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Syria
Afghanistan
and more

Events and Recruiting
WORK WITH MSF
Between April and June 2012, MSF will hold recruitment
information sessions in the following cities:
April 25: New Orleans, LA
May 9: Atlanta, GA
May 14: Ann Arbor, MI
May 15: Detroit, MI
May 16: New York, NY
June 13: Denver, CO
All prospective medical and non-medical aid workers are
welcome to join us for a presentation and Q&A to learn more
about MSF’s field work. A human resources officer will
discuss the recruitment process, and an experienced MSF
aid worker from the local area will share stories of life in
the field. Visit doctorswithoutborders.org/events/public for
more information and to register, or participate in one of our
regularly scheduled 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 Democratic Republic of
Congo, Chad, Niger, and Haiti, where some of MSF’s largest
projects are located.

MSF IN PRINT

MSF ONLINE

Humanitarian Negotiations Revealed, a collection of essays
written by MSF veterans that gives a uniquely frank and
unsparing account of how MSF negotiates for access to
patients in a number of different contexts, including Somalia,
Sri Lanka, Yemen, Pakistan, and others, is now on sale at
the Columbia University Press website (cup.columbia.edu)
or from online retailers.

MSF’s History on Facebook: Visit and follow MSF’s Facebook
page, newly updated to the Timeline format (above), to see
a visual representation of MSF’s 40 years of providing
lifesaving emergency medical care around the world, and to
keep up with all the latest MSF news and events.

IN MEMORIAM:
Last December, two beloved MSF
colleagues were killed in Somalia.
Philippe Havet (left), a 53-year-old
from Belgium, was an experienced
emergency coordinator who had been
working with MSF since 2000 in
many countries, including Angola,
the Democratic Republic of Congo,
Indonesia, Lebanon, Sierra Leone,
South Africa, and Somalia.

Andrias Karel Keiluhu (right), better
known as “Kace,” was a 44-year-old
medical doctor who had worked with
MSF since 1998 in Ethiopia, Thailand,
Somalia, and his native Indonesia.
Philippe and Kace were in Mogadishu
working with the MSF teams to
provide emergency medical assistance
to displaced persons and residents of
the city.
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HUMANITARIAN SPACE
Dear Friends,
Providing our donors and supporters with clear, frank assessments of the challenges
our patients face and the work that we do to assist them is a vital part of what
MSF does. But there are instances in which we can’t tell the tales ourselves.
Syria is one of these instances.
Though we’ve tried for months now to find ways to bring impartial medical care
to Syrians caught in a brutal conflict, our operations remain very limited and our
presence inside the country minimal. But we can provide a forum in which Syrians
speak for themselves. In this issue of Alert, you will hear firsthand testimonies
from Syrian patients and doctors who describe the injuries they sustained and
the risks they took to provide care for the wounded. To discuss how the ongoing
crackdown constitutes egregious violations of medical ethics, we’ve also included
an essay by Dr. Greg Elder, MSF’s deputy operations director.
In Alert, and in MSF in general, we try to find the best ways to tell the story of our
work. In that vein, as you may have noticed, we’ve started to make some changes
to Alert. It is now in color, which we realized we could do with only a minimal increase in printing costs. The layout is evolving as well. We will also be including a
Q&A in each issue organized around the theme of “How MSF Works,” a feature that
will highlight specific facets of the organization and answer questions we hear
frequently. In this issue, following up on a previous Q&A on the Drugs for Neglected
Diseases initiative (DNDi), we take a closer look at one of MSF’s centers of innovation, Epicentre. Founded more than 20 years ago to help our field teams analyze
the medical data from our clinics and hospitals, and to improve the targeting of our
aid programs, Epicentre is MSF’s Paris-based epidemiological arm.
I mention all this because accountability is something we take very seriously. We
want you to know why and how we adapt our programs to the evolving needs of
people trapped by conflict and other crises. We want you to hear from field workers in South Sudan, as you will in this issue, and we want you to see our facilities
in Afghanistan, where MSF runs the only trauma center in the northern part of
the country.
Your generous support allows us to deliver lifesaving emergency care in more than
60 countries worldwide. That support is never taken for granted. We thoroughly
document the ways in which donor funds are used, to assure you that they are
getting where you intended them to go. For 15 years in a row, more than 85 percent
of all funds raised have gone into programs and operations, not administrative
costs. In 2010, it was 89.27 percent, to be exact.
We hope this issue helps you understand what our work entails, and that you
share my feeling that in some ways, we are doing it together.
Sincerely,

