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An M5F siaff member dears debris from lerddi-b;hlqii,hm,ihl was destvoyed in
Cectmber by an abrsirike unched By the Saudi-ed cosiition, depriving 200,600 peopls in the area of
medical care. (n 3 May 2016, MSF ntemationad president joanne | i delivered an impassionad speech to
the UN Security Councll denouncing the recent sunge in aitacs on health faciities, often camied out with
the invoheemeni of N momber siatoc. A the sme tims, MSF has bonchesd Hx #NotATamst campaign o

sy that enoagh is encugh.  Phosogropl £ Sowon Shaif

ECUADOR

Fetiador cart] Ke:
MSF teams respond
Cn 16 April, a 7.8 magnitude
earthquake struck the northeast of

cumoop people. Concha Femandsz s the

left with the first team by road to the
Esmeralda region, one of the arcas most

damaged.

Southemn FEsmeralda is a large region and in
mmbﬂmﬂ:?ﬂuﬂmpﬁmﬁ
One of these places was Cabo de San
Francisco, which we visited on Tuesday
afternoon, snd where we fbund 200 people
living in makeshift shelters with almost
nothing.

Our lngistician looked into water and

sanitsliom issues and explained to people how

best o organise themselves. We treated 13

people, incduding 2 woman suffering from an

infected wound.

People were very afraid and they asked to

speak with our psychologist, so we began
ehosocial support to groups

of women and children. During one of

the sessions, there wasan aftershock, and

people started running in terror

Going door-to-door

Some of the team members who arrived in

Pedernales went to the city’s main hospital

with enough medical supplies to assist

500 people, and they are ensuring that

more will be available when needed.

MSF stafl and hospital staff also went

door-to-door in one of the most affected

netghhmnhnmh 1o provide mental health

support

Find out more at msfie/ecuador

ZAMBIA

GREECE

Violence at the border

Dir Conor Kenny Is working with MSF in Idomeni,
northern Greece, where more than 11,000
refugees and migrants are camped out, hoping
to cross inta the Former Yugoslav Republic of
Macedonia. On 10 April, the M5F team responded
to incddents of police violence at the closed
barder.

‘Just before lunch we received the call to assist.
As we approached the camp, 1 heard loud
explosions and worried that this was the sound
of blast hombs, rubber bullets or teargas.

Many women and children were in tears. Thene
were & number of unaccompanied children
among them — presumably separated from their
parents during the violent events. People were
distributing wothpaste and crafting fcemashs:
from it in an attemnpt to protect themselves
from the teargas. Others poured cans of Coke
onto eloths and placed them over their faces:
The scenes were chaotic, with people receiving
treatment in tents or at the side of the road.

Screams got louder

As | reached the clinic, the MSF team was
working hard o treat people affected by the
teargas. [twasn't long before another attack
began. 1 heard a number of large blasts,
followed by screams. What sticks in my mind is
the number of women and children in distress,
attempting to find the clinic but unable to see
whiere they were going.

We started assessing peoples injuries — the
majority were facial, related to the teargas, with
many young children’s hings having become
inflamed. Many men, women and children

were carried into the cinic on blankets used as
muikeshilt stretchers.

I found evidenee of well defined, non-penetrating
blunt trauma — presumably due to plastic bullets:
A number of these injuries were located on the
baek, indieating that the person was likely walking
or running away from the source. A number were
also to the chest and the head. Three children
were shol in the head. I remember one of them
wandering around in a dazed state with the plastic

bullet in his hand. His mother said he had been
anconscious for at least five minutes. He was
transfirred o hospital, along with a number of
others who sustained fractures.

