cone

I’VE BEEN THE Medical Team Leader for the past 11 months here at Médecins Sans
Frontières’ 100-bed hospital. After working for Médecins Sans Frontières for several
years in Pakistan and seeing the critical assistance we deliver, I decided to come to
South Sudan to treat people suffering from the effects of 30 years of war.
Lankien Hospital is the only one of its kind for hundreds of miles in every direction.

Our wards are filled with malnourished children, expectant mothers with
complications, and people suffering from tuberculosis and kala-azar, a neglected
tropical disease. Patients come from hours away, mostly travelling the rugged
landscape on foot. And, when violence breaks out between local groups, we can face
wave after wave of wounded patients.
Thousands of people have been impacted by the fighting in South Sudan, and many men,
women and children have nowhere to turn for medical care.
We not only faced the challenge of treating serious injuries, we also needed to make
sure the battlefield didn’t make its way into the hospital. While my colleagues and I
tried to stop the bleeding, check vital signs, and administer IV fluids and antibiotics to
stave off shock and infection, I was already thinking about what we would need to do to
maintain the safety of our staff and patients.
Because we were treating people on both sides of the conflict, we had to keep our
patients separated in different wards. We also restricted the access of people entering
and leaving the hospital. But even with these changes, our staff still searched every
person entering the inpatient care area for weapons, to provide an extra layer of
protection.
Impartiality and neutrality are critical tools for maintaining the security of Médecins
Sans Frontières’ teams and patients. And the independent financial support we receive
from members of the public plays a crucial role in helping us treat anyone needing
emergency medical care in the midst of a conflict.
Delivering quality medical care in conflict zones is never easy, but our teams have the
expertise and experience to do whatever it takes to save lives.

STORYBOOK THERAPY
Steve Cohen is a forensic psychiatrist who was part of the response in the
Philippines following Typhoon Haiyan. Steve was part of Médecins Sans
Frontières’ Mental Health Team who provided outreach care in hard-hit
regions, evacuation centres, schools, and inpatient and outpatient
departments.
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MEDECINS SANS FRONTIERES’ programs take a massive amount of coordination
and effort, spanning several continents in real-time, which in turn can be intense,
complicated and trying. Attending to the personal needs of the humanitarian staff
continues, all while sourcing a place to set up a hospital, hiring staff, and getting
everything from surgical amphitheatres, neonatal units, mobile and outreach clinics, and
mental health services up and running.
At times, the bodily needs are easier to understand than mental health needs. We see a
broken bone, hear a cough, and can measure the blood-glucose level. The reasons that a
person comes to the attention of mental healthcare professionals are often due to
conspicuous absences of functioning at home, socially, or at work or school. This is
especially true in children, for example a quiet child, decrease in concentration or
attention, fearfulness at night and some avoidance of social play…these things could go
unrecognised.
The elementary school program was set up as part of the Tacloban Project. The
children, about ten per session, huddle in a circle while one of our staff reads the

storybook, A Terrible Thing Happened, by Margaret Holmes.
The students come from two coastal elementary schools which were identified as the
hardest hit by the typhoon. The numbers are staggering. Sixty-seven children died in one
school, which represents about 15 per cent of the total number of students. Words fail
when trying to capture the tragedy, and the heartbreak.
And this is where Sherman the Raccoon comes in. Something bad happened to the
young raccoon, and he begins to show signs of fear, stress, and acting-out behaviour.
There are four sessions with each group; the first three involve reading the book in
three parts. After the first session, the children are asked to draw on paper what
Sherman may be afraid of. In the second part, Sherman is having some difficulty in
school and with friends and family, and tries to find ways to calm himself. The children
are asked how Sherman is coping with the “very bad thing,” and how he is finding ways
to self-soothe or pacify his inner turmoil. The final part of the book involves a therapist
who Sherman talks to, and eventually he feels better. The children are asked to draw
their thoughts about Sherman now that he feels better, and what Sherman might do with
his re-found happiness.
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The children explain to one of our four program staff the meaning of their drawings, and
the themes are tracked throughout the four weeks. It is a therapeutic process on its own,
but when some students are clearly exhibiting a decline in school functioning

(sometimes to the point of refusing to attend school), more intensive work is done.
Caregivers and teachers are consulted and children are assessed using a tool developed
by Médecins Sans Frontières. Individual therapy is also done with the child and
caregivers.
The wind and rain comes and the children still exhibit some hesitancy or fear, but it
passes quickly for most, and a song is sung. Most students now run outside to play in
the rain.
Over 100 children per week participated in the storybook sessions, and five to ten per
week had individual therapy. Primary healthcare includes mental healthcare. If we
don’t have staff who are knowledgeable and committed to mental health work, either in
a disaster setting or in a longer-term crisis setting, we are missing suffering that is
identifiable and treatable.

MY HEART LEAPS FOR JOY
Dr Josine Blanksma worked for Médecins Sans Frontières in Baraka
hospital in eastern Democratic Republic of Congo for eight months.
During her time there, Josine treated hundreds of patients for malaria, a
parasitic infection that can be fatal, particularly in children.
Here she describes what it was like treating her young patients for the
disease.
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IN THE WARD, the nurses are always busy: moving around, taking temperatures,
checking the heart rates of the little ones, checking how they’re breathing, administering
medications or putting in a drip when the children are too weak to swallow pills.
I go from bed to bed examining the patients. In children, malaria can rapidly become
fatal, so it’s really important that we pay close attention to their symptoms. Are they

