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DISASTER,
IGNORED

“A CRISIS ON TOP OF A CRISIS” IN CENTRAL AFRICAN REPUBLIC

HUMANITARIAN SPACE
Dear Friends,
I first would like to
share some joyous
news, which some of
you may have already
heard: Our two colleagues, Montserrat
Serra and Blanca
Thiebaut, who were
abducted from the Dadaab refugee camps in
Kenya in October 2011, were finally, at long
last, freed in July. They had been taken to
Somalia, where they spent 644 days in
captivity. During every one of those days, an
MSF team working on nothing else labored to
secure their release as the entire organization
held them close to their hearts. And now we
are thrilled that we can collectively welcome
them home and support them however we
can in the days to come.
At the same time, we think of the people in Dadaab who lost
access to care because the insecurity in the camps forced
MSF and other organizations to curtail their activities. We
continued to run a hospital there, but many other programs
were suspended. This meant further suffering for people in
one of the most overlooked long-term crises in the world.
We must make sure they are not forgotten.

In this issue of Alert, we want to shine a light on other populations that are too often overlooked. To start, there are the
people of Central African Republic, or CAR, which has the
world’s second-highest mortality rate—and which recently
endured a forcible regime change—but continues to exist
on the periphery of the public consciousness. It receives a
fraction of the aid it needs, and our teams know that even
their numerous programs supporting seven hospitals and
37 health posts around the country are not enough. We
have published reports and press releases and conducted
advocacy campaigns in the past; we will continue to do so
as long at CAR’s plight remains in the shadows.
We also want to share updates from MSF’s work in Syria,
Afghanistan, and Chad, along with some news that came
out of the recent International AIDS Conference and a look
ahead at the ongoing battle to protect access to affordable
medicines for people the world over.
There is a great deal of work to be done, of course, as there
always is and may always be. Your support is as crucial
as ever. Knowing that we have it—and knowing that Mone
and Blanca are safe at home—allows us to go forward with
fuller hearts.
Sincerely,

SOPHIE DELAUNAY

Executive Director, MSF USA
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REPORT FROM: CENTRAL AFRICAN REPUBLIC

DISASTER, IGNORED

“A CRISIS ON TOP OF A CRISIS” IN CAR

ONLY IN GEOGRAPHIC TERMS DOES THE CENTRAL AFRICAN REPUBLIC LIVE UP
TO ITS NAME. IT IS INDEED LOCATED IN THE MIDDLE OF THE CONTINENT, BUT
IN NO OTHER WAY IS IT “CENTRAL”—CERTAINLY NOT WHEN IT COMES TO THE
ATTENTION OF THE INTERNATIONAL COMMUNITY.
Perhaps the name is too literal, sounding more like a description than
an assignation. Perhaps it’s overshadowed by its larger, noisier neighbor, the Democratic Republic of Congo. Whatever the reason, Central
African Republic, or CAR, is often overlooked, if not forgotten altogether.
From MSF’s perspective, this is deeply troubling because there are
innumerable medical needs in the country. CAR ranks 180th out of 186
nations in the UN’s Human Development Index. In a country the size
of France, there are few roads, there is little infrastructure, and the

national health care system barely functions. Average life expectancy is
only 49 years, the second shortest in the world. Malaria is holoendemic,
meaning that it affects every single one of the country’s 4.57 million
people. Malnutrition is rife, particularly during the annual “hunger gap”
between harvests. HIV rates are high. Vaccination rates are low. And
though the country has seen its share of conflict, and is now dealing
with the aftermath of armed insurrection that toppled its government,
a 2011 MSF survey found mortality rates well above the emergency
threshold even in areas not affected by fighting.
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That survey was highlighted by MSF’s report “The Silent Crisis,” part
of an ongoing effort to sound the alarm about the situation in CAR. “A
health system torn apart by years of political and military instability,
major organizational problems, and a lack of security in the northern
and eastern regions of the country have had a catastrophic effect on
the health of the population,” said Olivier Aubry, MSF head of mission in
CAR at the time.