People fled their tents

We prepared ourselves for further incidents,

and didn’t have to wait long. More screams as
people ran from the border fence. To my right

I saw white smoke billowing from an objeet
which bounced off the roof of a tent and onto a
pathway, engulfing the entire area in teargas. In
a panie, people started to flee their tents. Within
secomds, the teargas enterced the now-packed
clinic, with everyone inside bending over and
protecting their faces. | managed to grab a water
bottle to wash my face and eyes. The air was
suffocating and | struggled to continue assessing
and trealing paticnis. Again, many people were
in distress and cryving. A few were screaming, “We
have done nothing wrong”™

On 10 April the MSF team in ldomeni treated 300
people, 200 for respiratory problems as a result
of teargas — including 30 children. The team also
treated 40 people for injuries from rubber buliets,
including three children with head injuries.
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LIBYA

Medical crisis
MSF nurse Colin
Watson recently
months in Libya
working in the
emergency room of

Al Abyar hospital, 40
miles east of Benghazi.

'Ihemuﬂi'mimlﬂ:&ahmhadu.pml'mﬁ
on thi health system. Prior 1o

2011, Libya had a modern, functioning:
hmlthmm However, il depended
heavily on fnrn‘ig:rwuﬁﬁa particularly
nurses. With the onset of armed conflict,
many foreign workers left the country. This
cansed a severe shortage of nurses, and the
health system is now in a critical state.

Medical stocks are in short supply, as are
surgital and lab supplies: Hospitals such
as Al Abyar have ne choies but o employ
nurses with inadequate training,

Thise are some of the challenges we face
daily. T s2w a constant strewm of patients
with a range of conditions from minor
ailments b major tranma. A particolar
fnens of my work was training the nurses in
triage and trauma managemenl

Safe and reliable
emergency care

Diespite the obvious language issues, [ was
ahle to k Tlflﬂlummps
wﬁhmyhmrgg;né With patience,

respect and good humour, it wais possible
tput in place the foundations for safe and

reliable cmergency care.

Butwith no end in sight to the conflict

in Libya, peoples need for healtheare

will remain. [ worked with a doctor

from Benghazi who spole of the ragic
consequéences of not having access to
essential medicines:

*What should I dot™ he ashed me. *1 know
my patient will die without medicine, but
all I have to give him are the tears in my
BYEs,

MBEF is supporting a number of hospitals
across Libya, often in challenging
circumstances. Our work helps ensure that
medieal stall have the skills and resources
needed to treat their patients]

msfielibya
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A plane s readiiad for take-off on the sirstrip in Leer, South Sudan. When roads s non-existent o unusshils, planss are often the only way to bring in medcal teams and suppiles, and oot oot patients in ungent neasd of specalist

tresiment. Photogroph © Ether_lonmoot/MSF

It's early in the morning,
you're hundreds of miles
from the nearest hospital
and two patients with life-
threatening gunshot wounds
arrive at your door. For MSF
nurses Michael Shek and
Chrissie McVeigh, working in
South Sudan, this nightmare
scenario turned into a day-
long battle on land and in the
air to save the lives of aman
and boy.

MICHAEL SHEK

‘T'm flying 8,000 feet #
above the plains of .
South Sudan with a
dying patient in front of
me. He is 10-years-old
and was shot last night
during a cattle raid. His uncle was shot in
the arm. We managed to stabilise them
both with what little resources we had.
but we needed to transfer them to the
haspital in the eapital, Jubz, and the only

way to get there is by plane. I'm the only
medic available w go with them.

Halfway to Juba, the boy starts
suffocating in front of me. The air
pressure from the plane has forced his
lungs to collapse. His eyes are wide as
he gasps for air. I'm [acing an impossible
decision. To save his lifie, [ must insert a
necdle inta his chest to allow the trapped
air to escape. But I don't hiave a chest
X-ray, or an ultrasound, or any of the
equipment I would use in in Europe.
And I've never done this procedure in a
plane at 8,000 feel.

‘I punch the neadle into his chest’

Sweat is pouring down my forchead. IF1
don’t do this he'll die. I punch the needle
into his chest and the air hisses out. He’s
going to be okay. [ am so relieved [ could
oIy

The kid had been brought to our elinic in
the morning with his uncle, who had also
been shol 1 knew that if we didn'y airlift
them, the uncle would die. We couldn’t get
any twbes into his arm o give him floids.
He was still bleeding, his blood pressure
was very low and be was starting 1o lose
conscioustess. We had o give him an
intracsseous infusion — where you inject
fluid directly imo the marrow of the bone.