breathing softly, or are they showing signs of respiratory distress? Are they losing
consciousness, or are they having seizures?
At that point, a lot of red blood cells have been destroyed, and the brain and other
organs are not getting enough oxygen. We bring the children immediately to the
Intensive Care Unit (ICU), administer oxygen and give them blood if necessary. We’re
working around the clock, doing everything we can to save children’s lives.
It is the peak of the malaria season in the Democratic Republic of Congo (DRC). Every
day, many patients arrive at the hospital with severe malaria.
Luckily, in most cases, we’re able to help them in time.
“Two days ago my son developed a fever. He’s been vomiting,” a worried young
mother tells me. She cradles her unconscious and very pale three-year-old boy in her
arms.
We do a blood test right away. My suspicion is confirmed: the little boy has malaria.
We medicate him through a drip, and he gets a blood transfusion as the malaria parasite
has been attacking his red blood cells. We give him oxygen through a mask, and feed
him therapeutic milk through a nasogastric tube.
We have done everything in our power; now we must wait to see if his little body can
defeat the disease. I’m afraid for his life.
When I wake up the next morning and go to the hospital, the little boy is awake. His
mother is feeding him porridge. Two days later he’s healthy again, and we can
discharge him.
On another day, two children arrive at the hospital suffering from severe malaria. The
five-year-old boy has been drifting in and out of consciousness, and the three-year-old
girl is in a coma. I fear the worst.
But my heart leaps for joy the next morning when I see them: the little girl is awake,
looking at me with interest. The boy is sitting up in bed and is even eating again.
The malaria season was particularly bad this year, and our help makes all the
difference for the families. There are many places in DRC where Médecins Sans
Frontières is the only provider of free medical care.
In DRC, my team and I provide lifesaving treatment to children like this little boy every

day. As I know I’ll be an aunt soon, patient success stories like this touch me all the
more.

SMALL MIRACLES
Here Dr Kelly Hildebrand describes her time in the Paediatric Units in
the Aweil Referral Hospital in South Sudan.
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I HAVE NOW been here for six weeks and I have experienced every possible emotion
from fatigue and hopelessness to sheer joy and gratefulness.
Our hospital has been over capacity since I arrived averaging 120 to 130 patients in
Paediatrics on a given day (I believe the beds are for 70 to 80 patients but we have
twins in many beds and mattresses on the floor everywhere).
In my neonatal unit, I accept very low birth weight infants (1.25 kilograms and above)
with gestational ages as early as six months. The tetanus room has had five to eight
children at a time, mostly neonates born at home who get the infection from the
umbilical cord as it has been cut without an appropriate clean tool. The Paediatric ICU
is overflowing with malaria, malnutrition and respiratory illnesses.
The first weeks were extremely hard on me. I spent a lot of time and energy focusing on
what I could not do, instead of acknowledging how much we were accomplishing. I
was worried about gaps in my knowledge as I am a general paediatrician, not an ICU
doctor (though I am so grateful for the ICU training I received in residency). I was
draining myself emotionally and realised mentally I would not survive if I kept
travelling this route.
Two small miracles happened for me right around the same time and it was the turning

point I needed.
During my first week here, a mum brought in her two-week-old baby who she had given
birth to at home. The baby had stopped breast feeding and was having trouble
breathing. We placed a pulse oximeter on the child and her oxygen level was really
low. She had crackles in her lungs and a loud murmur. I knew she was in heart failure. I
told her mum we would do what we could but the child may not survive the night.
We started oxygen, gave a small bolus for dehydration (a small volume of fluid), started
antibiotics, some maintenance fluids as the child was too sick to breast feed and gave
diuretics. I really did not think the child would make it through the night, but the next
morning there she was breathing fast and retracting but still alive. She now had oedema
(swelling) and a liver edge (signs of worsening heart failure) so fluids were stopped
and a nasogastric tube was placed. The mum was taught how to express breast milk and
how to place it in the tube for her child. The patient survived for days like this, her
lungs were full of fluid, all I could hear were crackles. She weighed less than 1.8
kilograms and all her efforts went towards breathing (all we had were five litres of
oxygen by nasal cannula to support breathing). I talked with her mum daily and she
knew I had a guarded prognosis, but I would continue to do what I could.
Then one morning, I did my examination and they were gone, the crackles were just
gone. I heard clear breath sounds. I must have listened for what felt like ages but I
couldn’t believe what I was hearing, or wasn’t hearing. Over the next 10 days, she
continued to improve. She started breast feeding and the feeding tube was removed.
She came off oxygen and finally, she gained weight. One month and one day later, I was
sending her home. She still has a murmur and she may get sick again but for now she’s
thriving. I told her mum she is my miracle child. (For the medical people my only
explanation was persistent pulmonary hypertension that slowly improved with time.)
My second small miracle happened right around the same time. I have been struggling
with malnutrition. The mortality rate is high when a malnourished child goes into shock
and it has been extremely frustrating for me, especially since malnutrition is not
something I see at home.
A patient was transferred to me from the feeding centre for decompensation - a sudden
deterioration in condition - and by the time she arrived she was in shock, nonresponsive, with cool extremities, and a weak pulse. Again my hope for resuscitation
was not great and the fluid balances in malnourished children can be tricky.
We gave a small bolus and started antibiotics. She responded a little to the fluid so we

gave another small bolus and then placed a nasogastric tube to rehydrate. We gave a
rehydration solution through the night. I said good night and gave strict instructions to
the night staff. I didn’t hear from them that night so I was not sure what to expect the
next morning, but once again when I arrived there she was sitting up in bed drinking. I
wanted to cry, I was so happy.
She was my first malnourished child in shock to recover. She continued to improve and
started to gain weight.
The days are still up and down and the bad days are still bad but I’m starting to see all
the good we do here as well and I keep holding out for small miracles!

RECONSTRUCTING BODIES
This is an interview with Orthopaedic Surgeon Dr Ali Al-Ani about the
work he did with Médecins Sans Frontières at the Reconstructive Surgery
Project in Amman, Jordan. The project serves Syrian, Iraqi, Yemeni and
Palestinian refugees.
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Tell us about yourself and your role at the Amman project?
My name is Dr Ali Al-Ani and I am from Iraq. I moved with my family from Iraq to
Amman in 2005 because the security situation was very dangerous and it was
impossible to live a normal life. I began working with the project as an orthopaedic
surgeon in 2007.