Sophie Delaunay
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Syria: When Medicine Is
Made A Weapon
While Doctors Without Borders/Médecins Sans Frontières (MSF) has been
unable to work directly in Syria it has collected testimonies from wounded
patients treated outside the country and from doctors inside Syria. The testimonies, which come from people hailing from various parts of the country,
point to a coordinated crackdown on the provision of urgent medical care
for people wounded in the ongoing violence.
Patient 1: 29-year-old male
In the situation that we have in Syria, you cannot go to a
hospital, because if you do, they either amputate the limb
that you are suffering from or they take you to prison. I
was detained twice and what we saw is that some of those
in prison are left to have their wounds rot. Their injuries
rotted and they were not taken to hospital. Some died next
to me, while others were urinating blood from the internal
bleeding they were suffering from. And no organizations or
doctors or MSF are allowed to go into prison.
The field hospital [is normally in someone’s house, moving
from one house to another]. There were no ambulances; any
ambulance was targeted and shot at. And the doctors who
are brave enough are also watched or arrested, or they rape
his wife in order to prevent him from taking any action. Or
they place them under house arrest.

Patient 2: 34-year-old male
I was detained during a demonstration against the president….
They beat me badly, to the point that I was about to faint...
After that, they covered my eyes and spread my arms and
tied them (like a crucifix), and they taped something to my
hand. I didn’t know what it was but later found out that it
was an electric detonator. They put up some sort of a shield
and they blew it up.
Within less than a minute, I felt something warm on my feet.
It was my blood. I was bleeding heavily and I lost conscious-
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ness. I woke up in the hospital, I wasn’t totally conscious,
but my friends found out I was there. They kidnapped me
from hospital and took me to a house, and they brought doctors who came and treated me in that house.
In detention: they curse and insult and were constantly
beating us and they tie up people’s arms like [they’re on
a] crucifix. Some guys were subject to the removal of their
fingernails. Others were flogged, and there are others who
had their backs broken….

Patient 3: 24-year-old male
We were in a peaceful demonstration and were demanding
reforms. They started firing tear gas bombs, and shrapnel
hit me in the chest… so the guys carried us and took us to a
mosque. I needed an operation, but I could not go to hospital
because it was filled with security people. They used basic
material for treatment, like bandaging and antibiotic pills.
The security was surrounding all the hospitals and anyone
who goes there will be detained.
Now, the impact of the shrapnel hit my chest, where there is
excessive tissue, but this tissue needed to be removed according to the doctor. [But] I have gone without treatment for seven
months. I was also detained. That happened on the twenty-seventh or twenty-eighth day of Ramadan. I went out after the Eid.
Tortured? Yes. They took me at 1 a.m., and they kept beating
me until 4 a.m.
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Left to right: A Syrian doctor testifies about his experience treating the injured. © MSF
A 29-year-old man was injured trying to film the conflict. © MSF

No, there was no medical treatment in detention. We barely
got food. There were 60 people in a room, some sleep standing up, others sitting down. Those who have their names
called out go out, but we don’t know where to. After one or
two hours they come back exhausted from the beatings and
the torture. They put us in a yard and make us take off our
clothes, and they spray us with water and they stand far or
on top of a chair, and they electrocute the wet floor.

Doctor 1:

But all the info of the patient will be recorded by the security, like who treated him and how they were injured and
all the details….
In public hospitals there is equipment and drugs, but the
problem is up to 95 percent of the injured do not go to the public hospitals. They are often treated in a field hospital, where
the people of that neighborhood agree on a certain house to
place the wounded and decide what to do with them.…

There were three kinds of cases. The first were those that
could be treated in the clinic. This is mainly treatment of
those injured by bullets fired by hunting rifles. This kind of
rifle bullet produces a lot of shrapnel and a lot of shell wounds.
Wound treatment, as well as treatment for broken bones like
putting a cast on can also be done at the clinic—the simple stuff.

What we do is: the patient is taken to a house, then some
people take the patient after they blindfold them to another
location to be treated. Even the doctors do not know where
these field hospitals are. They are also blindfolded and taken by the guys to treat the patients. Neither patient nor doctor knows where the field hospital is located.

