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A good start
vaccinating children under five

HUMANITARIAN SPACE
Dear Friends,
One of the most
effective methods of
protecting the health
of young children is
vaccination, and over
the past few decades,
remarkable strides
have been made in
the effort to vaccinate more children against
illnesses that can prove fatal if contracted.
In many ways, thanks to the dogged commitment of a
number of organizations involved in the field of global
health and the resources they’ve devoted to the cause, this
effort has been an enormous success. Across the world, in
fact, millions of children who would have gone without in the
past now receive vaccines that help prevent flu, diarrhea,
tuberculosis, and pneumonia, among other diseases.
It’s something to celebrate, but at the same time, we
can’t ignore the fact that some 22 million children still do
not get vaccinated each year and are thus left vulnerable
to sicknesses that halt young lives before they really get
underway. Nor can we ignore the fact that the current pricing structures around vaccines, along with the dominant
research and development models, are part of the reason
this happens.
In this issue of Alert, we want to give an in-depth look at
some of the dynamics that have prevented the international
medical community from vaccinating more children and
some of the changes that will be necessary if we are going
to protect more of the most vulnerable among us.
This conversation relates to what is now a signature MSF
issue: Access to medicines. It’s something that can be
discussed in policy terms and through numbers and graphs,

but on some level, we’re talking about what is possible, what
could be done—who could be assisted—if the proper resources were allocated and the proper priorities established.
That’s what we see in the story of a young South African
woman named Phumeza, whom you’ll also meet in these
pages. She recently completed a grueling treatment
program for multidrug-resistant tuberculosis and is now
looking ahead to the next phase of her life.
Her accomplishment is something to be celebrated. But
we, as caretakers, know that the pills she had to take—all
20,000 of them—could be better, that easier and perhaps
faster and more effective TB treatments are possible. At the
very least, they, like better-adapted and more affordable
vaccines for children, should be pursued so more people
can benefit—some 8.6 million people developed TB last
year, according to the WHO, and 1.3 million died from it—
and more lives can be fully lived.
We also bring you firsthand accounts from two MSF field
workers recently returned from working in Syria, along
with an op-ed about MSF’s wrenching decision to close its
Somalia programs, both of which touch on the art of the
possible from different angles. And we’re proud to share an
excerpt from a recent World Policy Journal article by MSF’s
Jason Cone and Francois Duroch on the risks humanitarian
workers—and emergency medical workers in particular—
face in the field.
We hope you will enjoy this issue of Alert, and hope you will
continue to help us see what is possible in our work, and for
our patients.
Sincerely,

Sophie Delaunay

Executive Director, MSF USA
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Reports from the field

A good start:
Vaccinating Children under Five
Great strides have been made in the effort to vaccinate children
against preventable but potentially fatal diseases, but more can
and must be done.
We hear it time and again. The locations change, as do some of the details, but many of the stories told by MSF staff providing basic vaccinations to children have striking similarities: A mother arrives having traveled a great distance—usually on foot—from a remote village. Driven by
a purpose beyond herself, she has carried her child or children across
rivers or mountains or frontlines because she had heard that someone
was vaccinating children against diseases that continue to kill infants
the world over, and she wanted to make sure that hers—or as many of
them as she could bring—got the protection they needed.
It’s not the only time she’ll have to make the journey, however; the
full course of vaccinations requires five visits during the first year of a
child’s life. So before long, she’ll likely be doing it all again.

Through their actions, mothers like these provide more compelling
evidence of the need for wider access to vaccinations than any statistic
could. Still, the numbers are telling, one set of them in particular: Every
year, some 22 million children do not get the vaccines they need—that’s
five times more than the total number of children born annually in the
United States—and roughly 70 percent of them live in 10 countries.

Working to Expand Access
Vaccines have long been part of the services MSF offers, particularly in
countries where vaccine coverage is low. As part of basic health care
programs in these places, teams provide children with a slate of vac-
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cines currently recommended by the World Health Organization: DTP
(diphtheria, tetanus, pertussis), hepatitis B, Haemophilius influenzae
type b (Hib), BCG (against tuberculosis), measles, polio, and, increasingly, pneumococcal conjugate vaccine.
Other organizations like the Gates Foundation and the GAVI Alliance
(formerly known as the Global Alliance for Vaccines and Immunization)
also focus on vaccinating children and getting the newest vaccines to
developing countries. And real progress has been made. But all involved
know that much could be improved, that more children could, and
must, be reached.
Led by its Access Campaign, MSF has identified some specific issues
that prevent our teams and others involved in this effort from reaching
as many children as they could. While our logisticians work to get drugs
where they need to be and field staff work to identify children in need
in places that are too often overlooked by national health plans and
aid organizations, the Access team will continue pushing for policy and
research and development reforms that can make more vaccinations
available, at lower cost, for more people.