What kind of patients do you see?
Our patients are victims of conflict in the region. For the first two years of the project,
we received only patients from Iraq. In 2008, we expanded and started to accept
patients from other countries affected by violence in the region – we’ve since received
patients from Gaza, Yemen and Syria. The majority of the cases that we deal with are
complex.
What kind of cases can be accepted on the project?
Our selection criteria cover three specialties: orthopaedic, maxillofacial and plastic
surgery. Many of our patients have bone infections, requiring lengthy treatment
procedures. We also receive patients whose broken bones have not fused properly, with
or without soft tissue defect, as well as patients with bone loss, nerve injuries, and
associated physical deformities as a long-term consequence of untreated trauma.
Due to the nature of conflict-related injuries, each new case is a challenge and
each wounded patient is incomparable to another. How are you affected personally
by your work?
I am a surgeon but I am also a human-being and affected by what I see in my work. I
feel pain when I am face-to-face with innocent children and older men and women
whose lives have been forever changed by man-made conflict. But as a surgeon, I am in
a position to treat these vulnerable people, to make them smile and enjoy a sense of
independence again. I feel proud that this project has relieved the suffering of so many
patients – by reconstructing their injured bodies and helping them to regain functionality
– especially as those who are referred here may not be able to afford such care
otherwise.
Each patient has their own story of a life affected by war. But the story of a seven year
old Iraqi boy who was admitted to the project in 2009 touched me most. Rahim was on
his way to visit his grandparents when a roadside bomb exploded. His mother was
killed and Rahim was badly injured. He lost his right leg and his left leg was severely
damaged. Despite the complexity of the surgeries, over the course of several operations
the surgical team was able to reconstruct his damaged leg sufficiently for the leg to bear
weight, and to attach prosthetics, so that Rahim was able to walk again.
What difficulties do patients face when they return to Iraq?
The main difficulty is access to follow-up treatment back home. This includes
psychosocial support and physiotherapy. Although we try to finalise treatment in
Amman, these injuries often require a lot of follow-up after surgery, and this is a big

challenge.
What are your hopes for the future of the project?
The project has expanded considerably since 2006, and we have positive plans for the
future. We will soon be moving to a new facility which will improve the quality of care
and increase the project’s technical capacity and scope. It may also allow us to add
new types of surgery.
Patient name has been changed.

DAUGHTER OF THE FLOODS
Weeks after Malawi was devastated by the largest floods in living
memory, people were still struggling to get on with their lives and
preparing as best as they could for a difficult future ahead, like the
arrival of a new baby.
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MARTHA DIDN’T RUN when the floods hit. She didn’t run because there was
nowhere to go. Makhanga, a cluster of villages with a population of 5,000, rests on
what can barely be called a hill, but is nonetheless on slightly higher ground than the
vast plains of south Malawi.
But the other reason that Martha didn’t run is because she was eight months pregnant.
The water came during the night. At 3.00am Martha woke up. There was water in her
house, licking the blanket on which she slept.
Slowly, slowly, it crept up. Ankle deep, knee deep… until midnight when it reached her
window sill. It ate up the corn fields that feed the village. It contaminated the wells that
sustain the families. It blanketed the local clinic with thick, oozy mud which clung to

drugs, to instruments, to everything.
There was nowhere to go but up; there was nothing up but trees. Victor, Martha’s
husband, hauled his heavy wife and their five children up onto the branches, still
drenched from the heavy rains.
They stayed there for four days. The baby kept kicking.
And then it was time. Early one morning, 13 days after the floods came and went and
stole all of her possessions, Martha felt the baby was ready, even if she was not.
“We went to the clinic, but it was closed. There was no one there to help. I was told to
wait, that a helicopter was coming, that it could take me to another clinic,” she recalls.
By that time, Makhanga village had become an island cut off from the rest of the
country, apart from a slow trickle of aid dropped from the air.
“When we landed we were told there was a woman in advanced labour, but nobody to
deliver the baby. So it was up to me,” says Clive Kasalu, a Malawian nurse and
midwife working for Médecins Sans Frontières. Clive had an emergency delivery kit
and 14 years experience under his belt, so he felt confident. But still, “we had to
improvise a bit,” he says.
Only parts of the clinic had been cleaned up during the three days that Médecins Sans
Frontières had a team at work in Makhanga. Clive enlisted an assistant to “run up and
down to get us water,” while focusing on the suffering mother.
Within an hour, Martha was engulfed by birthing pains, sweating and clinging to the
bare bed while her husband Victor, the village’s headman, waited outside, worrying –
it’s taboo here for fathers to attend a birth.
And then, at noon, Makhanga had one more villager: a healthy, screaming, hungry, 2.9
kilogram baby girl.
Patient names have been changed.

A BEAUTIFUL DAY IN TAJIKISTAN
Rukhshona had multidrug-resistant tuberculosis (MDR-TB), but
following treatment in Médecins Sans Frontières’ project in Tajikistan,
she is now cured. “This is a joyful, memorable day”, said project
coordinator Beatrice Lau. “The treatment for MDR-TB is extremely hard
and takes a long time. We are very proud of Rukhshona that she has
persevered.”
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WHEN RUKHSHONA ARRIVES at her party, she is greeted warmly and showered
with congratulatory wishes. All the praise makes her visibly uncomfortable.
Nevertheless, she is thrilled with the party and, of course, the reasons for having it. “In
2011, I was hospitalised”, she said. “I had a fever, was nauseous and was coughing up
blood. It made me terribly worried. That seems so long ago now.”“The difference
couldn’t be greater,” Rukhshona’s mother said. “She was very ill, she was a different
person then. Her treatment was so hard and took a lot out of her.”

Patients receive a particularly gruelling treatment for MDR-TB (multidrug-resistant
tuberculosis), with a painful injection and taking up to 20 pills every day. The drugs are
often accompanied with serious side effects. “I got terrible headaches and pain in my
stomach and legs,” says Rukhshona. “I could barely walk. I was also nauseous and had
to vomit often. I felt so weak.”
“At first I did not even know what TB was,” she continues. “I was sick, but what did I
have? I didn’t know if I could be treated. That was very scary. Especially when I
started to cough up blood. I only started to believe I could get cured when I started
taking my medication and began to feel a little better bit by bit.”
As a teenager who couldn’t go to school, who couldn’t see her friends, Rukhshona often
felt very alone. She found comfort in the poems and songs of Rudaki, a Persian poet
who lived centuries ago, in the area where Tajikistan now lies. “His verses are about
life, about respect for people. It made me very happy.”
She received unconditional support from her mother, even though the treatment was a
fight for her, too. She found it hard to see her daughter go through such hard times. “She
was very worried about me,” Rukhshona said. “But she was always by my side, and
helped me through the days. She was very scared though, and I had to cheer her up and
tell her everything would be okay, even though I was the one who was sick.”
Despite her worries, Rukhshona’s mother wanted her daughter to finish her treatment.
“Some parents do not believe in treatment. Their children don’t survive,” she said. “I’m
very grateful to Médecins Sans Frontières for their care, the medication, and their
support.”
Meanwhile, the party is under way. There is dancing, singing, and lots of laughter. “It’s
a beautiful day,” her mother said. “For Médecins Sans Frontières too. Rukhshona is
proof that people, children, with MDR-TB can be cured and have a future.” Rukhshona
nods and addresses the small patients around her. “I thought I would never get better,”
she said. “But the care and support I received helped me get well. I’m cured now. You
have to keep believing that it’s possible.”
Patient name has been changed.