FROM BAD TO WORSE
MSF has worked in CAR since 1997. In 2012, during which the organization spent upwards of $24 million on its programs in the country, some
1,300 staff members carried out nearly 600,000 consultations, treated
more than 330,000 people for malaria, and provided numerous other
general and specialized services in 7 hospitals and 38 health posts
throughout the nation. MSF offices worldwide have also consistently
raised the issue of CAR on both the communications and advocacy
fronts. Little has changed, however. Last year, another survey found
that half of the reported deaths in the country were children; only a
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quarter of them had reached a health facility before they died.
And it now seems that life in CAR has gotten even worse. This past
December, a rebel coalition called Seleka launched an offensive against
CAR’s government and took several towns from its national army. A
ceasefire was signed but didn’t hold, and in March, Seleka moved on the
capital, Bangui, and overthrew President Francois Bozize, installing one
of their own in his place.
State security forces, including the police, abandoned their posts,
and in the ensuing months, CAR has been in a state of near-anarchy.
Large segments of the population fled into the bush, where many
remain. Few who returned dare venture out, even when they need medical care. Looting and theft are rampant, and health facilities, including
MSF’s, have been targeted, as have international aid groups. Longstanding feuds between farming communities and nomadic herders
from Chad have erupted into deadly confrontations. Rivalries between
different Seleka factions are festering as well. And supplies of staple
goods—including medicines—have been interrupted.
While it’s not open warfare, the current situation is just as fraught.
Several months ago, “at the height of the crisis,” says Serge St. Louis,
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MSF Operations in
Central African Republic
as of August 2013

Patients and caretakers, most of them from displaced families, outside
Batangafo hospital.

an MSF head of mission in CAR, “confrontations, shootings, and abuses
occurred daily. Today, tension and violence have subsided and we are
now in a particularly delicate phase—a sort of false calm that is both
fragile and potentially explosive.”
Direct violence is far from the only threat, however. People living
with HIV/AIDS cannot get the drugs they need. Neither can TB patients.
Given the dangers on the roads, particularly outside the capital, vaccination campaigns have been curtailed or canceled, as have ambitious (and necessary) efforts to distribute bed nets as part of a malaria
prevention strategy. The rainy season has already begun, meaning that
a population will struggle to access treatment for the main cause of
death in the country at the precise time when they are most likely to
contract it. “We are very concerned about the unmet needs among a
population that was already very vulnerable,” says St. Louis.

The needs are not only great, but the ability of MSF or anyone else
to meet them is proscribed by the reigning air of insecurity and the
wholesale absence of functioning state institutions. It is, says Ellen van
der Velden, who oversees a number of MSF’s CAR operations, “A crisis
on top of a crisis.”

WORKING THROUGH THE CHAOS
During the fighting, MSF temporarily evacuated staff and scaled back
programs and plans in some locations. At the same time, though,
teams scaled up elsewhere. They continued working in Bangui’s Community Hospital, where most of those wounded in fighting in March and
May were taken, and Castor Health Center, also in Bangui, which has
maternity and surgery wards.
One of MSF’s patients in the capital was a 14-year-old named Jordan
from the Miskine neighborhood. When the rebels entered the capital in
late March, he stayed inside his home, protecting himself as best as he
could from the fighting. A stray bullet nonetheless flew into his house
and struck him in the leg. A local priest helped get Jordan to Community
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Women and children wait for treatment at an MSF mobile clinic near
Bossangoa, in northwestern CAR.
BELOW: A child being tested for malnutrition at MSF’s hospital in Batangafo.

Average life expectancy is only 49 years, the second shortest in the world. Malaria is holoendemic,
meaning that it affects every single one of the country’s 4.57 million people. Malnutrition is rife,
particularly during the annual “hunger gap” between harvests. HIV rates are high. Vaccination
rates are low.
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Hospital, where MSF ran the operating theater. “Now he’s getting better
and I hope that he’ll be at home soon,” his mother said soon afterwards.
Staff continued working in Paoua, northwest of the capital, as well,
diagnosing and treating more than 15,600 malaria cases between
January and May. Projects likewise continue in various spots in the
northeast—Kabo, Batangafo, and Ndélé—and in the southeast, in
Zemio. Teams kept working in Boguila too, albeit with a skeleton staff,
even after a vehicle was looted and facilities were robbed.
In early June, a newly opened emergency project in Bossangoa was
conducting 300 outpatient consultations each day and mobile clinics
were serving districts where people were still hiding out in the bush.
The needs were evident: malaria, diarrheal diseases, and malnutrition were all more prevalent than they had been one year earlier—33
percent higher when it comes to malaria. In fact, more than half of all
children seen in the outpatient department of the Bossangoa program
were confirmed with malaria, as were 50 percent of women receiving
antenatal care.
Another priority was re-starting treatment for some 11,000 people
with HIV whose care had been interrupted. MSF was also donating
blood to make up for a shortfall in the country’s hospitals, along with
diagnostic tests and treatment supplies in several locations.