A Need for Adaptability
One reason mothers have to travel so far to get vaccines for their
children is because in many cases, it’s simply not possible to bring the
vaccines to them. As constituted at present, these vaccines have storage and delivery requirements that can be very difficult to uphold.
Imagine trying to reach children in a remote village in, say, India, or
Chad, or Central African Republic. The roads are bad, prone to flooding during the rainy season. The vaccines themselves need to be kept
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ABOVE: An MSF staff member administers a pneumococcal conjugate
vaccine in South Sudan © Yann Libessart/MSF

at a certain temperature—between 2° to 8° Celsius, or roughly 35° to
46° Fahrenheit—lest they become ineffective, but there’s no electricity
along much of the route. And the vaccines mostly have to be administered with needles by trained health professionals, people who are
often in short supply in countries lagging in terms of development or
afflicted by years of conflict.
MSF teams must contend with all of these challenges, and not all of
them can be surmounted with existing technology. There is a profound
need for vaccines that are better adapted to the settings in which
they will be used. If they could withstand higher temperatures, if they
could be delivered through a mist or a patch, or if the course could be
completed with fewer doses, it would be far more feasible to get the
vaccines and people who could administer them to the towns in which
these mothers and children live—rather than putting the onus on them
to come to fixed medical sites, and in some cases, make a brutal choice
about which children they can take with them.

Every year, some 22 million children do not get
the vaccines they need. That’s five times more
than the total number of children born annually
in the United States.

Reports from the field

WHAT WE NEED TO PROVIDE VACCINES TO CHILDREN

Two new vaccines account for 74% of
the cost to vaccinate a child.
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Total cost of vaccine packaging in
a developing country
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EASIER-TO-USE VACCINES

EASIER ACCESS TO VACCINES

Keeping vaccines cold is a major challenge
in developing countries with hot climates.

Five vaccination visits are required before a
baby’s first birthday. This can be difficult for
caregivers in developing countries.

45°C
113°F

• Several hour
walk
• No money for
transport

2–8°C
35–46°F

MSF’s position is that the global vaccination community, led
by the WHO, UNICEF, the GAVI Alliance, and the Gates Foundation,
and working with governments in developing countries, needs to
emphasize and help enable the development of better-adapted
vaccines. Rather than sticking with a one-size-fits-all approach,
vaccines should be tailored to specific contexts, specific countries,
and specific strains of a given disease.

Pricing
In 2001, the cost to provide a child with basic vaccinations was $1.38.
Today, it’s $38.80, an increase of more than 2,700 percent. Given the
fact that the number of basic antigens recommended by the WHO
has climbed from 6 to 11, the price was certain to rise. But the jump
is largely attributable to the high price of new vaccines—particularly
those for rotavirus and pneumococcal disease, which together make
up more than 70 percent of the price tag—resulting in a cost structure
that is simply not sustainable for many countries.
It’s hard to criticize vaccines that cover children against more diseases. But if prices stay high, fewer vaccines are bought and administered, so fewer children get vaccinated. As one Ministry of Health
official in Kenya put it, “Adding new, expensive vaccines to the national
immunization program” without somehow accounting for the price
increase “is like taking out multiple mortgages.”
GAVI has committed almost $8 billion dollars to introduce new vaccines and strengthen existing immunization systems in the developing
world, and as the largest purchaser of vaccines for poorer countries,
the organization can negotiate more favorable terms for countries
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In Chad,
the temperature
can reach
45°C / 113° F but
electricity for
refrigeration is
limited. Most
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UNICEF Vaccine Price Data: http://uni.cf/mti97E

MORE AFFORDABLE VACCINES

it covers. But once a country’s annual per capita income rises above
$1,550, that country begins to “graduate” and move out from under the
GAVI umbrella, into terrain where they’ll be forced to pay incrementally
more in the years that follow.
By 2016, for instance, some 17 countries will have lost GAVI support,
and more countries are starting the “graduation” process each year. No
longer eligible for reduced prices, countries like Republic of Congo and
Honduras may soon have to choose which of the vaccines it can afford
and which ones its youngest citizens will have to go without.
Bringing prices down is therefore another crucial priority. One step
would be to loosen the stranglehold a handful of pharmaceutical
companies have over the vaccine market, allowing greater competition
that would drive down costs. GAVI should use its purchasing power to
negotiate better prices as well, and, just as importantly, it should give
organizations like MSF—organizations that are on the ground, ready to
put in the effort to reach as many children as possible—access to vaccines at the prices they negotiate for governments.
As it happens, the pricing process as a whole has too long been
shrouded in secrecy. It was only recently that the prices paid for some
vaccines were made public, largely as a result of pressure applied by
MSF’s Access Campaign and other civil society groups. MSF subsequently published these prices in an April 2012 report called The Right
Shot, showing the numbers in stark relief for the first time, and revealing, for instance, that one company, Crucell, charges 40 percent more
for the pentavalent vaccine—which covers all five of the WHO-identified
diseases mentioned above—than does India’s Serum Institute.
From past work on drug pricing around HIV and other diseases, MSF
has learned that transparency in pharmaceutical markets can bring
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It was only recently that the prices paid for some vaccines were made public, largely as a result of
pressure applied by MSF’s Access Campaign and other civil society groups.
prices down. Two years ago, for instance, the Serum Institute, together
with partners like PATH, a nonprofit committed to finding innovative
solutions for health problems afflicting the underprivileged, launched a
new meningitis vaccine called MenAfriVac, which protects children from
a strain of meningitis (meningitis A) prominent in Africa’s so-called
meningitis belt. Because the vaccine was developed to serve people,
not profits, it is sold at an extremely reasonable price, just 50 cents per
dose. And it lasted longer than the vaccine that was in use. Its widespread roll-out in the region has already led to a significant decrease in
the number of meningitis outbreaks.
Having better-adapted vaccines would also help with cost, because
there would be less need for cold chain refrigerators and generators
and the like. In 2007, Ethiopia learned this lesson the hard way, when
it had to more than double its national capacity to refrigerate drugs to
accommodate the latest pentavalent vaccine.
These various issues came together in South Sudan’s Yida refugee
camp this past year. A huge influx of refugees from Sudan had overwhelmed the services on the ground and created a dismal environment
in which disease could easily spread. MSF teams built medical facilities,
saw tens of thousands of patients, and provided a wide range of urgently needed services. MSF also identified pneumococcal diseases as
one of the main reasons children were dying in the camp and decided
to pursue vaccinating children with the pneumococcal vaccine, as well
as the pentavalent vaccine.
These vaccines were not yet in South Sudan’s national immunization schedule, though, so MSF had to purchase them itself. But because
GAVI does not make its prices directly available to nongovernmental
organizations and humanitarian actors such as MSF, it took 11 months
of lengthy negotiations and bureaucratic hurdles for MSF to secure
access to the vaccine. MSF was finally able to obtain a limited number
of doses of the vaccine directly from one of the manufacturers and
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began vaccinating children in the camp in July of this year. This experience points to the fact that a more workable solution is needed to allow
humanitarian actors to respond quickly when needs arise.