AISHA
When Aisha’s grandmother brought her to the outpatient post where
Médecins Sans Frontières teams were conducting outreach activities in
Afar, Ethiopia, everybody thought she had just a few days to live.
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“I HAD GIVEN up hope on my grandchild,” says Eisa, Aisha’s grandmother. “I thought
she was going to die like the three others before her.”
The one-year-old was suffering from severe acute malnutrition when she arrived at our
outreach post. Her mother was also ailing and suffers from psychosis. She was in no
condition to take care of Aisha and her older brother, leaving the grandmother as their
sole guardian.

Our team travelled to Afar in April 2013 in response to a nutritional emergency. Afar is
vast, and Teru - the area that we cover - is one of its most remote and neglected
regions. Subject to huge sandstorms and extreme temperatures in the dry season and
violent rainstorms that flood rivers and render roads impassable during the rainy
season, Teru is an extremely difficult context in which to work.
The Afari are a pastoral nomadic people who move from place to place in search of
water and pasture for their animals. Living this way makes it difficult to adhere to
treatment regimens, meaning that many people default before completing the program. It
also makes it difficult for our teams to follow up with people who default.
Our intervention covered 12 Kebeles (provincial administrative units), whose
inhabitants are completely cut off from healthcare. The decision to intervene was
reached after an assessment revealed an alarming rate of severe acute malnutrition in
the region - 26.6 per cent of an estimated catchment population of 87,374 people suffer
from the condition.
“Most of the cases that we admit in the stabilisation centre are severe acute
malnutrition with complications,” says Frank Katambula, Médecins Sans Frontières
Medical Team Leader in Afar. “What’s more,” he adds, “most of these are combined
with either pneumonia or TB.”
Despite the difficulties related to providing care in Teru, most cases have now
stabilised and children under the age of five continue to receive therapeutic food.
Overall, a total of 726 malnourished children were admitted to the therapeutic feeding
program and 1,154 moderately acute malnourished patients (including 416 pregnant and
lactating women) benefitted from the program.
“In total we have 78.2 per cent cured cases and a defaulter rate of 4.5 per cent, which
to me is quite good considering that access [to healthcare] in this area is not at all
easy,” says Jean François Saint-Sauveur, Médecins Sans Frontières Medical
Coordinator in Ethiopia.
After two months in the program and admission into the stabilisation centre where she
was also given specialised treatment for pneumonia, Aisha’s weight increased from 3.2
kilograms to 4.9 kilograms.
“When I see this child I feel very happy because the grandmother and the rest of the
community thought she was going to die,” says Nabiyu Ayalew, Médecins Sans
Frontières Outreach Nurse. “But we saved her life and she is still alive.”

Patient name has been changed.

THE SECRET BLOOD BANK
Dr Natalie Roberts was part of the Médecins Sans Frontières team
providing training and equipment to hospitals and health facilities in
Aleppo, Syria.
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THERE IS SO much avoidable disease and trauma in Syria that we as Médecins Sans
Frontières can really help with and there is really no one else there to do it. You can
really see the difference that even basic things, like a kit of medicines can make. This is
my second time in Syria, and over the last weeks I’ve really noticed the escalation of
violence. But you get used to it. Incidents that initially made me very frightened, I now
take for granted.
The first time I was really scared was when a very large missile landed not too far
away from where we were staying. We could feel the windows of our house shaking.
There were two of us in the house and we were both afraid. But within a month, we
were getting missiles every night - some very near - and we’d get out of bed and go to
our safe room but be complaining that it was cold and our sleep was being interrupted.

You even start making jokes about it, but it’s just a way of coping. In reality, you never
really lose the fear.
The first time I visited one particular emergency department at a hospital in Aleppo we
were discussing with the staff how we could help them when news came that a mortar
bomb had hit a nearby market. Very quickly we started to receive casualties. Ten
fatalities arrived almost immediately, then four more - two who had sustained massive
head injuries.
In situations like that, it’s vital you triage and prioritise patients and it was very clear
that these two patients were beyond help. In the midst of all the panic and crisis my role
was to point out that two eight-year-old girls with shrapnel wounds who could be
helped were our priority.
People are grateful that we’re there. We help with what we can, but the needs are huge.
We provide vaccinations and supplies for dialysis machines. We’ve set up a blood bank
in a secret location which supplies all hospitals in the area. People have been coming
from 50 kilometres away to access it. It required a bit of work, a lot of training and
equipment, but it’s now up and running. Before people were getting unsafe blood, blood
that hadn’t been tested and stored correctly, but now they are. Something like that is
really easy to do, but it’s cost effective and it saves lives.
The suffering that people are experiencing in Syria is incredible and it’s frustrating and
upsetting to see so many problems and know that because of security or for other
reasons you can’t solve it all. But as Médecins Sans Frontières we do what we can, and
it’s vital we continue to help.

EBOLA
Ane Bjøru Fjeldsæter, a Norwegian Psychologist, recounts her
experiences working with Médecins Sans Frontières in Sierra Leone
during the Ebola epidemic in 2014.
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I WAS EXPECTING the Ebola epidemic to be quite gruesome and unlike anything I had
seen before. But I really didn’t expect its magnitude - this outbreak is enormous. In
Sierra Leone, it killed a lot of health workers before Médecins Sans Frontières even
arrived.
Not surprisingly, medical staff were reluctant to work with us at first. They’d never
come across Ebola before, but at least they had previous experience of people suffering
and dying. But for the non-medical staff, like the hygienists - our hospital cleaners - it’s
been a new and disturbing experience, and a large part of my work involves providing
them with counselling and support.