A TOO-QUIET RESPONSE
The carry-on effects of the fighting on an already faltering health care
system have been profound and wide-ranging, limiting people’s access
to care, limiting the treatment options available to emergency organizations such as MSF, and interrupting treatment for those who’d been
lucky enough to start it previously. Chury Baysa, an MSF medical coordinator in Bossangoa, described one case when these consequences

came together in a way that would have cost a boy his life had he not
finally gotten the care he needed: “We had a four-year-old boy come
to us at the end of May suffering from severe anemia and malaria. He
was so sick we had to transfer him by car, along very bumpy roads, from
Bossangoa to our hospital in Boguila, so that he could have a blood
transfusion. We have seen a number of cases like this, with children
falling very sick because of a lack of mosquito nets and malaria drugs.”

One of the most troubling aspects of all of this
is the lack of support or attention from the
international community.
One of the most troubling aspects of all of this is the lack of support or attention from the international community. The agencies and
organizations that were already in the country have, for the most part,
withdrawn to Bangui due to the rampant insecurity. The new government, such as it is, has done next to nothing to re-establish security
and the rule of the law, particularly beyond the capital. International
groups like the United Nations and the European Union could do much
more as well, even in the current situation. Only 31 percent of a funding
request the UN sent out has been met, and only $2.8 million of that is
going to the health sector, a fraction of what’s needed.
MSF will continue to run its programs and make the country’s woes
prominent in its communications and advocacy efforts. But at a very
basic level, people need to make Central African Republic more central
to their thinking, especially when it comes to public health, regardless
of whether or not they know or cared about the country before.
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UNEXPECTEDLY
UNSTABLE
When MSF financial administrator Kami Lee agreed to an
assignment in CAR, the project was described to her as a “family
post,” a context stable enough that some felt comfortable
bringing their families. Then the Seleka rebellion began the day
she arrived. Lee recalls her experience—and her decision to stay
even longer—here:
When I was offered
the position, CAR was
considered one of the
more stable African
countries where MSF
works. I flew into
Boguila on December
10, 2012. That’s generally considered the day
that the conflict between the government and
the Seleka rebels began.
On our first night, we had a security briefing. Our project coordinator explained about

ABOVE: MSF financial administrator Kami Lee.
Credit: 2012 © Kami Lee

the safe room and the evacuation protocol.
Nobody was too worried then. It was happening far from Boguila. We did our jobs in the
office, worked on weekends when necessary.
Mostly it was business as usual.
In March, I had time off and went on vacation in Cameroon. I flew back to CAR’s capital,
Bangui, on Friday, March 22. That’s when I
learned that there were demonstrations in
town and people were getting uneasy because
Seleka forces were moving closer.
Mid-morning Saturday, I was at the living
quarters for staff in Bangui when those who
had gone to the office suddenly came back
because things were starting to get really
tense. We didn’t really understand what was

happening, but we nevertheless started preparing food and water in case we had to utilize
the safe room.
Every MSF project has a “safe room,” but
in my experience it’s rarely an actual room.
It’s always the place in the building that has
the most walls between it and the outside,
so it usually ends up being a corridor. In this
case, it was the corridor right off most of our
bedrooms. We put our emergency supplies in
a little alcove on the end.

A DAY OF CHAOS
I was up very early the next morning and
drinking coffee with colleagues when a gunshot rang out. It sounded distant, but Luis, the
acting head of mission, shouted “safe room!”
right away. We dropped what we were doing
and made for the corridor. We spent the next
eight hours there, listening to an increasing
number of gunshots and then machine-gun
fire. From calling different NGOs and different
MSF sections in the area, we learned that the
Seleka rebels had reached the city and were
taking the presidential palace, not far from us.
We heard the first mortar at 8:22 AM. That
was scary. It was so loud. The walls of the
house shook. I coped by writing furiously in
my journal, but I couldn’t stop thinking about
how pissed my kids would be if something
happened to me.
About 11:00 AM there was loud yelling and
pounding on the gate and armed Seleka got
in—our guards were told to let them in and
Disaster, Ignored
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We dropped what we were
doing and made for the corridor.
We spent the next eight hours
there, listening to an increasing
number of gunshots and then
machine-gun fire.
not to resist. They wanted our cars. Luis had
to go down to give them the keys and talk to
them. I can’t imagine what that was like. In
the safe room, all we could do was wonder if
they were going to come into the house, but
they took the cars and left, breaking the gate
as they drove out.