SUPPLY AND THE DANGERS OF INTERRUPTION
Related to both price and adaptability is the issue of supply. After all,
even the best, most affordable products are of limited use if there are
not enough of them.
For example: Of the two rotavirus vaccines (the vaccine that protects
against diarrhea) that have received WHO approval, one is overwhelmingly preferred by developing countries because it requires fewer doses
(two instead of three) and because its packaging is less bulky. It’s a
better option for countries with weak health systems. But the shared
preference has led to a severe shortage of in the supply of the vaccine. And now roughly one-third of the countries that were planning on
introducing it this year may not be able to because there is not enough
supply for GAVI purchases.

Going Further
Millions of children who would not have gotten vaccinated against basic
diseases in years past are now protected. There’s never been more
money or energy behind the effort to make sure this happened, and
GAVI and Gates and others deserve a great deal of credit for the
work they’ve done.

BELOW: Mothers waiting to get their children vaccinated against TB at an
MSF project in Mali in 2012. © Venetia Dearden/VII

Phumeza Wins
her battle with
xdr-tb
They lie there on a small saucer—five bright yellow capsules,
a big white tablet, and a brown capsule. And with one final
gulp, Phumeza Tisile swallows the last of the roughly 20,000
pills she has taken over the past two years to cure one of the
most severe forms of drug-resistant tuberculosis: extensively
drug-resistant TB (XDR-TB).
It’s fair to say Phumeza, a 23-year-old South
African who lives in the Khayelitsha township,
beat the odds. Because the medications used
to combat TB are generally outdated, ineffective, and liable to cause severe side effects,
many XDR-TB patients do not even finish
the lengthy treatment regimen, and only 20
percent of them are cured. What’s more,
Phumeza was misdiagnosed at first because
the diagnostics used in her country—and indeed, in most countries—struggle to identify
drug-resistant strains of the disease.
“I never thought this day would come,”
Phumeza says, beaming, recalling the days

when she first began treatment, when she
could barely speak and had to drop out of
school. Now, though, “I’ve beaten XDR-TB!
Getting cured at last is very exciting. It was
scary at first. But you live in hope—hope
that one day you will be cured. I didn’t want
to be a TB statistic, and that kept me going.”
So she took three medications, more than
20 pills, every day for two years, along with
other supplements and injections. She also
went deaf—a not-uncommon side effect—but
carried on nonetheless.
Dr. Jennifer Hughes, MSF’s TB doctor in
Khayelitsha, started treating Phumeza in May

2011. While her cure is certainly cause for
celebration, Dr. Hughes says her story illustrates the two biggest obstacles to effectively
treating drug-resistant TB: a lack of diagnostic tools to detect the disease early and the
limited range of drugs to treat it.
“We really need better diagnostics if we
want to save lives and fight DR-TB,” she
says. “Given such a limited shot at success
with the current drugs, it’s also crucial that
we find and use better drugs for patients
like Phumeza.”
Phumeza hopes to register for university
once again, possibly pursuing health care
as a career, and a way to help others as she
was helped. She’s also been a very active
member of MSF’s “TB and Me” campaign,
which was designed to show the public at
large—and drug and diagnostic researchers and developers—how brutal the current
treatment options are for patients and
their families alike. She was also a lead
author on MSF’s “TB Manifesto,” which
calls for universal access to treatment now,
better care options and diagnostics in the
future, and more investment around TB in
order to make that happen.
At first, only TB patients and people who
cared for them could sign the manifesto, but
MSF recently re-launched it so anyone who
supported the message and those behind it
could sign. Please visit blogs.msf.org/tb/ to
read more about Phumeza and others taking
part in the “TB and Me” campaign, and please
also visit msfaccess.org/TBmanifesto to
support their efforts to survive this taxing,
deadly disease, and to call for better options
for patients in the future.