The hygienists have the hardest job of all, because they are the ones dealing with the
dead bodies. A lot of the cleaners are young, unskilled workers. In an area with an
unemployment rate of 95 per cent, they jumped at this opportunity to get a job.
Theresa Jones, 19, lived in Freetown with her sister, where her school closed after the
Ebola alert. While she was to visiting her mother who lives in Kailahun, a friend told
her that Médecins Sans Frontières had a treatment centre and was looking for workers.
She went daily to the centre for a week and was finally employed as a hygienist. She
washes clothes, tents, patients, toilets, and also prepares the bodies of the deceased
patients who did not survive the Ebola virus.
Before joining Médecins Sans Frontières she had never seen a corpse. The first time
she was very scared. She is sad when she sees young people who have died. Her
friends and family are afraid, they don’t dare approach her, but they understand and
appreciate the work she does. At first they said that Ebola kills and if she works at the
centre she will die. Now, thanks to her work at the centre, they know the basic rules to
follow to prevent contracting the virus themselves.
While all our staff are well trained in protective measures, just knowing that you are
potentially putting yourself at great risk of contracting the disease can be stressful.
Dealing with the dead bodies is disturbing; the hygienists experience feelings of
sadness and fear, and also disgust. With Ebola, when patients die there can be bleeding,
vomiting and diarrhoea. The hygienists tell me they experience flashbacks of things they
have seen and smelled. Even wearing a mask, you can’t shut out all the smells.
Traditionally, in Sierra Leone, the bodies are taken care of by the tribal elders. A lot of
the hygienists feel they are too young to be dealing with the dead - they feel they’re
being disrespectful of their culture’s traditions. We make sure that on each shift there is
always one man and one woman, so that when someone dies, there will always be
someone of the same sex to tend to them.
The local staff also experience huge stigma from the community making it hard for the
hygienists to maintain their image of what they are doing. We tell them, “You are
heroes, you’re doing a very important service for your community - it’s absolutely vital
that someone is doing this job.” But although we see them as heroes, this isn’t always
how they are perceived by their families, their friends or their villages.
When we discharge a patient who has survived Ebola, it makes an enormous difference
to them. On one occasion, three people who had been cured were discharged from the
isolation ward, and all the hygienists were dancing around the ward, deliriously happy

and taking photographs.
They find ways to manage the stress: they take good care of each other; when someone
is upset, they talk about it; and they are very open about voicing their concerns and
difficulties. But the fact is that the local staff have had their lives turned upside down.
For this entire district, everything is upside down.

CONTINUITY
In 2013, Médecins Sans Frontières opened a new clinic in Kibera, a slum
in the Kenyan capital of Nairobi. Kibera is home to around 250,000
people - many of whom are Nairobi’s most vulnerable residents.
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THE MEDECINS SANS FRONTIERES Kibera South clinic provides comprehensive
medical care, including inpatient and outpatient services, 24-hour maternity care and
treatment for diseases such as HIV and tuberculosis (TB), which are common in
Kibera.
Parents bring their children to the clinic for essential vaccinations and nutritional
screening. Victims of sexual violence can also get treatment, support and ongoing
counselling.
In the past year around half of Kibera’s residents have visited the Médecins Sans
Frontières clinic for medical care. The team sees a large number of patients who need

treatment for respiratory infections, diarrhoeal diseases and skin diseases that are
caused by the poor hygiene and sanitation conditions of the slum.
Each day around 280 people come through the triage room, with the majority seeking
treatment for upper and lower respiratory tract infections, diarrhoeal diseases, skin
infections, diabetes and hypertension.
The clinic has a 24-hour maternity ward which includes three delivery beds and six
post-natal beds. Every week, around 45 babies are born. As many of the local residents
are HIV positive, the clinic provides care to help prevent babies contracting the virus
from their mothers.
Chaniya, a 26 year old mother said, “I have come to bring my child for immunisation.
As a mother living with HIV since 2008, the clinic has played a big role in testing,
counselling and helping me to deliver HIV negative children. I have learnt from the staff
here that being HIV positive is not the end of my life, I can live longer, give birth and
bring up my children in a healthy way.”
The centre is also equipped with a fully functioning lab, able to do blood analysis and
tests for tuberculosis. The laboratory allows people to get tested for HIV and TB and to
start on treatment as soon as possible. The earlier that people receive the correct
diagnosis and treatment for TB, the better their chance of being cured and the sooner
they stop being infectious.
After more than twenty years of working in Kibera, Médecins Sans Frontières is
planning to hand over its medical activities to the local health authorities in 2017, and
at the time of writing, is working with them to make sure that the medical services can
continue.
Patient names have been changed.

CHOPPED
Ben Gupta is an Anaesthetist. Here he recounts his time working with
Médecins Sans Frontières in Papua New Guinea helping victims of
violence.
I’VE BEEN WORKING as an anaesthetist for Médecins Sans Frontières here in the
Southern Highlands of Papua New Guinea (PNG) for five months already, but the
scenery still has the power to leave me breathless. Think of the word ‘paradise’ and
you’d probably picture a landscape something like this.
Unfortunately, this stunning scenery was not to be the most memorable aspect of my day.
As I got back to the hospital around midday, Max, the Médecins Sans Frontières
surgeon, came out to meet me with a grim look on his face.
“Sorry mate, we’ve got to go to theatre now,” he said. “A woman’s just been brought in.
She’s been chopped.”
My heart sank. In the local Pidgin English, ‘chopped’ means attacked with a machete. I
rushed inside and got changed.
Even after five months, dealing with the repercussions of this violence on a daily basis
never felt normal. It had, however, become depressingly familiar. As I scrubbed up, I
wondered how such extreme and endemic violence could exist in such an idyllic
landscape, populated by such friendly, open people.
Lucy, one of the local theatre nurses, was attending to the woman as she lay quietly on
one of the beds outside theatre. She had already applied pressure dressings to the
woman’s arms and head and was talking to her gently.
Despite all the bandages, I felt positive when I saw her. She was alert and answering
questions from Lucy, a sign that she probably hadn’t lost too much blood. She also
didn’t have any facial injuries that would leave her with permanent disfigurement.
We took her through to the operating theatre and I put a local anaesthetic block in to
numb her arm. While we waited for her arm to go numb, Lucy cleaned her head-wound
and chatted to her in Huli, the local tribal language. She told us her story.
It turns out she had been arguing with her brother about money when, without warning,