UNWELCOME VISITORS
That afternoon, about 5:00, it felt like things
might be over when gunfire started again. A
few minutes later there was more pounding
on the door. Before we knew it, two armed
Seleka men were in the house, at the entrance
to our safe room. One shouted, “argent,
argent!”—“money, money.” We’d all been
given security envelopes for exactly this situation; they took personal cash as well as most
of the security money, and finally, after what
seemed like an eternity, they left.
We were shaken up. We’d already heard
that looting had started, too. Luis told the two
guards and our driver that he was relieving
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them of their responsibilities and that they
could go home to their families, but they
refused. They wanted to stay. Maybe they
thought they were safer with us, even though
we weren’t armed and didn’t have cars.
We learned that people were gathering at
the UN compound closer to the airport. Shortly after dark UN security sent cars to pick us
up. We passed four Seleka tanks loaded with
armed men as well as a truck that followed us
for a while; otherwise the streets of Bangui
were deserted.
Inside the UN compound, there were hundreds of cars packed full of people waiting to
go in convoys to the airport, which was supposedly protected by the French army, and
where Red Cross and UN planes were waiting
to leave the country. Around 11:30 PM word
spread that we didn’t have the mandatory
French army escort so the convoys couldn’t
leave until the next day. Everyone settled
down—most in the cars—for the night.

TO STAY OR GO?
The next morning, somebody managed to buy
rice and they cooked up a huge batch for the
300 or so people in the compound. Convoys

ABOVE: Women collect medications from the
pharmacy at MSF’s facility in Bossangoa.

started leaving in the afternoon. We were
happy when we heard that some MSF people
had made it to the airport.
I didn’t know if I should stay or leave. At
first I thought, “if there’s nothing I can do, I
guess I should go.” We learned that our office
in Bangui had been looted. We later saw that
it had been absolutely destroyed. Computers, desks, chairs, and more had been stolen.
Our papers and files were thrown all over the
place. The toilets had even been pulled out of
the walls. As soon as we heard, though, I knew
there was still work to be done. I flew back to
Boguila to help rebuild and re-organize, and
ended up extending my mission by a month.
I would never willingly go into a situation
like what happened in CAR, but once you’re
there, you just do what needs to be done. I
was very proud of MSF because we continued
to operate. Now that it’s over, I’m glad I stayed
and glad I extended my mission. Of course,
I was also glad when it was over. I’d made it
through. Now it’s good to be home and safe.

I would never willingly go into a situation like what happened
in CAR, but once you’re there, you just do what needs to be done.
I was very proud of MSF because we continued to operate.
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We have also set up a health post at the
border with Sudan in a village called Um
Doukhum. As the violence increases across
the border, the Sudanese medical facilities
are becoming less and less functional, and
we’re starting to see more Sudanese patients
come across for treatment.

CHAD ABSORBS
SUDAN STRIFE

WHAT IT’S LIKE

Ya-Ching Lin is a resident of Arizona who has been on more
than a dozen missions with MSF—South Sudan, Ethiopia,
Democratic Republic of Congo, and India were among her
more recent project locations. This spring and summer,
she spent two-and-a-half months working as a project
coordinator in Tissi, a region in southeastern Chad that is
struggling to absorb an influx of people displaced by violence
in the Darfur region of Sudan, just across the border.

As for ourselves, we lived in large communal
tents identical to those we use for overflow
patients in our hospital. Our office and many
of our warehouses are also in tents. We
plan to replace these with more comfortable structures made out of grass, bamboo,
and plastic sheeting once the rainy season
starts and we have more time on our hands.
This is the same local material that the
refugees and returnees use to make their
houses.

This part of Chad was targeted by Chadian
rebel groups and armed groups from Darfur
between 2006 and 2010. Many Chadian villages were burned and looted. It was so bad
that many Chadians fled to Darfur for safety.
This year, many of these displaced Chadians have returned to Chad because of an
upsurge in violence in Darfur. They make up
about 40 percent of the displaced population—the remaining 60 percent are Sudanese
refugees—and are particularly vulnerable.
As they are not considered refugees in their
own country, they have much more difficulty
accessing humanitarian aid. For this reason,
we try to target this group for most of our
non-food item distributions.
It’s hard to understand exactly what is
happening in Darfur at the moment. From
afar, it looks like multiple new inter-tribal conflicts, but when you look closer, it’s far more
complex than that. Despite multiple rounds
of peace talks, it doesn’t look like the violence
will end anytime soon. Since the beginning of
the year, we have seen the largest influxes of
Sudanese refugees in Chad since 2005.