Here in Europe you have a drill to do this,
and it's done in 10 seconds, But in Leer, we
only had a child’s size intransseouns needle.
Chrissie — an MSF nurse — and 1 spent
half an hour taking it in turns to drill the
infusion into this poor man. Eventually

we managed o give him enough fuids to
pump up his veins. We stabilised him and
arranged for the plane.

‘Snakes and scorplons In our
compound’

I had arrived in Leer 1o help re-establish
healtheare facilities after our hospital

wis looled and desiroved in the summer
of last year We were living in the old
MSF compound, in the ruins of the old
Leer hospital. We slept in tents inside
tukmils [ circokir mud hots]. There was no
electricity and no running water. There were
snakes and scorpions in the compound, and
cagles nesting in the trees. At breakfast and
dinner time, the eagles would swoop down
on us and steal our food!

We were treating a lot of people

with gunshot wounds. When 1 heard
gunshots, 1 tried not to panic. One tme
fighting broke out close to our mobile
clinic. That was a bit scary. You have a
‘grab sack” which contains food supplies
and water for a couple of days in case you

gevstuck out in the bush.

MSF iz literally the only healthcare
provider in Leer. We're the only lifeline
for these people!
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CHRISSIE MCVEIGH

T was at the MSF clinic
in Leer when those

two paticnts arrived.

It was me and a Souath
Sudanese nurse who
wilked for two and a
half hours every day

o get wo work. Suddenly this voung

min and his nephew were brought in -
bleeding heavily with extensive trauma
imjuries. 1t was totally overwhelming,
The unele was in a particularly bad way
—he'd put his arms over his face to shield
his head from the gunshots.

It ook a good five hours of stabilising
them before we eould get a ilight to take
them o Juba. Michae] was the only
medic available to accompany them; [
had to stay behind at the clinic. We had
no inpatient department, and had been
trealing people who were very sick in the
wukuls next door to ours — taking it in
turns to check on them during the night.
It really was MSF back to basics.

Leaving the swamp Island

In those carly weeks, when we were
starting Lo build the project back up
again, people who left the bush where
they had been hiding to come and seck
healtheare were taking a huge risk. I'd
set up an ootpatient clinie in the old
burnt-out hospital grounds and one

day a man and a woman came into

the compound carrying their son on a
siretcher. He was 21 years old and was
their only surviving child. 1 called him
the precious boy. He had been shot in the
knee four months earlier and was very
sick. The parents had fled with him when
Leer was attacked, earrying him into the

After 2 four-hour walk, Myagal Koang amives 3t MSFS hospital compound in Leer with har she month-old
babry, Gatwiech, in 2 basket on her head, so b Gin be treated for malmstrition.

Photogreph © Pettens Wigges

bush. They had found a small island in a
swamp and lived there. The mother had
cleaned that wound, looked after and
fed him, but he was very thin. For four
months they did this,

And then they heard that MSF was back.
They walked through the night Every
time they heard a noise. When they got
through the gates of the old hospital
compound and put him down, you could
see the reliel in their eves, We ok him
into the wkul next door to ours, gave him
intravenous antibiotics and cleaned his
wound. We managed to refer him to Juba
with his father, and in the end he was
okay.

These parents were determined to fight
for their son, their precious child. It was
like, “We're going o seck healtheare,

it's going Lo be a risk, but when we get
there we'll be looked after”. It was very
moving because as soon as they got Lo
us, they felt safe — they associated MSF
with safety and care. It was incredibly
humbling.