he had taken a machete to her head and arms.
The surgeon, Max, began removing the bandages from her numb arm while Lucy
continued to translate. Suddenly he stopped what he was doing. I looked over and saw
that underneath the bandage the woman’s hand was almost completely amputated,
barely hanging on by a tiny strip of skin.
There was a split second of silence before Max gently explained to the woman that her
hand could not be saved.
We then got on with the job of repairing what was left of her forearm. It took us a few
hours, but we managed to repair much of the damage and tidy up some of the mess the
machete had made. After the woman had been wheeled away to the ward, we cleaned
up and left the theatre in silence. None of us felt like talking.
Over the following weeks it was gratifying to see her slowly but surely making a full
recovery. With the help of the professional psychological support provided by
Médecins Sans Frontières, she also began to interact more with staff and even
occasionally to smile.
There are no quick solutions or easy fixes for trauma like that, just as there aren’t any
for a society where violence has become such an accepted part of daily life. But I hope
that by being there, by providing much needed medical care, we are helping to make a
real difference here. Such a beautiful country and such beautiful people deserve the best
we can give.
I know that if Médecins Sans Frontières wasn’t in Tari providing emergency surgical
care, then a lot of people who have been attacked, wounded and maimed in this area
over the last few years would almost certainly have died.

FRIDGES IN THE FOREST
This is a first hand account from William Turner of his time working in a
Médecins Sans Frontières mobile team in remote areas of the Democratic
Republic of Congo.
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UNDER ANY CIRCUMSTANCES, it’s not an easy task travelling along muddy
rainforest tracks by motorbike and crossing swollen rivers by dugout canoes. Now
imagine doing it while carrying a refrigerator. This is exactly what my team and I did as
we mounted an expedition to test 40,000 people in remote villages of the Democratic
Republic of Congo (DRC) for sleeping sickness.
The mission took us to the town of Bili, in the far north of the country. Bili sits in a
heavily forested area between the river Uélé and the border with Central African
Republic. The area is a global hotspot for sleeping sickness. In fact, some 85 per cent
of all sleeping sickness cases are found in the DRC. But the region is so insecure and
remote that the problem has long gone ignored.

In early April 2013, our Mobile HAT (Human African Trypanosomiasis) Team
installed a laboratory and treatment ward in Bili hospital and began testing local
people for the disease. Once the entire population of the town was tested, the team
turned its focus to about 50 other villages located deep in the surrounding rainforest.
The team was on the road for about three to four weeks in a row. Sometimes we rode
on motorbikes to make our way along barely accessible paths through the forest. We
moved from village to village and slept in tents every night.
The logistical challenges are enormous. It can take up to a month for supplies to reach
Bili. Small planes, landing on an improvised airstrip in the forest, can bring in only
limited quantities of supplies. Trucks carrying the cargo - which includes sensitive
tools such as microscopes and centrifuges - have to be ferried across rivers on rafts,
while muddy tracks are often blocked by toppled trees. During the rainy season, many
of the villages are completely unreachable.
On top of this, the test for sleeping sickness is complex, with several components that
have to be kept cool at all times. Even in the most remote areas, the teams travelled
with a generator and refrigerators.
The Mobile HAT Team have also spent nine months in South Sudan, another sleeping
sickness hotspot that’s struggling to overcome the effects of decades of conflict. The
team targeted villages across Central and Western Equatoria states, where sleeping
sickness rates had previously been very high.
Travelling thousands of kilometres from village to village, the team screened more than
60,000 people. Thirty-eight confirmed cases were identified and treated, indicating the
good news that the prevalence of sleeping sickness in these areas has decreased
significantly.
In addition to screening patients, Médecins Sans Frontières has also worked to improve
our screening, diagnosis, and treatment capacities. More than 200 South Sudanese staff
received training that they will be able to put into practice in the years to come.
By screening and treating people over a wide area, we save lives, first and foremost,
but we also reduce the prevalence of the disease. Each person treated is a step in the
right direction.
But the difficult terrain, unwieldy kit, and regional insecurity are not the only
challenges. Until there are simpler and more suitable diagnostic tools and treatments,
and dependable funding for national programs, eliminating the disease will continue to
be an uphill struggle.

THE BUZZING OF HELICOPTERS
This story shows the magnitude of the fear, the pain and the silence that
affect communities in the Cauca Mountains in Colombia and
demonstrates their need for psychological support to help them heal the
invisible wounds and suffering caused by ongoing conflict.
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“WHEN THE FIGHTING starts, you say, oh my God, and you rush this way and that in
a panic to get home and shut yourself inside, and the bullets whistle over the house. The
children cling to your legs and scream when they hear a helicopter,” says Manuela. “It’s
horrible to live like that, and this is the life we are living here throughout the Cauca
department.”
Manuela has been displaced several times by the armed conflict between armed groups
and the governmental forces that has been going on for the last 50 years in Colombia in
various regions of the country.