“I’ve beaten XDR-TB!
Getting cured at
last is very exciting.
It was scary at
first. But you live in
hope—hope that
one day you will be
cured. I didn’t want
to be a TB statistic,
and that kept me
going.”

LEFT: Phumeza (center, in
hat) celebrates the end of her
treatment. © Sydelle Willow
Smith
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Field Journals

Syria
I. Dr. Vivian Huang, an epidemiologist from
New York who had worked previously with MSF
in Swaziland, reflects on three months spent in
northwestern Syria over the summer:
The civil war in Syria has now killed far more than 100,000 people.
Millions of others have been displaced. The health care infrastructure
has completely collapsed and the government has targeted health care
facilities, making it even more difficult to provide much needed health
care to the population.
As one of the few international medical organizations responding
in Syria, MSF has provided medical support through field hospitals,
trauma centers, burn units, and maternity care. It has also recognized
the need for chronic disease management and outpatient care.
From June until September 2013, I worked as a general practitioner in an outpatient clinic MSF opened in a five-classroom school in
northwestern Syria. It was situated high overlooking a valley, in a place
where the staff often heard bombing and shelling in the distance. This
took some getting used to.
We converted the classrooms into two consultation rooms, a mental
health counseling room, a nursing station with a pharmacy, and a waiting room. About 85 percent of our patients came from the surrounding area, though the number of displaced people coming to the clinic
steadily increased during the time I was there.
There were many challenges. One was providing adequate medications in sufficient amounts. Prior to the war, most patients could get
sophisticated medications, tests, and imaging when needed. But now,
patients were unable to get chronic disease medications to continue
their treatment regimens, and we had a hard time filling the gap. In
many cases, we had to start them on new medication regimens, providing reassurance and health education in order to assuage concerns.
Due to unreliable supplies of electricity and clean water, people
couldn’t refrigerate and clean food, and as a consequence, we saw
many cases of food-related illnesses including typhoid fever, shigellosis, and giardia. We gave these patients oral rehydration salt and antibiotics. Some diabetic patients had trouble refrigerating their insulin,
too. We gave them insulin that was stable at room temperature and
monitored their sugar levels in the clinic.
We also saw many young children who hadn’t had any vaccinations
since birth because of the war, and those who had, their vaccinations were often not up-to-date. As a result, we were seeing about
five cases of measles, which hadn’t been a problem in Syria, each day.
MSF responded with a month-long measles vaccination campaign
that reached 1,600 children and drastically reduced the caseload in
our clinic.
What I found to be most challenging in the clinic was listening to
patients talk about how the war has affected them. Many had lost children to either direct fighting or bombings and shellings. Some hadn’t
been unable to locate family members for months. Our staff had these
stories, too. One nurse lost her father and brother during a bombing
in a nearby city. Every time we would hear echoes from bombings and
shellings, she would become extremely scared and start crying. Many
of our staff weren’t eating properly and lost a considerable amount of
weight. Most smoked to cope with the constant stress.
We tried encouraging them to eat and provided lunch for everyone.
We made it a point to have a break for at least 30 minutes during lunch
each day so staff could rest and come together to support each other.
The psychologist who joined us one month after the clinic opened offered counseling to patients and staff alike. There was always a line to
see her. People would wait for hours. Our staff was reluctant at first, for
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Top: Prepping a patient for surgery.
Above: The pharmacy of an MSF hospital in Syria.
RIGHT: A nurse with a young patient in an MSF emergency room. All photos
© Robin Meldrum/MSF

fear of being stigmatized, but as time passed, they grew much more
willing to speak with her.
One day, to lift people’s spirits, we had a soccer match. Everyone
played, drivers, guards, nurses, doctors, registrars, and translators.
Afterwards, we all ate and talked and even shared some laughter.
I’ve now been home for a month, slowly readjusting to life in New
York. Some days, it is still difficult to believe that I was in Syria. However,
it was one of the best experiences in my life. I felt I was really needed
and that I was able to use my skills to really help people. My eyes and
ears are now more attuned to the Middle East and I continue to follow
the situation closely, staying in touch with friends I met there through
social media. It isn’t easy to hear about the things happening in Syria,
but it’s better to know.

II. Even veteran aid workers might think twice when
asked to work in Syria, but
Dan Dirks, an MSF logistician from Kansas, didn’t
hesitate. Here he discusses
the two months he spent
this past summer setting up
a makeshift MSF hospital
near the Turkish border:
I know I’ll never have another mission like
this in my life. We weren’t on the front lines
of the fighting, but everyone was conscious
of how close it really was. The shelling was
like constant thunder in the background. Our
village was down in a valley, mostly protected
from the rockets that would arch over the
hills and mountains. The national staff didn’t
miss a beat—they were used to it. They’d been
through two years of civil war. By the time I
was done that thunder had faded into background noise for me, too.
Before I arrived the team had been conducting surgery out of a cave; they’d moved by
the time I got there, and were just setting up a
new hospital in an abandoned chicken barn. It
was a long, narrow building, 100 feet long and
60 feet wide, about as long as a football field.
We used blue plastic sheeting to divide the
barn into rooms. We put a proper maternity
ward in the back with blast walls to protect
against shrapnel, so that women could stay
and deliver babies even during an attack.