The man and boy return

On my last day in Leer, as [ was saying
my goodbyes, 2 man got off the plane on
the airstrip. It was the uncle who had
been shot in the arm, with his nephew
beside him. That moment made my
mission. The uncle had an extensive
amputation of his whole right shoulder
and arm. But the little boy — he was
ticketyboo. It was lovely, like coming full
circle. As the plane rose above Leer, |
turned to the MSF medical eoordinator
and said, “This is true MSF™

1. Whisky — because I'm Scottish and it
reminds me of home and you can share it out.
2, Salami - because
thera's o meat to eat!
3. My [Pad -1t hasall

VP —
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MSF has issued

an alert regarding , -

five diseases that
have the potential
to become
epidemics over

the coming year.

Without proper attention,
cholera, malaria, measles,
meningitis and a group
of overlooked diseases
are likely to pose an ever
greater threat.

“We know that thousands
of lives will be at risk,
although the means exist
to prevent these deaths,’
says Dr Monica Rull, MSF's
operational health advisor.

MSF's epidemic response

MSF plays an important role in
responding to epidemics. When
a disease breaks out, a quick
response is vital, M5F teams

on the ground continuously
monitor for potential outbreaks,
and can rapidly scale up to
mount an emergency response.

Yet more needs to be done.

Rapid emergency alert systems
for epidemics need to be
improved and more spent on
research and development.
“Current outbreak response
strategies are failing the very
people they are designed to
help,” says Dr Rull.

Find out more at msf.le/epldemic

A chilid with choler is given fluids twough 2
driy bry MSF nurss Kim Hermans in Sarthe, Haitl,
Phetogrogh € Avrelis Baurmed/MSF

CHOLERA is a water-borne infection
which can lead to death within hours.

‘Treating cholera is a race against time.
It is vital that people with cholera

are detected and treated in a cholera
treatment centre as early as possible.
With prompt rehydration, more than
49 percent of cholera patients make a
compleie recovery.

What we're dolng

In 2014, we treated 46,900 people for
cholera in 16 oulbreaks.

“When you are trealing cholera, the
maosl important thing is a clean source
ol water,” says MSF logistician Damien
Maoloney. “You need beds and plastic
sheeting and a lot of chlorine, oral
rehydration salts, gloves, sowns and
brooms. Cholera is a sickness, but it’s
also a logistical problem.”

What we want

Currently, there are only two vaccines
against cholera approved by the World
Health Organization (WIHO}. We want
production of these two vaccines scaled

up, and more alternative vaccines
validated,

msf.le/cholera
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a ife-saving biood transfosion in Rentio, South
Sodan. Photogropd € Brendan Bannon

MALARIA is transmitted by infected
mosquitoes, with 90 percent of deaths
occeuring in children living in sub-
Saharan Africa. The most effective
treaiment is artemisinin-based
combination therapy.

Since 2012, MSF teams have seen
significant malaria spikes in several
sub-Saharan African countries,
including Democratic Republic of
Congo, Central African Republic,
Uganda and Mali.

What we're doing

In 2015, MSF teams treated some two
million people with malaria around
Lhe world, and provided preventive
treatment to more than half a million
children in Niger, Mali and Chad.
“While [ wasin South Sudan, we had

a massive malaria outbreak and every
day was a strugzle to keep children
alive,” says Dr Andrea Atkinson, who
worked in Bentin, South Sudan. *There
were few organisations providing even
basic healthcare. MSF is the difference
between something and nothing there”
What we want

Free malaria treatment guaranteed
during outhreaks.

msf.le/malarla
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An MSF health worker prepares 3 syringe of
mesasies yaineg during a mass vaination
campaign in Yida refugee camp, South Sudan.

Photograph © Kaxin SkibolmyMSF

MEASLES is 4 highly contagious
viral illness that can have serious

complications. In wealihy countries,
very few people die of measles, but in
developing conntries, the mortality
rate is between 3 and 20 percent.
Vaccination remains the best form of
proteciiom.

What we're dolng

In 2014, we treated 33,700 patients
for measles and vaccinated 1,513,700
people against the disease.

“In Europe, measles is considered a
minor illness, bul people forgel that
it'’s still one of the main causes of child
deaths worldwide,” says MSFs Dr
Marion Osterberger.