Despite the decrease in the amount of harassment, attacks and fighting, the people
continue to live in fear, pain and silence in the Cauca mountains in the south of
Colombia.
It is one of the areas in the country with the most armed activity. The inhabitants are
accustomed to the sound of bullets and the buzzing of helicopters. They run to hide in
their houses or are forced to move to other places with their families until the violence
stops and they can return.
It was on such a day that the bullets shattered the lives of Manuela and her husband
Ricardo one year ago. As usual, Ricardo was sowing coffee in his field in the village in
Cauca.
“Around two o’clock, the shooting from the front started. We live in between two hills
and our house and our field are in the middle when there is fighting. We locked
ourselves up in our house to have lunch. Forty-five minutes later everything seemed
calm and my husband went outside to feed the dog,” recalls Manuela with a serious
face. He was hit by a bullet and fell at the feet of his six-year-old daughter, who ran
into the house crying, thinking that her father was dead.
The bullet entered through his face and exited through his ribs, splitting his collarbone
and leaving his arm disabled for life. “I can’t do things by myself anymore, now I can’t
work. I can’t hold anything in my hand for long,” adds Ricardo shyly, while showing his
scars. Until then, he had been the family breadwinner. Now he can’t even afford the
transport to see the specialist, who is five hours away from his house.
Manuela escaped the bullets but suffers post-traumatic stress. “We were very affected
psychologically by what happened. I was crying all day. We were fighting and fed up.
Even our daughter is not well, she is behind in school,” says Manuela.
“When she hears a helicopter she goes straight to the house and she tells me to hide or
she says ‘Daddy, the bad guys are coming,’ adds Ricardo. The girl is frightened.”
The armed conflict has left the most directly affected people psychologically scarred
for years. However, access to mental health in these isolated villages of the mountains
is non-existent. There are no available psychologists to do individual consultations at
the primary care level nor in the municipal hospitals, which are often six-hours away
on unpaved routes.
Médecins Sans Frontières psychologists do both individual and group therapy sessions
in the municipal hospitals and villages in the Cauca mountains. In this way, the
dispersed populations also have access to psychological care.

In addition the psychologists work with the community leaders, health promoters,
midwives and teachers on prevention issues. The objective is to train them so they can
identify which people need to be transferred to a psychologist or a psychiatrist and so
that they can offer some immediate psychological primary care when there is an
episode of violence.
“Many of the people who have suffered sexual violence or armed conflict events
recently, or not so recently, and who suffer post-traumatic stress have never received
psychological treatment,” explains Juliana, a Médecins Sans Frontières psychologist
who works in the area.
Paula’s husband was killed in 2005. Another resident of the Cauca Mountains, it took
her eight years to see a psychologist. She is now a community leader trained by
Médecins Sans Frontières.
“They told me I shouldn´t live with this pain and that I could overcome it. The therapy
has given me motivation and strength and trained me to be able to go to the communities
and tell them they can carry on,” says Paula. “I don’t have that fear anymore and I have
managed to get over the death of my husband.”
Patient names have been changed.

VICTORY
Nurse Flora Escourrou describes her first placement with Médecins Sans
Frontières in eastern Chad where she took part in a measles vaccination
campaign.
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I ARRIVED IN the capital, N’Djamena, in mid-April and with the other four members
of the team I set off on the road to Abéché. The journey would take two days to cross
the country from west to east.
In Abéché, there had been reports of cases of measles for several months and by April,
the epidemic had reached an alarming scale. Measles is a disease which is under
control in Australia, but it can lead to serious complications. In the worst-case
scenario, when access to care is insufficient, mortality can climb to 20 per cent. Yet,

epidemics can be avoided as the vaccine is effective and inexpensive. The previous
vaccination campaign in the Abéché region had been carried out in 2009 so, with the
subsequent births, the number of unprotected children had been steadily rising.
When we arrived in Abéché, preparations were already well underway and 26 district
health centres were approved to take part by the local authorities. We had two weeks to
vaccinate nearly 100,000 children.
Our first task was to recruit local staff to help in the campaign. By the end of April, we
had put together and trained 14 teams of six people including a number of local student
nurses complemented by members of the local communities. Each team had to vaccinate
an average of 500 children a day.
Each morning we met at 5am to finalise the roadmaps; then the 14 supervisors arrived;
after that, we checked that the equipment, starting with the refrigerated vaccines, had
been properly loaded into the jeeps; finally, the teams set off at around 6am.
For the first week, I was responsible for supervising our operations. The drive to the
most far-flung vaccination sites could take up to three hours. Sometimes things had to
be reorganised, such as asking the village chief for extra security personnel to manage
the crowds.
Only children aged between six months and five years receive the jab, but mothers
don’t always know the exact age of their child. As a rule, if they are old enough to have
teeth, they are included. As an exception, children from nomadic communities are
vaccinated up to 15 years of age, as they often slip through the routine vaccination
programs.
The second week, I was more involved in treating measles cases that had been flagged
by our teams. Mothers didn’t always take their children with measles to the vaccination
site, for fear of contagion. There is no specific treatment against the virus. Instead, we
tackle the symptoms of the illness with antibiotics, paracetamol for the fever and eye
ointments. Nutritional support is often necessary too, as measles is a malnutrition risk
factor. All those treatments can be administered on the spot.
However, children with complications were taken to Abéché hospital, where we
ensured that they would receive free treatment. The most upsetting symptoms are
respiratory distress and convulsions. When children have these symptoms, it’s easier to
convince the parents to take them to the hospital. For people as poor as those we were
working with, it can take some persuading to go to Abéché and stay away for several
days. So, even when we offered to take and bring back the child by ambulance, each

successful negotiation was a victory.

GLORIOUSLY CALM
Nurse Emma Pedley, describes her work with Médecins Sans Frontières in
Central African Republic (CAR). Médecins Sans Frontières has been
working in the country since 1997. Since December 2013, in response to
the crisis, we have doubled our medical assistance in CAR and are
running additional projects for Central African refugees in neighbouring
countries.
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IN ADDITION TO keeping the hospital and medical supply side of things ticking over,
I have also had the opportunity to travel out with our mobile teams a few times since
coming to Zemio, Central African Republic (CAR).
Médecins Sans Frontières supports four small health posts a couple of hours along the
main roads leading into and away from Zemio, and a larger one in Mbok which is a
whole day’s drive away. The villages we support are small but isolated. Malaria and
diarrhoea are the main killers out here, and it’s a long walk to the hospital in Zemio
without these centres.
Our day starts early, 6am, packing a car full of equipment and making sure we have all
the necessary supplies to restock the health posts. By 7am we are on route out of Zemio,
and the day is already beginning to get hot.
We pass family groups of Peuhl - largely nomadic cattle herders who have migrated