At first it was difficult getting building
materials—everything had to be brought in,
which was very time consuming. So, I told
my national staff crew what we needed:
roofing, nails, hammers, wood—gosh,
everything. And they’d say, “No problem,
we’ll get it.” And the next day they’d come
back with everything I’d asked for. It got to
the point where our head of mission was
getting concerned because he didn’t know
where the guys were going to get this stuff.
It turned out that when my men went out
to the small markets that were still open,
people would bring things to them—people

they were doing it better than you ever could
expect. Nobody wanted [to be paid for] overtime; they’d come early and stay late.
They weren’t there for the money. They
were there to help. From my office in the middle of the hospital I saw babies coming in to
the left and casualties going off to the right.
We were bringing them in and taking them
out, and we were doing it all in the same motion, in the same building, all with the same
amount of compassion, and it was working.
We had mothers crying in labor and mothers
crying because their sons had been hurt in
battle, and everybody was making it work.

People were taking their houses apart so we could use the
materials in the hospital! They didn’t want money; they just
wanted to help!
were taking their houses apart so we could
use the materials in the hospital! They didn’t
want money; they just wanted to help! When
I found out this was happening I said, “Don’t
take your house apart, we need houses here
too!” And they’d say, “No, no, my family’s all
been killed in the war. I can’t use my house;
this is the only way I can help. Please use
these things.” It makes you not want to
waste anything.
All of the men I had working for me gave
110 percent. I had 30 national staff members who were all just absolutely brilliant.
I worked myself out of a job. My last week
I didn’t need to be there—everybody knew
their role, they wanted to do their job, and

I worked with the absolute best people that
I’ve ever run across in the absolute worst situation you could ever imagine. They just keep
working. And then they look at us and say, “Oh,
you guys are the heroes. You left your own
country and came all the way here to help us.”
They’re just so thankful. They get you tea and
a cigarette and they pull out a chair for you
. . . they treat you like a king. And they’re the
heroes. We’re just the cheerleaders. As different as we all are at MSF—and with all of the
challenges those differences can pose in the
field—when you’re pushed hard enough and
you’re in a situation where you’ve all got to
come together, that all goes away. The team
moves just like one organism. It’s brilliant.
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Op-Ed

Why MSF Left Somalia
By Dr. Unni Karunakara, MSF
international president
This article was originally published in
the Standard newspaper in Kenya on
August 20, 2013.

Our announcement on August 14, 2013, that
we were closing all our medical programs in
Somalia sent shockwaves through political
and humanitarian communities. It came at
a moment when world leaders, for the first
time in decades, began making positive
noises about a country on the road to recovery and with a stable government. For them,
the timing of our decision could not have
been worse. In media interviews, we were
asked to explain the discrepancy between
the upbeat tone of governments and our
own harsh judgment that led to one of the
most painful decisions in MSF history.
Let me try to explain. To begin with, MSF
is not an organization that comments on
political or economic progress. We focus first
and foremost on the health of people and
their ability to find medical care when they
need it. From that perspective, and based on
our extensive activities across the country,
there simply is no good news. Large parts of
the Somali population live with undernourishment, disease, and injury. They have little
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Our decision to leave has been among the most painful in MSF’s
history. Last year and in the first half of 2013, we treated around
50,000 people a month. That is almost 2,000 people every single
day. Many will struggle to find the care that they need from now
on. For an organization of doctors, that is a heavy responsibility.
chance of finding quality health care when
they need it. We struggled to provide medical
services in almost all parts of the country,
but not without compromise. We hired armed
guards to protect our clinics and staff, something we do not do in any other conflict area.
Despite this extreme measure, we have
been greeted with a barrage of attacks, including abductions and the killing of 16 (!) of
our staff. There has also been an unbearably
high number of threats, thefts, and other intimidating incidents. There is no other country in the world where security risks are so
high. The many commentators on Twitter who
have remarked that MSF is known to stay and
work under the most difficult circumstances
are correct. But MSF, too, has its limits. And
we have reached our limit in Somalia with the
sequence of murders and abductions over
the past five years. In December 2011, two
of our colleagues were brutally murdered in
Mogadishu. Their killer, who had been tried,
convicted, and sentenced to 30 years in
prison, was released after three months. Two
other colleagues who were abducted from
Dadaab [refugee camp in Kenya] two months
earlier only found freedom a few weeks ago.
They were captive for 21 long months in
South Central Somalia. These two events
were the final blows.
But security is not the reason we left, nor
is the presence of criminal elements. What
dashed our last bit of hope of working in the

country was that the very parties with whom
we had been negotiating minimum levels
of security tolerated and accepted attacks
against humanitarian workers. In some cases, they were actively supporting the criminal
acts against our staff. In many other cases,
these parties sustained an atmosphere that
allowed attacks to take place. Nobody has
stood up to say that it is unacceptable to
threaten, abduct, or kill doctors, nurses, and
other staff who simply try to bring health care
to people who would otherwise have none.
Let’s be clear. “Parties in Somalia” does
not only refer to al-Shabaab, although they
have much power and responsibility in many
areas where we worked. We are also not
pointing solely at the government in Mogadishu, which has shown indifference to the
2011 murder of our two colleagues, as the
early release of the killer demonstrates.
Rather, MSF’s conclusion is that acceptance
of violence against health workers has permeated Somali society and this acceptance
is now shared by many armed groups and
many levels of civilian government, from
clan elders to district commissioners to the
federal Somali Government.
The eagerness to abuse and manipulate
humanitarian aid was again demonstrated
immediately after we announced our withdrawal from Somalia. Within one day, local alShabaab representatives took control of our
hospital compounds in Dinsor and Marere,