There are the cold cases, like a bullet lodged in someone’s
leg. This, we can keep the case for two or three days before
we send them to hospital. And we coordinate with the hospital to remove the foreign object from the body in a clandestine way, because if we send someone to hospital and
the security finds out, they will be detained. So for the cold
case, we would sustain the wound, then under a false name
or medical report make arrangements for the patients to be
operated on in the hospitals.

We try to prepare these field hospitals, but they do not have
the proper standards. No proper ventilation, sterilization.
We are using rooms in houses. So whatever you try to have,
it will not fulfill the required requirements to carry out surgical operations. But this is the utmost that we can do.

The third kind of case are the acute cases. With these, we
have no other option but to take them to hospital, and it depends on luck if the patient is picked up by security or not.
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Doctor 2:
To take these patients to the public hospitals is impossible,
not just because there are doctors and nurses working for the
regime in these hospitals, but due to the fact that in each hospital there is a police unit and they are on the door, and they
belong to the different branches of the security apparatus and
they apprehend the injured.

SYRIA

A doctor who treated Syrians wounded in the violence, his head
covered to protect his identity. © MSF

fulfill their medical oath. It is difficult
to find sterilized medical materials.
Due to our limited means and the numbers of wounded, we have to resort to
rudimentary medical practices….

Doctor 5:

Some of our people were detained. Some
doctors are well known who have been
in detention for months.
[We have seen] different forms of injuries [including] bruises due to beating,
electric shock, which led to the death.
One case was electrocuted in the mouth
and they kept electrocuting him until
he died. I saw this….
A doctor now is considered more dangerous than those fighting with the
[rebel group, Syrian] Free Army, and
anyone caught with drugs in his possession, the charges against him are more
grave than being accused with possession of weapons. The average person is
normally taken for days or up to a week,
but doctors are detained for months.

Doctor 3:
At the beginning, we used to go down to
the street. Those who were shot in the
head by snipers or the cases we know
cannot be treated, we leave them or send
them to the hospitals without their families…. Other cases, like shell wounds,
are taken to the field hospital and are
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treated. We put them in a house and we
visit them and monitor their injuries….
The first time there was violence, there
were no ambulances. The second time,
when the ambulances came, we sent
them away because they can easily take
all the injured and transport them to the
security station, or security personnel
can come out of it. So they are not safe.
But despite that risk, many doctors are
putting their lives in danger in order to
fulfill their medical oath.

Doctor 4:
But despite that risk, many doctors are
putting their lives in danger in order
to fulfill their medical oath. Makeshift
hospitals tend to be one or two rooms
somewhere near a demonstration area.
In addition to that, there’s all the security pressure and difficulty in reaching certain areas. Doctors who treat
the wounded are also being harassed
by security forces….
But despite that risk, many doctors are
putting their lives in danger in order to

In each region there is a medical team
including doctors and nurses to take
care of the wounded in that region.
However, we cannot transport the sick
from one region to another because the
regions are isolated from each other.
Each person is treated in his or her region, in his or her neighborhood….
In addition to the hospitals, we also
have what we call emergency medical stations. There are more of these
than the hospitals. Each region has
one or two hospitals. There are more
medical stations. They are installed
in houses, in rooms inside the houses,
and equipped with emergency medical
equipment such as gauze, cotton, serum, the essentials….
The medical stations are mobile. They
are different than the field hospitals.
The items of equipment in the field
hospitals are also mobile. We transport
them from one area to another as much
as possible….
We are people just like others. The situation is unacceptable. I got involved in
this work from the first day. I can’t even
imagine not being involved…. This is
the reality. People are still dying in the
streets. We can’t leave them.
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A Doctor’s Protest
by Dr. Greg Elder, MSF deputy director of operations
(This article originally appeared in the British Medical Journal)

Four months ago en route to work I read an article about how
the blood transfusion services in Syria had been taken over
by the Ministry of Defense as a means to target patients
injured in demonstrations against the government. I found
this deeply disturbing and described it as a “violation of
medicine” in an email to some senior colleagues later that
day. As the world watches the conflict unfold in Syria,
principles and ethics may seem a little academic and selfrighteous, but ethical principles underlie our very claims
to civilization and humanity. For the medical profession,
the Hippocratic Oath forms a binding contract between
practitioners and society, outlining the responsibilities we
have toward our patients and the communities in which we
work. Even in times of conflict, in fact especially in times of
conflict, there are international rules and ethical principles
that protect health facilities, medical staff, and patients’
access to care.