HARD TO REACH

The majority of people who died while fleeing central Darfur,
Sudan, earlier in the year perished as a result of violence, and
mostly by gunfire, according to a retrospective mortality survey
released in August 2013 by MSF.

Tissi is a really inaccessible area. The Bahr
Azoum wadi, a very large seasonal river, fills
up and cuts the region off from the rest of the
country during the rainy season. It becomes
almost an island. This happened a few weeks
before I left. The MSF team has spent the last
two months frantically trying to put project
activities in place before the road access is
cut off. Supplies too big or too heavy to fit in a
small plane all had to be brought in before the
rains started. We also split the team between
Tissi and a new refugee camp where we’re
working because we expect access between
the two locations to be cut. Fortunately, the
rains came a bit late this year so we had a few
extra weeks to get the job done.

The MSF hospital in Tissi is one of the few
solid buildings around. It was originally built to
be a health center, but we have now transformed it into a small 35-bed hospital.
The health problems we see so far are
pretty typical for a displaced population. There
is a lack of clean water and sanitation. We see
a lot of diarrhea, respiratory infections, and
malnutrition in our outpatient consultations.
We also see a lot of war-wounded patients.
Twenty-four percent of our hospital admissions in the past two months are patients
with violent injuries, which is quite high for an
MSF project.

Security management is also a major concern,
as this area was known for the many kidnappings, armed robberies, and car-jackings targeting NGOs in the past. At the moment, the whole
area is highly militarized.
This was my third MSF assignment in Chad,
and I’ve worked in Darfur and Central African
Republic, too. My interest and experiences in the
area keeps drawing me back. The conflict goes
on even though it’s no longer in the headlines
these days.

ABOVE: A man and his family among other
displaced families seeking shelter in Tissi, Chad.
© MSF

Chad Absorbs Sudan Strife
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NOVARTIS NOW
Indian Patent Ruling an Important Victory for Access to Medicines
On April 1, 2013,
after seven years of legal
wrangling, the Indian
Supreme Court rejected
Novartis’s claims and
upheld India’s Patents Act.
It was a landmark victory
that resonated far beyond
India and one particular
medicine. “This is a huge
relief for the millions of
patients and doctors in
developing countries who
depend on affordable
medicines from India, and
for treatment providers
like MSF,” said Dr. Unni
Karunakara, MSF’s international president.

THE ROAD
AHEAD
India is often called the “pharmacy of the developing world” because
companies based there produce affordable generic versions of medicines that are used in developing countries across the globe. More than
80 percent of the antiretroviral medicines (ARVs) used by MSF in its
HIV/AIDS programs, for example, come from India, as do 80 percent of
the ARVs purchased with donor funds globally. MSF and other treatment providers also rely on quality Indian generics for malaria and
tuberculosis treatments.
The generics industry emerged in India because the country did not
grant patents on medicines until 2005, which meant generic manufacturers were free to make and market cheaper versions of medicines
patented elsewhere. Fierce competition among producers drove prices
down dramatically, making once prohibitively expensive treatment regimens affordable. In 2000, for instance, ARVs cost $10,000 per person
per year; today, they cost about 1 percent of that figure.

PUSH BACK
The picture got more complex in 2005, however, when India agreed to
start granting patents for medicines as a condition of its membership
in the World Trade Organization—although the country reserved the
right to grant them only to true medical innovations, not merely slightly
modified or refashioned formulations of existing drugs. This part of
India’s patent law—Section 3(d)—was designed to prevent companies
from abusing the patent system and repeatedly finding new ways to
extend their patent-protected monopolies on specific medications, a
common industry practice called “evergreening.”
In 2006, India rejected a patent sought by Swiss pharmaceutical
company Novartis for the leukemia drug imatinib mesylate (marketed
as Gleevec), on the basis that this new formulation did not sufficiently
differ from a similar compound that already existed and had similar
therapeutic effects. In response, Novartis challenged not only the rejection of its patent, but also the entire validity of Section 3(d).