Report from: SOUTH SUDAN

confiscating equipment and supplies, and
sending patients home without us being able
to complete their treatment. And within one
day, a spokesperson for the Somali presidency commented that “MSF’s decision is exactly what al-Shabaab and al-Qaeda wanted,
so that they can terrorize people further. We
ask MSF to review its decision and cooperate
with the people,” thus trying once again to
force a political and military agenda on us, a
humanitarian organization.
Our decision to leave has been among the
most painful in MSF’s history. Last year and
in the first half of 2013, we treated around
50,000 people a month. That is almost 2,000
people every single day. Many will struggle to
find the care that they need from now on. For
an organization of doctors, that is a heavy
responsibility.
In Kenya, that leaves the hundreds of
thousands of Somali refugees with even less
possibility of an early return. MSF continues
its medical care for the refugees in Kenya and
Ethiopia, but in a security environment (for
our patients and staff) that is scarcely better
than it was in Somalia itself.
As long as those who have any kind of
power or influence in Somalia do not demonstrate that they value medical care for the
people in their various territories, as long as
they do not respect those who take huge personal risks to deliver such care, MSF cannot
return to Somalia.
top: Displaced Somalis seeking sanctuary in
Mogadishu from drought and violence in 2011.
© Martina Bacigalupo
CENTER: MSF president Dr. Unni Karunakara
checks a child for malnutrition in Mogadishu in
2011. © MSF
BOTTOM: Mothers and children at a nutritional
center in 1992. © MSF
FULL PAGE: Women line up to have their children
examined and weighed during a nutritional crisis
in Huddur in 2004. © Espen Rasmussen
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Article EXCERPT

Don’t Shoot The
AMBULANCE
The following is an excerpt from an essay published in the Fall 2013 edition of the World Policy Journal. The entire article
can be read at www.worldpolicy.org/journal/fall2013/Medicine-in-Crossfire
Jason Cone, MSF-USA director of communications, recently conducted a risk assessment of MSF facilities in South
Sudan, and Françoise Duroch, Ph.D., is managing MSF’s Medical Care Under Fire initiative.
In an age of asymmetric warfare and increasingly complex internal
conflicts involving fragmented armed groups, who hold a tenuous monopoly on violence and often have weak chains of command, negotiating even the most basic acceptance and protection of medical staff,
patients, and facilities in these environments is a frighteningly difficult
challenge. Many armed groups and national armies ignore international
humanitarian law, which makes it even harder to create a safe space to
deliver medical care.
In other conflicts, the hospital has become part of the battlefield,
more as an afterthought than as the main theatre of war. Medical
organizations often face a complete ignorance of humanitarian law
by the groups posing the gravest threats. It is incumbent upon medical organizations to play a role in building an understanding among
armed groups of these principles and the importance of accepting
the provision of impartial health care to all sides. Often the scope of
the problem—even the nature of the threat—is poorly understood,
given the weak reporting of incidents at national and international
levels. Yet organizations operating in these zones must learn the
power dynamics in place and leverage social, cultural, or religious
norms, which can vary widely from one town to the next, let alone
country to country. Only by accumulating such a base of knowledge
can health care providers be in a position to navigate and dampen
potential dangers for their staff, facilities, and patients.
At the same time, it is the responsibility of all armed groups—
state and non-state alike—to respect the safety of medical facilities and vehicles, health workers, and patients. Yet, many of today’s
most devastating conflicts have illustrated that these fundamental
principles of international humanitarian law are being systematically ignored, resulting in populations being largely cut off from
access to health care. The threats and attacks are coming not only
from armed groups like the Taliban, Al Qaeda, and Congolese rebels,
but also NATO, UN, and U.S. forces. By negotiating, though, with
all warring parties, health care providers can succeed in keeping
weapons and violence out of their hospitals. Only then will people in
need of medical assistance feel secure enough to enter the health
facilities, transformed into neutral, conflict-free zones, free from
attack by all sides.