What we want

Free measles treatment during
ontbreaks,

Better surveillance and outhreaks
declared earlier to enable a faster
response.

msf.le/measles

Dr Clement Van Galen camies 2 child who ks
aritically il with meningtts in Mamey, Miger.
Photngroph € Syhein CherboouiACoamos

MENINGITIS is a contagions'and
potentially fatal inflammation of the
thin membranes surrounding the brain
and the spinal cord.

Meningitis occurs throughout the
world, bul the majority of deaths

are in Africa, particularly across the
‘meningitis belt, a geographical strip
than runs from Ethiopia in the east

Lo Senezal in the west. Antibiotics

can treat the infection, but mass
vaccinations are Lthe most effective way
of stopping outbreaks.

What we're dolng

“When [arrived at the hospital in
Niamey, the eapital of Niger, it was
chaos,” says MSFS Dr Clément Van
Galen. “0wr team was admitting as
many as 50 patients with meningitis
every day. To {ree up beds, we were
forced to discharge patients as spon as
they starled to improve.”

Bernadette Gergonne worked as

an MSF epidemiologist during the
outbreak. “Now that this new strain
of meningitis C is present in Niger,
we must be ready to respond Lo a new
epidemic in 2016,

What we want

Manuofacturers Lo increase production
of the meningitis vaccine.

msf.le/meningltis
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After belng tested by MSF for Cogas dissase,
Astena k rolleved o dicoover that her dougihters
e claar of infertion. Alquie. Bolivia
Photogroph £ Vo Ahes

Epidemics of NEGLECTED DISEASES
are on the rise, with outbreaks of
dengue, chikungunya, Zika, Middle East
Respiratory Syndrome (MERS), Ebola
and yellow fever all reported in 2015.
Al the same \ime, parasitic infections -
such as kala azar — that were previously
under control are increasing,

“What we have is a Lerrible cycle of
neglect,” says Gemma Ortiz Genovese,
MSIs nerlected diseases adviser,
“Pharmaceutical ies don't invesL in
research and development becanse these
diseases mosily atfect the poorest people in
the world, who don't represent a lucrative
market. This eyele must be broken”
What we're dolng

In 2014, we treated 4,700 Ebola
patients and 1,700 patients for
Chikungunya, a debilitating virus
transmitied by mosguiloes, Since
1988, MSF teams have Lreated more
than 100,000 pecple [or kala azar. We
are still working on ways Lo ireal the
disease more effectively and affordably.
What we want

More research and development for
diagnosties, vacecines and trealments.

msf.le/neglected-diseases
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in the intensive re unit of Agok hospital, an MSF mrss encoorages 2 mainourtshed and delndrated girl to drink soms fasds.  Photogroph © Ferre-Fees BernondMSF

The miracle baby

Johanna
Bosowski
isan MSF
nurse
working
in Agok,
South
Sudan, where MSF
runs the only hospital
in the region. Here
she describes a

first week dealing
with emergencies,
resuscitations, and a
baby boy who refused
to give up on life.

My first week here was one of the

hardest of my entire career. [ arrived on
Wednesday, and by Thursday [ was in

charge of the neonatal unit. It was quite a
baptism of fire.

I didn't know it at the dme but, by some
twist of fate, [ happened Lo arrive during
a particularly bad week for the babies of
.:"I.gﬂk.

We had to perform cardiopulmonary
resuscitation — or CI'R — on a baby prety
much every day, and while some survived,
others did not. Being an emergency nurse,
I'have had to deal with children dying
before — but maybe one or two a year,
never soveril in one week., It's never easy,
I had more than a few moments when [
asked myself what on earth T'was doing
here, and wondered if I'd even last six
days, let alone six months!

We ran to the delivery room

In the middle of all this, my miracle baby
arrived. The first I knew of his existence
was when one of the midwives came
running in dressed in surgical scrubs,

a gown and a mask. In her arms was a
bundle of eloth, and inside, 1 presumed,
a babwy.

The midwife said that she had just
attended an eMETEeNCY cacsarean

on a woman who had arrived after
spending more than two days in labour.