Pragmatism and Practice
For MSF the principles of neutrality, independence,
and medical ethics are active operational ideas, not just
philosophical ones. However, in moments of crisis our
preoccupation is direct medical action. For months we
have attempted to negotiate access to Syria through
official channels. As the conflict deteriorated we took more
pragmatic steps to reach patients; facilitating access for the
wounded to be referred to our health facilities in neighboring
countries and, as our name suggests, going beyond borders
to connect with the growing networks of Syrian medical
personnel running underground mobile field hospitals. We
have to be modest about what we have been able to do, it’s
not nearly as much as is needed given the situation today in
parts of Syria; we try to respond to the needs and requests
of the networks with resources to improve the conditions in
which they work; with drugs, medical materials, surgical,
and anesthesia equipment and blood transfusion supplies.
This activity has a limited impact and our Syrian colleagues
are taking enormous personal risks.
Our view is limited and partial. No one has a comprehensive
understanding of what is happening; it’s never black and
white, and the local context is far more complex than that.
Thousands have fled Syria, we have treated a few hundred
regionally, but our interactions with these patients reveal
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consistent and disturbing patterns about how medical
services are being used by the security apparatus as a tool of
repression. Hospitals are militarized, patients arrested and
tortured, medical staff followed and arrested for carrying
medical supplies in their cars. The wounded prefer to take
their chances in the basic field clinics rather than going to
a public hospital. Doctors face dreadful triage dilemmas
trying to go beyond their means to stabilize patients to avoid
having to refer them to hospitals. Even with our partial view
we can see some lines have been crossed, humanitarian
principles and medical ethics have become another silent
casualty of this conflict.

Power and Politics
Syria has become the latest and bloodiest chapter in a
political transformation that has spread across the region.
Perhaps earlier, more assertive political and diplomatic
action could have changed the course of events. Instead
we are left questioning the fickle and uneven response
of global institutions and powerful states. MSF is just a
medical relief group with little to say on such matters,
but we do remain skeptical of any attempts to facilitate
humanitarian access through military means as some
have suggested is necessary. Such interventions create a
complex and confused operating environment for us and
past experiences do not inspire confidence.

Protest and Petition
For several months we have prioritized a secretive
operation, limited in scale, but in solidarity with our Syrian
colleagues. Finally the accumulated weight and nature of
our patients’ experiences compelled us to speak. These
patients and the Syrian doctors we are working with have
supported our public protest. Health care is under attack.
The Syrian authorities must protect health facilities and
access to emergency care for wounded in accordance with
international humanitarian law.
A final curious twist in this story is the professional
background of President Assad. He is an ophthalmologist,
a doctor bound by the same professional oath as the rest of
us. He has broken his contract with society and betrayed
his medical colleagues. Perhaps we should all send a letter
of complaint.

SYRIA

Field Journal: Gogrial, South Sudan
Dr. Ana Maria Guzman, a physician and clinical researcher
from Maryland, recently returned from six months overseeing
medical activities at MSF’s clinic in the town of Gogrial, in
South Sudan’s Warrap State. Below, she talks about her time
in Gogrial, where MSF has worked since 2009 as the sole
organization serving the medical needs of nearly a quarter of
a million people in the area.