SYRIA: HUNTING DOCS
Perhaps no contemporary conflict has featured such concerted
and sustained attacks against health care facilities as the one
continuing to unfold in Syria. The country experienced its first
major protests on March 15, 2011, in the town of Damas. As the
weeks wore on, the number of protesters multiplied, but they soon
found themselves under fire as security forces attempted to quell
the then-peaceful uprising. Injured activists assumed that they
could seek care at public or private hospitals should they need
it, as health structures had the technical means, expertise, and
resources necessary to treat trauma. After all, Syria’s health care
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system had once functioned at a high standard. Yet health care
has morphed from a system meant to heal to a central part of the
government’s strategy to repress any opposition.
Accounts from doctors and patients reveal that hospitals are
being scrutinized by the security forces, and that people are being arrested and tortured inside them. Doctors risk being labeled
“enemies of the regime” for treating the injured, which could lead
to their arrest, imprisonment, torture, or even death. People hurt
at protests therefore have stopped going to public hospitals with
similar fears of being tortured, arrested, or refused care, and are
essentially forced to entrust their health to clandestine networks
of medical workers.
In Deraa, Homs, Hama, and Damascus, medical care is still provided out of public view. Makeshift hospitals have been set up inside
homes near protest sites. Health centers treating the injured provide false official diagnoses to hide the fact they are treating people
wounded at demonstrations. The major concern for doctors working
in these underground networks is their safety.
As fighting began and later intensified, a rising number of medical facilities have been affected. In July 2011, the Syrian army
deployed tanks in the city of Homs. In February 2012, the city was
under constant attack by snipers, shelling, and aerial bombing by
the government’s air force. Aid efforts have continued clandestinely,
however, with medics working to treat the injured even as bombs
rain down around them. The authorities still refuse to allow international humanitarian aid into the country. A ceasefire to evacuate the
wounded has also been rejected.
A handful of makeshift hospitals provide health care close to the
conflict zones—set up in caves, individual homes, farms, and even in
underground bunkers. Following initial treatment and stabilization,
patients are transferred to hospitals in safer locations.
As the repression of peaceful protests became a clear government policy, the opposition took up arms, eventually beginning to
take control of certain areas, which spurred the conflict into even
more brutal territory. Again, the health sector has been gravely
affected. Medical structures are still being targeted and destroyed
while health care workers are threatened or killed. Providing medical
care has been transformed into an act of resistance, a crime, as
medical structures become military targets.
In July 2012, a new front opened in Aleppo. The economic capital
of the country was ravaged by aerial bombardments and ground

Doctors risk being labeled “enemies of the
regime” for treating the injured, which could
lead to their arrest, imprisonment, torture, or
even death.

Report from: SOUTH SUDAN
RIGHT: MSF project locations in Afghanistan,
the signs out front declaring that no guns are
allowed inside. ©Michael Goldfarb/MSF (top
and middle), © Ton Koene (bottom)

SYrian Medical Facilities

38%

destroyed

22%

damaged

40%

Unaffected

fighting. Buildings, including medical
facilities, were decimated. The blood bank
supplying the region’s hospitals was among
the first to go up in smoke. Dar El Shifa, the
largest private hospital in Aleppo, was situated in an opposition-controlled area in the
east of the city. It provided care for victims
of violence until it was bombed during an
air raid that August. Although the operating theater was destroyed, the emergency
ward continued to operate and saw about
200 people per day. But in late November,
it, too, was demolished by bombing and
rendered inoperable.
Opposition military bases have been
established close to some makeshift hospitals—even, in some cases, in the same
building. These hospitals are at serious risk
of being caught in the middle of fighting,
or even directly hit in an attack. According
to Syrian authorities, of 91 public hospitals
across the country, 55 have been affected,
of which 20 have been damaged, and 35 are
out of service, as of June 2013.

WHERE WE GO
The collateral damage of attacks on patients,
wounded, sick, personnel, ambulances, and
medical structures extends far beyond those
injured from these violent abuses. These
incidents have the power to create “deserts”
in terms of access to health care in many of
today’s bloodiest conflicts.
While it is difficult to ascertain the scale
of this phenomenon, the real challenge is
to find ways to prevent these acts from
happening. The primary responsibility to
stop the targeting, obstruction, or abuse of
medical services lies with states and parties
engaged in conflict. Health workers must
be supported in carrying out their medical
duties. States must ensure that all possible measures are taken to protect medical
action through national legislation and that
these measures are implemented.
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Top: An MSF vehicle driving through Somalia, where aid workers have
repeatedly been attacked. © Pep Bonet/Noor
Center: MSF’s hospital in Pibor, South Sudan, after it was looted by
armed gunmen. © Vikki Stienen/MSF

States and non-state actors alike must implement and respect
weapons-free policies within health premises; abstain from using
force against demilitarized health or humanitarian structures, vehicles, and premises; and commit not to arrest or seek information
from patients during their stay in medical facilities.
When armed teams provide security or medical aid to win “hearts
and minds,” or hospitals are militarized, the results can be potentially lethal for patients and health care workers. When some schools,
health facilities, or aid convoys become militarized by one side, they
all become potential targets for the other side. All belligerents must
make a commitment to recognize health structures and ambulances
as “demilitarized sanctuaries,” and thereby off-limits from combat,