The fight is far from over,
however. A group of pharmaceutical companies are mounting a campaign in the US to upend
India’s patent regulations, lobbying members of Congress to lean on
the country to increase patent protection (even though the US’s own
PEPFAR program supporting HIV care around the world overwhelmingly
relies on affordable generic medicines, which account for 98 percent of
its purchases). It is a well-financed and well-connected campaign that
NGOs and other advocates for access to medicines will be hard pressed
to match.
“High medicine prices are an issue of life and death for millions
of people,” said Rohit Malpani, the director of policy and advocacy at
MSF’s Access Campaign, when he testified in front of Congress during
hearings on India’s patent laws. India’s April court decision was rightly

“This is a huge relief for the millions of patients
and doctors in developing countries who depend on affordable medicines from India, and
for treatment providers like MSF.”
—Dr. Unni Karunakara, MSF’s international president

celebrated, but we all must remain vigilant against further challenges
to affordable medicines. And be it in Washington, DC, or New Delhi, or
anywhere else, MSF and others have to make sure that no one involved
in this debate—not the lobbyists, not the politicians, not the shareholders, and not the practitioners—forgets that patients, actual human
beings, in places from Bolivia to Bangladesh, Tanzania to Tajikistan, and
Pakistan to Papua New Guinea, are depending on the outcome.

ABOVE: A 2012 demonstration; the effort will have to continue.
© Claudio Tommasini/MSF

10

ALERT SUMMER 2013

THE BENEFITS OF HIV VIRAL LOAD TESTING
In June, the World Health Organization amended its treatment protocols for HIV/AIDS to include increased viral load
testing, earlier inception of antiretroviral (ARV) treatment, and enhanced measures to prevent transmission from mothers
to children. MSF applauded these steps, and had pushed for them for years, in fact. The graphic below shows why one
of the measures—viral load testing, or gauging how much of the virus is in someone’s blood and thereby discerning
whether treatment is working or not—is so important.

donors, global health actors
“We can reduce global HIV transmission within
communities.”

policymakers, national gov’ts
“We can monitor community-wide progress towards the goal of ‘undetectable.’ We can identify
areas that need more attention.”

program managers
“I have better information about treatment adherence and health outcomes across programs.”

treatment providers
“It’s easier for me to identify and define treatment failure. I find out sooner when treatment
isn’t working. I know when to offer adherence
counselling, and when to switch treatment.”

people living with hiv
“I know if my treatment is working. I have the
tools to get to ‘undetectable.’ If necessary, I can
switch to more effective drugs earlier, before I
get sick.”

“We were able to use some very simple techniques to overcome staffing, cost, and logistical constraints
to get people in very remote communities the gold standard for monitoring HIV therapy. We have to
keep trying these field-adapted solutions to ensure that the benefits of viral load monitoring reach as
many patients as possible.”

— Dr. Laura Trivino Duran, MSF Medical Coordinator, Thyala, Malawi

The Benefits of HIV Viral Load Testing
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FROM
BIRTH TO
DEATH IN
SYRIA
As the number of people in need of
urgent medical care in Syria continues
to rise, MSF has been running six hospitals, four health centers, and several mobile clinic programs inside the
country. Through June, teams have
carried out more than 55,000 medical
consultations, 2,800 surgical procedures, and 1,000 deliveries since the
conflict began.
While these medical programs are undoubtedly saving
dozens of lives every day, the extremely insecure environment severely limits MSF’s reach, meaning that the number
of patients we tend to is a pittance compared to the number
of people who need assistance. Throughout most of the
country, however, there are places where medical services
are either inadequate or totally absent. What follows are
images from one of those projects, along with the words of
Steve Rubin, a surgeon from Oregon who recently returned
from an assignment with MSF in Syria:
What’s really interesting about this Syrian population is
the fact that before this war they had good quality care.
Some of the people really want that care again, so they
come in because they don’t have doctors to go to anymore.
They don’t have hospitals because, other than us, everybody else is doing war trauma—we’re trying to fill a gap for
them.
Essentially the Emergency Room deals with diabetics,
hypertensives, people with heart disease… On top of that we
deal with casualties that are coming in, shrapnel wounds,
and then [we are] always prepared for the mass casualties.
But we’re bringing new life into the world on a daily basis.
Nobody else in the area is running a hospital that’s doing
maternity. There are midwives in the communities, but
there’s no hospital doing it any more.
We do the full gamut, from birth to death.
The operating theater is an inflated tent, but it works…
Essentially we have equipment—not everything that we
need—and I think that without it these people wouldn’t have
anything.
So it’s not the usual environment. It’s an MSF environment, and you walk in and say, “I’m going to do the best I
can do with what I have.”
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FACING PAGE, FROM TOP: The pharmacy of an MSF hospital in Syria.
A boy whose parents had brought him to MSF’s emergency room because
dust had aggravated his asthma and his parents could not find an inhaler
anywhere else.
An MSF nurse at work in the ER.
A nurse changes the dressing on a patient whose leg had to be amputated.