down into CAR over the last few decades from Chad and other northern African
countries. We wave to them out of the vehicle windows as we pass.
In fact the waving is more or less mandatory - it’s part of our security briefings, as well
as being common sense to be entirely frank. Médecins Sans Frontières, both for
information and safety purposes, relies on maintaining close and friendly relations with
the communities it serves. And you are far more likely to think kindly of a strange white
face in a car as it passes you if it smiles and waves, than if it ignores you.
The villages are in small clearings in the forest. No electricity here, no music, just the
background noises of people quietly getting on with life - pumping water, sorting grain,
raising children. It’s gloriously calm after weeks spent at the hospital in Zemio.
My partner Julie takes the lead at the first health post, delivering refresher training on
dehydration treatment to the staff and going through their statistics with them. I poke
around in the small mud walled pharmacy, doing an inventory and reviewing
prescriptions with the local pharmacist.
After a couple of hours we pile back into the car and rattle off to the next clinic where
we repeat the performance and consult on a couple of complex and chronic cases.
A certain hopeless frustration is shared by both of us at this point - Médecins Sans
Frontières’ concern out here is acute and emergency care only, and we have little or no
access to medications and treatment for things like arthritis and heart failure.
There is something deeply unjust about seeing the dignified older people of these
communities - who have survived so much in their life times, yet are somehow so
neglected in their last days.
Slowly the shadows lengthen and the car begins to slow down as we begin to pass
through the outskirts of Zemio and the huts become more closely spaced together. The
vibrant greens of the forest counterpart to the rich ochre of the dirt road, and in places
dizzyingly beautiful clouds of enormous butterflies scatter out from the undergrowth as
we barrel past.
As long and draining both physically and sometimes emotionally as the journeys are,
they are also incredibly beautiful.

QUADRUPLETS
Dr Aoibhinn Walsh is a Paediatrician from Dublin who was working with
Médecins Sans Frontières in Timergara in northwest Pakistan. Here she
describes the last two days of her mission. Médecins Sans Frontières has
been present in Pakistan since 1986, working with Pakistani communities
and Afghan refugees.
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I AM LEAVING the project here in Timergara in two days. It has been a long eight
months, and for the majority of time I have spent here I have been in the mother and
child health centre run by Médecins Sans Frontières at Timergara District Hospital.
As a Paediatrician, my job primarily has been to care for the babies born in this
department, and spending so much time here has given me insight into the stories of the
women here, both our staff and patients. One thing that will forever stay with me is the
strength of these women. They take everything in their stride and when a difficult
situation arises, instead of complaining they just simply act. I have been privileged
during my time here to bear witness to some of the stories of these women, some of
them heartbreakingly tragic, some uplifting and hopeful. There are too many to recount.
However on Saturday morning something happened in the centre that was nothing short
of miraculous and really made me so proud to have been part of the team even for a
short period of time.
There were four staff on duty for deliveries - Gulnaz, Rabia, Lubna and Asma. A
woman came in at 4am, in active labour, fully dilated and ready to deliver. She had one

five-year-old boy at home and had previously had twins die in the first few hours of life
after caesarean section. She told the staff that she was 33 weeks pregnant with
quadruplets!
I can only imagine the panic and drama that would have ensued had this occurred in a
hospital at home in Ireland. Multiple births, particularly premature babies, are
incredibly high risk for both mother and babies. If possible the babies are delivered
during the day via a planned caesarean section with midwives, paediatricians,
obstetricians, and paediatric nurses all present. Usually there are at least two medical
staff per baby in the delivery room.
Here, with this not available or possible, the centre staff did what they always do: they
took it in their stride. All four babies were delivered safe and well within twenty
minutes. Two babies delivered head first and two were delivered breech (feet first),
another technically difficult achievement. The nurse working in the neonatal ward was
called down and all four babies were soon cosily ensconced together in the neonatal
unit.
Meanwhile, the mother went to the operating theatre as she had experienced some
bleeding after delivery, which is to be expected after such a dramatic delivery. The
total weight of the babies amounting to 8.2 kilograms!
I came to the hospital the next morning to find these four beautiful babies waiting for us.
Seeing the look on the mother’s face when we informed her that all the babies were
healthy and stable will be a memory I carry with me forever. It will remind me of why
the centre is so important here in Timergara. It gives these women a chance to have
their babies safely, in an environment where mother and child will be given a high
standard of care. It also leaves me in awe of what the team achieves, in a place with
limited resources and where the enormous volume of complicated deliveries could
easily overwhelm and panic even the most experienced people. Instead they unfailingly
continue to take care of their mothers, sisters, aunts and daughters, and prove that
moments like the birth of these four babies are possible anywhere with the right amount
of knowledge, passion and skill.

© Aoibhinn Walsh

CONCLUSION
If you have read this book from start to finish, you now have an insight into the work of
Médecins Sans Frontières.
Despite harsh terrain and climate, risk of violence and illness and any number of other
difficulties, Médecins Sans Frontières teams deliver medical assistance to vulnerable
people around the clock, around the world.
Please share this book with your friends and family.
If you choose to also make a donation, your gift will be used to deliver medical aid to
patients like Rukhshona, Aisha, Rahim and the millions of others that will be assisted
by Médecins Sans Frontières in the coming year.

MEDECINS SANS FRONTIERES
CHARTER
Médecins Sans Frontières is a private international association. The association is
made up mainly of doctors and health sector workers and is also open to all other
professions which might help in achieving its aims. All of its members agree to honor
the following principles:
•

Médecins Sans Frontières offers assistance to populations in distress, to victims
of natural or man-made disasters and to victims of armed conflict, without
discrimination and irrespective of race, religion, creed or political affiliation.

•

Médecins Sans Frontières observes neutrality and impartiality in the name of
universal medical ethics and the right to humanitarian assistance and demands
full and unhindered freedom in the exercise of its functions.

•

Médecins Sans Frontières’ volunteers undertake to respect their professional
code of ethics and to maintain complete independence from all political,
economic and religious powers.

As volunteers, members are aware of the risks and dangers of the mission they
undertake, and have no right to compensation for themselves or their beneficiaries other
than that which Médecins Sans Frontières is able to afford them.