When armed teams provide security or medical aid to win “hearts and minds,” or hospitals are
militarized, the results can be potentially lethal for patients and health care workers.
police, and intelligence operations. And such commitments must be
implemented at the very outset of any conflict.
Rhetoric is also critical. It is essential that states and non-state
actors in their public discourse and modes of military deployment
maintain an explicit distinction between partisan deliverers of relief
and impartial humanitarian actors. Mixing motives for providing aid
is a slippery slope that undermines the acceptance of the entire
spectrum of medical assistance. Furthermore, medical and humanitarian organizations have a responsibility to remain true to their
principles and not allow the politicization of their services.
But attacks on medical care won’t always fall into neat categories. Medical aid organizations must continually analyze risks and
threats to ensure, while adhering to the fundamentals of medical
ethics, that they are aware of social, economic, and power dynam14	ALERT FALL 2013

ics afoot in the terrain where they are operational. Recent years
have shown a propensity for states—even those that have served
as the very architects of the laws of war—and non-state actors to
ignore the need for even the most basic respect for the practice of
medicine and right to medical care in conflict areas. The protection
of the sick and wounded lies at the heart of the Geneva Conventions.
It is incumbent upon medical aid organizations to find a means of
negotiating safe space for their staff and patients.
Violence in all its forms—against health facilities and personnel—
represents one of the most serious, complicated, and neglected
contemporary humanitarian and security issues. The medical act
benefits everyone, and anyone in need should be able to access it
unconditionally.

MSF-USA EVENTS
Recruitment Info
Sessions

Access to the Danger
Zone Screenings

Fire in the Blood
Screenings

Between November 6 and January 1, MSF will
hold the following recruitment information
sessions:

Screenings of Fire in the Blood, a documentary that chronicles the fight to secure HIV/AIDS
drugs at affordable prices in the developing
world, will be shown in the following cities:

December 2 : Seattle, WA

MSF is holding several screenings of Access
to the Danger Zone, a documentary directed
by Peter Casaer and narrated by Daniel DayLewis that highlights the challenges of delivering humanitarian aid in armed conflicts.
The film combines dramatic on-the-ground
footage with interviews with experts from
MSF, ICRC, and the UN to explore strategies
MSF has employed to save lives in places such
as Afghanistan, Somalia, and eastern DRC.

December 4 : Portland, OR

November 11, 2013 - 7PM

San Diego, CA: San Diego Asian Film Festival

Providence, RI: Avon Cinema

November 13, 2013 – 7:30PM

November 13, 2013 - 7PM

Dallas, TX: Angelika

Cambridge, MA: Landmark Kendall Square

November 29, 2013 – December 1, 2013

November 14, 2013 - 7PM

Boston, MA: Arts Emerson, Paramount Theater

Philadelphia, PA: Landmark Ritz Five

December 2, 2013 – 6PM

November 19, 2013 - 6:30 PM

Albany, NY: Spectrum

Santa Fe, NM: Jean Cocteau Cinema

December 8 and December 11, 2013

November 20, 2013 - 7:00 PM

Columbus, OH: Gateway Film Center

November 6 : Chicago, IL
November 13 : New York, NY
November 14 : Webinar
November 19 : Atlanta, GA

All prospective medical and non-medical aid
workers are welcome to join us for a presentation and Q & A about MSF’s field work.
A human resources officer will discuss the
recruitment process, and an experienced MSF
aid worker will share stories of life in the field.
Visit doctorswithoutborders.org/events/public to register or to participate in one of our
recruitment webinars.
Please note that there is an urgent need
for midwives and operating room staff and for
French-speaking applicants to work in countries such as the DRC, Chad, Niger, and Haiti.

November 6, 2013 – 6:30PM

Washington, DC: Landmark E Street Cinema
November 7, 2013 – 7PM

Buffalo, NY: Dipson Eastern Hills
November 11 and November 13, 2013

Albuquerque, NM: National Hispanic Cultural
Center
November 21, 2013 – 7PM

Tuscon, AZ: The Loft Cinema

Former International President of MSF Launches Bike
Tour Across India
Outgoing MSF International President Dr. Unni Karunakara is biking 5,000 kilometers across
India over 100 days, starting in Kashmir and finishing in Kerala, in order to spark a public
health dialogue in the country. You can track Unni’s progress and learn more about his ride at
www.cycleformsf.in/unnicycles/.

CHARITABLE IRA ROLLOVER
TO EXPIRE DECEMBER 31
The IRA charitable rollover is set to expire on
December 31, 2013. Until then, donors age 70
½ or older can make a gift (up to $100,000)
directly from their IRAs to MSF without having
to pay income taxes on the funds. To learn
more about the IRA charitable rollover, please
ask your IRA administrator or contact Laurel
Combs at Laurel.Combs@newyork.msf.org or
(212) 847-3153.

STRENGTHEN YOUR
COMMITMENT
MSF would like to thank all of our donors who
have joined the Multiyear Initiative. With their
annual commitments of $5,000 or more,
these generous supporters provide MSF with
predictable and sustainable funds, enabling
us to respond effectively and rapidly to
emergencies around the world and helping us
to better plan for the future. To date, we have
received commitments totaling more than
$33 million towards the Initiative. To find out
how you can participate, please contact Mary
Sexton, Director of Major Gifts, at (212) 6553781 or Mary.Sexton@newyork.msf.org. You
can also learn more by visiting us online at
doctorswithoutborders.org/donate/multiyear.
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Doctors Without Borders/
Médecins Sans Frontières
(MSF) works in more than 70
countries providing medical
aid to those most in need
regardless of their race,
religion, or political affiliation.