THIS PAGE, FROM TOP: Surgeon Steve Rubin examines a patient receiving
post-operative care for a shrapnel wound.
To maintain a sterile environment, an inflatable operating theater was
erected inside MSF’s makeshift hospital on the grounds of what had been
a chicken farm.
All photos ©Robin Meldrum/MSF

From Birth to Death in Syria
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TAXI OVER THE SALANG PASS
An MSF blog, text and photos by Stefan Kruger
No one said it was easy working in Afghanistan. This patient, for example, has a
head injury with a large fracture of the skull. The open wound and broken fragments of skull are an entry point for all kinds of infections, but the position of the fracture
makes it tricky—it overlies one of the great venous sinuses, which, if perturbed, can give rise
to catastrophic bleeding.
Consensus is reached that this injury ought not to be touched in our
trauma center. The young boy has been stabilized as much as possible
and his level of consciousness is surprisingly good for the moment. But
the clock is stubbornly ticking away.

MSF Operations in Afghanistan
as of August 2013
UZBEKISTAN

ONE OTHER OPTION

A NECESSARY RISK
The patient’s father watches as we load his son into the back of the taxi.
He understands that this is an incredibly risky transfer and that anything
might happen on the way. He also understands that we have reached
the limit of our therapeutic capabilities in Kunduz, and that keeping his
son in our hospital would guarantee a poor outcome. He is grateful for
our trouble and comes to thank everyone personally before he joins his
son in the car. They leave the gates of the hospital at 12:40 PM.
The nurse calls us from the back of the taxi at 10:00 that night to
say that they have successfully cleared the Salang pass, but they were
held up at a road block for almost an hour. The patient, thankfully, has
not deteriorated at all. At midnight, they arrive in Kabul and our patient
is admitted. His condition is stable, but he is certainly not out of danger.
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We know that there is a specialized neurosurgical department at one
of the hospitals in Kabul. From Kunduz, it is a 350 kilometer [210 mile]
trip, but the road is in poor repair and it will take a minimum of eight
hours. We have one ambulance, but sending it to Kabul is not allowed
because it would significantly impact all other activities in our trauma
center. Transport by air is not possible either.
We have only one option—the patient is to be transferred by taxi.
From Kunduz, they will take the A76 Asian highway and turn toward
Kabul at the Salang pass, the main connection between Kabul and
Northern Afghanistan. At an altitude of 3,878 meters, it traverses the
Hindu Kush Mountains with its snow-capped peaks all year round. From
the pass it should take another hour or two to reach the capital. From
what we understand, the pass is closed at 6:00 PM everyday for a combination of maintenance and security reasons. This means that the taxi
needs to leave Kunduz by no later than 1:00 PM. It is 11 o’clock and the
team begins making arrangements as if their own lives depended on it.
The field coordinator reviews our plan and obtains special permission from the head of mission. Logisticians manage to find a taxi driver
with a station wagon who is willing to drive to Kabul and back. We find
a nurse willing to accompany the patient in the car. (Unfortunately, for
security reasons, expats are not allowed any travel by road outside of
Kunduz. In this case the expat would not just be placing himself at risk
but also the patient and his parents.) We pack a box with supplies for
basic life support, some drugs, IV fluids, oxygen masks, and a portable
suction machine to ensure the patient’s airway remains clear. When the
taxi arrives, everyone helps and it is soon transformed into a makeshift ambulance. The cleaners clean out the back of the station wagon,
the stretcher bearers find a small mattress for the patient to lie on, and
the radio room operators help to bring two large oxygen bottles and fit
them into the car like Tetris blocks.

TAJIKISTAN

Kandahar
Lashkargah

PAKISTAN

ABOVE: A young trauma patient is loaded into a taxi for transport from
Kunduz to Kabul.