The Clinic
I was an MFP, the medical focal person, so pretty much
all of the medical activities were under my responsibility,
including supervision of about 15 expats and 80 to 90
national staff. I had clinical responsibilities as well. Then
one of the midwives resigned, so I had to perform another
job, which was supervising maternity, which was kind of
exciting because I am trained in obstetrics. I was also in
charge of some of the emergency room, so any case the
clinicians were not able to handle I went and helped.
The hours were very long because if you have any
coordination position, you’re on call, and if you’re medical,
you are the back-up of the back-up. There is no rest.
Every day I would walk around the primary health center to
see how many patients came in. Then I’d go to the inpatient
department, check the situation, see anybody in critical
condition, then go to maternity. Then we’d start the morning
briefing with the staff on duty, and then we’d have our own
medical briefing where I’d give a summary of the activities
that people needed to accomplish.
In rounds I made sure that everything was okay and that
the national staff was learning at the same time. We are
there to make sure they are able to handle things once
we leave. Whatever I did, I made sure that somebody was
looking at what I was doing, so that when I left somebody
would be able to take over. The idea was to implement some
things every day, making sure things get done but also that
we’re seeing as many patients as possible, and providing
good quality of care.
There was also the matter of putting out little fires if people
sometimes didn’t show up, because in South Sudan that’s a
big issue with human resources. So you have to find ways to
cover all the services if people don’t come.
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The Patients
You see a lot of spear wounds, bullet wounds, stabbings with
knives. There are also traffic accidents. And a lot of people
were coming in with cutaneous anthrax. We reported this
to the Ministry of Health (MOH), and the MOH had to report
it to WHO [World Health Organization], but we didn’t see
them doing anything about it, so we went to investigate on
our own in a village about two hours away. It turned out that
the cows had started dying but people still ate the meat.
Afterwards they just threw the carcasses in a pound near
their village, which was probably why the animals kept
getting sick and why there were all these cases of cutaneous
anthrax. The cows in South Sudan are very precious. When
we told one of the elders in the village that they had to burn
the carcasses he was not happy and said that was a waste
that they could not afford.
I had one very bad maternal case, too, one of the most difficult
cases that I have dealt with. It was a woman who came all the
way from Khartoum. She had been in the MOH hospital in
Kuajok for about 10 hours and then they just dropped her.
The ambulance from Kuajok drove to Gogrial, which is about
one hour and a half if the road is good, and they just dropped
her, basically just opened the door and told her to get out.
Obviously there was no referral, and we had no specifics on
how long she had been in labor, what she was she given in
the MOH hospital, nothing. So we started putting fluids in
her, making sure vital signs were normal. Everything was
okay for about 20 minutes and then she started crashing.
Unfortunately, the baby and the mother both died. It turns
out she had been in labor for about 14 hours and had only
been given saline in the MOH facility. This was her eighth
baby, which put her at greater risk.

Looking Back
There’s no question that there is a need for MSF to be in
Gogrial. But while I was there, I wondered if maybe we
are creating a gap in the health system, because it seemed
like the MOH relied completely on MSF for vaccination
campaigns, for anything that it had to do en masse for the
community. Of course the project will have a lasting impact
for a lot of the patients, but I don’t think the authorities
consider the fact that MSF will not stay there forever.
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It was a very, very difficult mission and
I think I was surprised on every level. I
was surprised in a nice way by how the
international staff that I worked with
became more confident and also the national
staff, once we started implementing a lot of
the changes and making sure their work
situation improved, how thankful and how
willing to do the work they were.

Above: A father and his malnourished son at the
MSF hospital in Gogrial © Cédric Gerbehaye/
Magnum Foundation Emergency Fund/VU
Right: MSF physician and clinical researcher
Ana Maria Guzman © MSF