Unsurprisingly, neither mother nor baby
was doing well.

We ran together o the delivery room

and, when she lay the baby under the
warmer, | began to understand why the
labour had lasted so long. His body was
the sive of 2 normal-term baby, but his
hiead was misshapen and twiee as bigas [
would have expected. But that was not the
important issue at that moment - he was
hardly breathing,

His oxygen levels were less than half what
they should have been, and his heart rate
was dangerously low — all signs of a baby
who has only a short time lefl to Tive. 1
started trying to deliver some artificial
breaths using a bag and mask — no easy
feat, as the shape of his head meant

it was difficult 1o get him in the right
position — while the midwife started chest
compressions o try and encourage his
heart 1o beat fast again.

We had a fighter on our hands

We continued 1o resuscitate the baby for
another 20 minutes. His heart rate picled
up, but his breathing was still sporadic and
ragged, while his head-shape and his eves
that looked like two setling suns implied
that there was too much pressure in his

head. His chances of survival were slim.

We stopped the resuscitation with the
aim of not prolonging his suffering, and
agreed that we would start antibiotic
treatment il he was still alive in an hour.
I don't think any of us expected him to
be. Bul an hour later, when [ gave him
his first doses of intravenous antibiotics,
I recognised we had a true fighter on our
hands. For him to make it this far was @
miracle,

When I lefi that evening, 1 really didn't
think he would survive the night. Bm
when [ arrived the next momming. he
was slill there — by far the biggest baby
on the ward, living under our warmer

a5 his mother was also still in & critical
condition.

Little by little he established his intention
to stay in this world. First he stopped
requiring oxygen, then he showed a
strong sucking reflex that meant he
didn't need intravenous fhiids anymore.
Before we knew iL, his week-long course
of antibiotics was finished and he was
feeding and breathing just as he should.
Although we were his primary earers

for that first week, his grandmother

wis devoted to him from the beginning,
visiting regularty when she wasn't caring
for her danghter.

We did have one problem though — what
i call him. He didn't vet have a name,
so my assistants and [ ended op calling

him “Big Head Baby™ wo clarify who we
were lalking aboul. This was vital for
enmmunication, but it didn't fee] very
kind. Fora while we called him “Manam”,
until | found oot that it just meant “Big
Iead Baby™ in the local language. In the
end he became “Our Baby™ — a not entirely
factual deseription. bul one that went
sOmEe way (o expressing our attachment.

I quickly began to fall in love with
this strong-willed baby and his doting
grandmother.

A butterfly emerging from his
chrysalis

When he was first born, *Our Baby™ had
skin that had thickened and developed
hard patches, almost like a crocodile,
becanse he had spent so long in the womb
and in labour. His grandmother and [
spent a lot of ime massaging him with
vazeline, When, after a few davs, the dead
skin started coming off on cur hands, it
felt ike he was a butterfiy emerging from
his chrysalis. His leathery exterior melted
away to reveal a soft and smooth baby
undemmneath.

The next person “Our Baby™ had 1o win
over was his mother. Perhaps because of
his unusual appearance, or becanse she
didn't think he'd survive, or becanse she
was traumatised by the delivery, she didn't
take much interest in him.

It ook almost 2 month to get him
completely on breasimilk, partly because

More than 100 bables are bom each monith in Agok hospital, with the assistanoe of MSF midwhees.
Photograph © Velrie Botselmere M5F
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O of bwo newbom twins i handed io
a relative try midwife Crystal Bafloy in the
neretad unit bn Agok hospital.
Photograph © Pierre-Yves Sermorcl RS

his mother atways found other things

to do when it was time to feed him.
Grandmother was having none of it and
would march her back to feed the baby,
Although | knew his grandmother adored
him and would make sure he was looked
after, | couldn’t help but worry what his
future might hold.

“Our Baby™ was never going to develop
normally or be like other children. He was
going Lo need all the help he conld get o
thrive and be accepted by those around
him. His mother would need to play a

large part in that.
The turning point

Thi= turning point came one moming
when | overheard a heated discussion
between “Our Baby™s” mother,
grandmaother and a third person. [ could
tell this person was speaking aggressively,
50 | asked a translator to lell me what was
happening.