Sincerely, I think we will have to wait and see whether we have
helped this boy or simply shifted the problem to another hospital. But
the team is hopeful and they will take pride in the fact that they gave
their best effort.
Stefan Kruger, a native South African, worked in the Emergency Department of MSF’s Kunduz Trauma Center, the only facility of its kind in
northern Afghanistan. MSF also has projects in Kabul, Khost, and Lashkargah. To read more MSF blogs from Afghanistan and other locations,
please visit www.blogs.msf.org

MSF-USA EVENTS
UPCOMING FILM SCREENINGS IN NEW YORK AND LOS ANGELES

FIRE IN THE BLOOD
Fire in the Blood tells the story of how
Western pharmaceutical companies and
governments aggressively blocked access
to low-cost AIDS drugs for the countries of
Africa and the global south in the years after
1996—causing ten million or more unnecessary deaths—and the people, including MSF,
who decided to fight back.
Shot on four continents and including
contributions from global figures such as Bill
Clinton, Desmond Tutu, and Joseph Stiglitz,
Fire in the Blood is the never-before-told true
story of the remarkable coalition that came
together to stop “the Crime of the Century”
and save millions of lives in the process.
As the film makes clear, however, this
story is by no means over. With dramatic past
victories having given way to serious setbacks

engineered far from
public view, the real
fight for access to
lifesaving medicine is
almost certainly just
beginning.
MSF continues to
fight for affordable
access to essential
medicines, most
recently campaigning
against the Trans-Pacific Partnership (TPP)
agreement, a trade
deal being negotiated
between the US and ten other Pacific Rim
nations. Terms in the TPP could block access
to affordable medicines, choke off production
of generic medicines, and constrain the ability
of governments to pass laws in the interest of
public health.
SCREENINGS:
New York, NY, IFC Center
Starting Friday, September 6
Los Angeles, CA, Laemmle Music Hall
Starting Friday, September 13,

For information on future screenings of Fire
in the Blood this fall, visit fireintheblood.com.

JOIN OUR LEGACY SOCIETY
Doctors Without Borders is able to provide
independent, impartial assistance to those
most in need thanks to the dedication, foresight, and generosity of our Legacy Society
members. Every day, legacy gifts are helping
us keep our commitment made more than
40 years ago to assist people in distress
regardless of race, religion, creed, or political
affiliation.
To learn more about joining the Doctors
Without Borders Legacy Society by making
a gift through your will or other legacy gift
that will save lives for years to come, please
contact Laurel Combs, planned giving officer,
at (212) 847-3153 or laurel.combs@newyork.
msf.org.

JOIN US FOR TWO UPCOMING
EVENTS ON MSF’S WORK IN
AFGHANISTAN
October 3, 2013, Asia Society, New York, NY
October 23, 2013, Johns Hopkins School of
Advanced International Studies (SAIS), Washington, DC

Please check www.doctorswithoutborders.org
for more details.

For information on MSF’s current TransPacific Partnership advocacy campaign,
visit www.msfaccess.org/tpp.

DONOR PROFILE
FREJA BEHA ERICHSEN
Though many people know Danish model Freja Beha Erichsen because
of the impact she’s made in the fashion world, she’s made quite an
impact as an activist and philanthropist as well. For the past several
years, in fact, she’s been a major donor to MSF and an outspoken
advocate of our work.

ABOVE: Freja Beha Erichsen. 2012 © GoRunway

Not only did she walk the runway during
Paris Fall Fashion Week in 2011 wearing a
t-shirt highlighting MSF’s “Starved for Attention” campaign to raise awareness about
childhood malnutrition around the globe, but
she also convinced a host of her colleagues—
models, makeup artists, and others from the
fashion industry—to donate one day’s salary
to MSF offices in their home countries.
“I’ve always admired what they do,” she said
about MSF. “As an organization, they’re among
the first to react around the world. As individuals, they’re incredibly brave, leaving their homes
and countries in the [service] of others.”

More recently, Erichsen joined with jeweler
Ten Thousand Things to auction off a necklace to support MSF. And this past year, she
partnered with Mother Denim to design a pair
of faux-leather jeans that will be sold in the
US, the UK, and Japan, with a percentage of
the proceeds going to MSF.
“I find it very gratifying when I can combine
my passion for MSF and the work the organization does with my personal and professional lives,” she says. “These are people who
go out and save lives all over the world. I’m
thrilled to be a donor, and I’ll keep looking for
more ways to help.”
Events and Donor Profile
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T 212-679-6800 F 212-679-7016
www.doctorswithoutborders.org

Doctors Without Borders/
Médecins Sans Frontières
(MSF) works in nearly
70 countries providing
medical aid to those most
in need regardless of their
race, religion, or political
affiliation.