Now I’m back at work in the US. It was kind
of hard going back to normal life. It’s very
difficult to describe how different it is. It
just makes you realize how lucky, lucky,
lucky we are. I think South Sudan is one
of the hardest missions that MSF has, and I
think everybody who has worked in those
missions deserves a lot of credit. It is a very
hard context and there are so many times
you want to say “Okay, I’ve had enough.”
But once you leave, you will never forget
South Sudan.
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Field Journal: Doro, South Sudan
Elizabeth Ramlow, a midwife from Massachusetts, was seven
months into a nine-month assignment with MSF in Luwingu,
Zambia, when visa problems cut her time there short. Rather
than returning home, however, she went to work in South
Sudan’s Doro refugee camp in Maban, where an MSF emergency
team had set up a clinic to care for tens of thousands of refugees
fleeing conflict just over the border in Sudan.
I arrived in Zambia in April 2011 to work in the hospital
in Luwingu, in Zambia’s Northern Province. I worked in
Luwingu for seven months, delivering babies and helping
to run a sexual and reproductive health project. At the end
of December, when I was unable to renew my visa to stay
in Zambia, I was faced with a choice. My family and I had
agreed that I would be gone for nine months, so I didn’t
really want to come home until that time was up. I thought
it over, and decided to try to find another MSF project to
work in for the last two months of my time abroad.
From Zambia I went to France, where I spent some time
practicing my French and searching for a new project.
It took some time, but eventually a position opened up in
MSF’s new clinic in the Doro refugee camp in South Sudan.
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Doro was a very different situation from the hospital in
Zambia. Resources were scarce in Luwingu, but it was
an active hospital. When I arrived there were physicians
working there, and a pharmacy with a stock of medications.
We put out an advertisement for midwives to work in our
project and got a huge response; we were able to more or
less pick and choose from a pool of skilled applicants. In
contrast, Doro had no skilled medical care providers. Before
MSF arrived, the closest doctor for the tens of thousands of
refugees in the camp was a physician who had also come as
a refugee from Ethiopia and set up a small surgery facility
40 minutes away in the town of Bunj.
What Doro did have were traditional birth assistants (TBAs),
refugee women who used traditional methods to help with
births but who had no formal training as midwives. Together
with Carolina, an MSF midwife from Kenya, I worked to set
up a hospital for the camp’s many pregnant women. We put
up tents, and the two of us began recruiting and training
the TBAs to work in our new hospital, teaching them how to
use drugs and give injections, and how to work as a team.
Carolina and I split our shifts. Carolina worked during the
day and I covered the nights, with teams of TBAs as our
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Clockwise, starting at near right:
Elizabeth Ramlow (bottom row
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support staff. Every day I relieved Carolina from her shift at
5 p.m. and spent the night in the hospital, sleeping when I
could on the examination table. The TBAs worked very long
shifts as well. One team worked with Carolina from 8 a.m.
to 6 p.m., and another helped me from 6 p.m. until 8 a.m.
It was a joy to know that we were providing a safer setting
for women, a setting where expert care and medication
were available if needed, and they didn’t need to make a
40-minute trek to give birth. We created a safe space where
women knew they could come, women who had been living
as refugees for years, women who were not at all used to
delivering in a facility. The vast majority of them continued
to deliver at home, in their tents, but if they were having
their first baby and knew that it would be tough, or if they
were having their seventh or eighth and knew they were at
risk of hemorrhage, they knew they could come to us.
The hospital grew steadily, and as it grew, the TBAs became
more knowledgeable and more confident. At first it was
hard for them to take ownership of the work because they
were so unfamiliar with it, but by the end of my stay, they
were very experienced and self-sufficient. During night
shifts they would say, “Liza, why don’t you get some sleep?
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We’ll call you when we need you.”
The TBAs were so eager to learn, and they brought an
important enthusiasm and sense of community to the
hospital. The trained midwives in Zambia were very
competent, but they weren’t members of the community the
way the TBAs in Doro were.
One night in the hospital, I was at the end of the delivery
table waiting for a baby to emerge, and I looked up, and the
woman laboring was surrounded by all these people—family
members and two or three TBAs. All of them were holding
her and touching her gently and talking to her, even singing
to her. And she had this huge smile on her face as she was
giving birth. In our little tent hospital in Doro, where people
were camping beneath trees with what few belongings
they’d been able to carry, the TBAs and the community were
one of the few available resources in what was otherwise
a very difficult situation. I thought, “Please don’t let’s ever
lose this. This is precious.”
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HOW MSF WORKS
EPICENTRE: HELPING MSF IMPROVE ITS
MEDICAL CARE
In 1988, MSF created Epicentre, an epidemiological
research center based in Paris and tasked with establishing
surveillance, monitoring, and evaluation systems in refugee
crises and epidemic outbreaks. Today, Epicentre’s 50 staff
members work in MSF offices in Paris, Geneva, Barcelona,
Brussels and New York, and also in field offices in Uganda
and Niger. Overall, Epicentre typically supports 20 to 30
MSF projects at any given time, often in partnership with
leading academic and research centers.
Epicentre’s activities often help shape MSF’s emergency
responses. Epicentre studies have also spurred changes
in MSF’s approaches to a disease or crisis and revisions in
World Health Organization (WHO) guidelines. What’s more,
the team regularly publishes its finding in scientific journals,
sharing important data and perspectives on humanitarian
medicine with the medical and scientific communities.
Here, Emmanuel Baron—the executive director of Epicentre,
the former head of MSF’s Medical Department in Paris, and a
doctor who has worked with MSF in Sri Lanka, Afghanistan,
and in other MSF settings in Africa—talks about Epicentre’s
support of MSF operations and the challenges of conducting
epidemiological studies in highly complex environments.
Above, from left: An MSF mobile clinic in Laudjo, Democratic Republic of Congo, which opened
as a result of an Epicentre study on mortality, violent events, and basic needs in the region. DRC
2007 © Marc Soupa; An Epicentre employee sorts through records from a nutritional survey at

Can you define for us what epidemiology does?
Epidemiology uses a set of tools to measure a situation—
even the most chaotic—with data gathered from scouring
medical records in health structures, interviewing people
to understand health behaviors, measuring findings against
known and expected trends for a disease, and so on. It is a
science that helps us understand what is happening on a
larger scale, ascertain when a particular epidemic threshold
has been reached, assess efficacy of a care strategy, and
decide when a particular intervention may need to take place.
In a crisis, you have the qualitative, lived experience of the
practitioner, and then you have epidemiology to back this
up and create a bigger picture with quantitative data. It can
play an important role through establishing surveillance
systems, like we’ve done recently through our outposts in
Somalia and Kenya to monitor the medical needs of people
fleeing war and drought. It can help with clinical trials or
similar methods of comparing and assessing the relevance
of new approaches to diagnose or treat a disease or carrying
out a vaccination campaign; and ultimately to introduce
better protocols or treatments that can lead to global policy
changes, as we’ve seen with our work on sleeping sickness and
other diseases. Also, retrospective morbidity and mortality
surveys can help us piece together what happened in a
particular region and help us better understand what the
population has gone through.

the Epicentre house in Maradi, Niger. Niger 2007 © MSF
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How did Epicentre come about?
In the early and mid-1980s, MSF was running extensive
medical programs in refugee camps in Thailand and
Malawi. Tens of thousands of people were crammed into
unsanitary and makeshift shelters, suffering from malaria,
malnutrition, and other life-threatening conditions.
MSF came up with a list of ten priorities to address in an
emergency, which we would apply to crisis situations from
then on—including shelter, water and sanitation, rapid health
assessments of the population, mass vaccination campaigns
against measles, surveillance, control and prevention of
communicable diseases, and so on. This was the first step
toward recognizing the need for systematic surveillance
and evaluation systems to better serve our patients.
A group of MSF doctors then came to the US to study
epidemiology at the Centers for Disease Control (CDC) and
in universities (primarily Tulane in New Orleans), with the
aim of creating an organization dedicated to helping MSF
improve its data collection and create surveillance systems—
and to have a sound scientific base using quantitative data
from which to make operational decisions. Then they had
to adapt what they learned and apply it to populations on
the move in incredibly precarious settings, where data
collection can be quite tricky.

Can you give us some examples of Epicentre’s impact?
In 2003, we conducted a clinical trial in Niger that
compared a single shot of ceftriaxone to treat meningitis
in an outbreak situation against the standard treatment
of oily chloramphenicol, a treatment that was about to go
out of production. The results showed that ceftriaxone
was efficient and could represent a valid alternative for
the future. Our studies showed clearly that this cheaper,
shorter course of treatment was just as effective, making
life easier for patients, doctors, and local health authorities
during mass epidemics, which occur regularly in Africa’s
meningitis belt. Following the findings of this study, WHO
recommended in 2007 that a single dose of ceftriaxone
would be the reference treatment in epidemic situations.
We also contributed to a change in WHO recommendations
for the way tuberculosis (TB) is diagnosed. Until 2007,
international recommendations required three collections
of sputum samples from patients over two days. This
is incredibly difficult for patients, health workers, and
laboratories in the settings where MSF works. In partnership
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with the University of Liverpool and the Kenyan Medical
Research Institute, Epicentre evaluated the effectiveness of
a simplified strategy, and as a result, two-thirds of patients
can now be diagnosed on their first visit, and the workload
in health centers has been significantly reduced.
And right now, we are on the verge of releasing some exciting
data related to rotavirus [the most common cause of diarrhea
in young children], which the WHO said was killing around
450,000 children under the age of five every year. Two
vaccines are currently recommended by WHO, but they came
out of studies done in developed countries. Our research
center in Niger is close to getting results that we believe
will show that the strain of the disease in Niger is different
than those covered by the two vaccines—data that will help
us advocate for new, effective vaccines to be developed. The
question is whether this data can be extrapolated to other
parts of Africa, and if it would necessitate the kind of radical
health policy changes we’ve seen with malaria treatment.

How much time do you spend on a particular study?
Hemorrhagic diseases like Marburg or Ebola are short-lived;
they last just a few weeks. Measles vaccinations in refugee
camps is another pretty brief intervention. But in Haiti, for
example, where our teams are tracking the cholera epidemic,
we expect to be present for a very long time. We’re also
involved in an 18-month study in Niger at the moment, in
partnership with the World Food Program and MSF, to find the
best protocols for preventing severe malnutrition in children.
And sometimes we are asked to do retrospective mortality
surveys; we’ve done several hundred to date, most recently in
Niger, Democratic Republic of Congo, and Somalia.

What are Epicentre’s current and future priorities?
Whatever MSF’s priorities are, those are our priorities.
We are driven by operational needs. And as MSF enters
new territory, so do we—advanced surgical techniques, for
example, or mental health, and we are just now starting to
look at environmental health issues, antibiotic resistance,
and cost-effectiveness studies.
We’ve seen the benefits of our two research centers in Niger
and Uganda in so many ways. It is really important that
we have more experts from affected countries involved in
studies and decision-making. Whether that means more
centers like these, or small satellite offices, I don’t know. I
just know I’d like to see us evolve in that direction.

EPICENTRE

CLOSE UP: AFGHANISTAN
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AFGHANISTAN: A YOUNG
LIFE AT RISK
Text and Photographs by Michael Goldfarb/MSF
The 15-year-old boy first came to MSF’s trauma center in
the Afghan city of Kunduz last fall, after suffering a severe
abdominal injury. The center, which opened in August 2011,
was—and remains—the only emergency medical facility of its
kind in northern Afghanistan. MSF staff operated on the boy
and kept him hospitalized during his recovery, but weeks
later, in late November, he developed a life-threatening
bowel obstruction, necessitating an emergency laparotomy.
Just hours after surgery, lying in a bed in the intensive-care
unit, he had developed a respiratory infection and a raging
fever, as the team feared he would.
Before MSF opened its program in Kunduz, most Afghans in
the area, especially those with critical injuries due to armed
conflict or road accidents, had nowhere to go for trauma
care. These days, MSF’s 60-bed hospital treats roughly 350
people each month. The MSF team performs orthopedic
and other complex surgeries every day and provides postoperative physiotherapy so patients can regain as much
mobility and quality of life as possible. As word spreads,
more and more people are arriving at the trauma center’s
gates, traveling from neighboring provinces, even from as
far away as the western border with Iran.
In this boy’s case, after several tense hours and heavy doses
of antibiotics, he began to improve. A day later, he was
sitting up. The day after, he was eating soup with gusto.
Today, he’s at home, recovered, and doing well.
From left: An MSF physiotherapist assists a 15-year-old patient in the intensive care unit at the
MSF hospital in Kunduz; the exterior of MSF’s trauma center in the city.
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Left to right: 18-year-old Caroline and her oneday old son Boulobu recover in the maternity
ward of Niangara hospital. DRC 2011 © Francois
Dumont; Ira and Esther Sorkin
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MSF Thanks Our Legacy
Society Members
By providing for MSF in their estate planning, Legacy
Society members help ensure our ability to respond
to the challenges we face now and in the future. Each
year, many of our loyal supporters join our Legacy
Society by naming MSF in a will or trust or as a beneficiary of a life insurance policy, financial account,
Individual Retirement Account (IRA) or other retirement plan, charitable gift annuity or charitable trust.
As a member of our Legacy Society, you will receive
updates about our work around the world and be
listed in our Annual Report. For information about
MSF’s planned giving program, please call Beth
Golden, Planned Giving Officer, at 212.655.3771.

MSF would like to thank all of our donors
who have pledged to our 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 pledges totaling over $25 million towards the Initiative.
To find out how you can participate,
please contact: Mary Sexton, Director
of Major Gifts, at (212) 655-3781 or
Mary.Sexton@newyork.msf.org. You can
also learn more by visiting us online at
doctorswithoutborders.org/donate/
multiyear.

Esther and Ira Sorkin of Ventura, California, are MSF-USA’s longest-giving donors, having supported MSF since 1989.
Esther works as an attorney, while Ira,
who is retired, spends his time restoring
old computers to donate to people and
groups who otherwise can’t afford them.
“I feel it is our duty to care for the less
fortunate,” Ira says. “This is part of the
Jewish idea of tikkun olam, or rebuilding
the world.”
Ira and Esther choose to give to MSF
because they feel the organization gets
more “bang-for-the-buck” from their
donations. “MSF [has] a good record for
using money wisely,” Esther says.
The Sorkins are particularly passionate
about MSF’s work with refugees and
internally displaced persons. “I am the
grandson of refugees,” says Ira, “so I
think helping others who must leave
their homes is a priority.”