The translator told me the person was
asking why they were treating “Our Baby™
as if he was normal, when anyone could
tell that he wasn't. If he is normal, the
person said, then why have I never seen
anyone with a head so larpe before?

I was absolutely furious. After all the
efforts we had made o help the mother
accept her baby, now this person was
trying to make her feed bad about it! But
before [ could intervene, the mother
pulled hersellup tall, looked her baby’s
detractor straight in the eve, and informed
them that her baby had been made exactly
the way God intended, no matter the size
of his head. [t was a small victory, but it
felt like a big milestone.

A few days later it was time to say
goodbye, and [ helped them carry their
things 1o the car that would take them
home, while “Our Baby” slept peacefully
in his mother's arms.

Hiz life will not be casy. But he is a troe
fighter and has some good allies, so | hope
it will be a happy eng.’
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Emmgmmm 1o reconstTuct 3 hole in his aw and damage

Phoingropk £ Adovize Banye/MSF

Noma is a disfiguring and
deadly disease that kills
thousands -
every year,
but receives
little public
attention.
The vast
majority of
sufferers
are children under the age
of six, who endure appalling
facial disfigurement asa
result of the disease.

Clinical psychologist Tom
Hoare spent 11 months

in Sokoto, Nigeria, where
MSF runs the world’s only
dedicated noma hospital.

‘T'm aclinical psychologist and did my
training with the NHS in South Wales. My
last joh was in the seewre unit of & prison,
so quile a different environment Lo the one
I've just eome back from!

In Nigeria, I led the psychosocial unit,
supporting patients and family members
and helping them deal with the stigma
around this disease. Due to the nature of
the disfigurement noma canses, palienls
suffer profound soctal and psychological
offects. Many children miss out on huge
periods of schooling, and because of the
way they look, they often cover up, hide
themselves away. or are kept hidden by
their parents. Helping a young per=on
and their fumily overcome the emotional
impart of the disfizurement is a core part
of the counselling.

It’s hard o see children arrive like this.
Because of the way theyre isolated at
home, when they come 1o the hospital
theyre really nervous, Over time, they
socialise more and begin o come out of
their shells, which is greal wo see.

We always make sure we are around
for painful procedures such as dressing

o his ey caused by noma in Sokofo, nortinsest Migena,

changes. We make sure that the children
are distracted and that the parents are
reassured, as it can be very distressing for
parenis to see their child upset or in pain.

Many of the children are from remole
villages, 0 the hospital is a completely
alien environment The operating theatre
is a scary place with lots of masked people,
beeping machines, huge lights. We tackle
this by devising storics and activities o
explain the procedures to both parents and
children. We have some masks and hats
which the children can look at and try on.
We aecompany children into the operating
theatre, and their parents come too. And
we make sure the parents are there when
the child wakes up.

We spend alot of time with familics
focusing on confidence building. We talk
about what the child is good al. What are
their strengths? Coping strategies? Whalt
do they do well? We try to gel parents Lo
rieflect on that — with their children present
— and build on those eoping skills and the
things theyre interested in, 1o empower
the children to feel more confident so they
can cope in the wider environment.

We nse different strategics for different
people. There is one gentleman - an adult
patient — whi has been in the hospital

for about two years, undergoing multiple
rounds of surgery. We tried o think of
away Lo give him a role in the hospital.

It irned out he really liked gardening,
s0we created a garden and gave him
responsibility fior it Now he's growing lots
of vegetables, which are being used in the
kitchen, so he gets a fecling of satisfaetion
and he's part of the team, rather than just
someone who's waiting to have surgery.

Lots of patients stick in my mind. Theres
a girl there of six or seven who's waiting

for a sel of surgeries. When she first came
in, she was tremendously disfipured down
one hall of her face, with almost her whole
cherk missing. She’s from an impoverished
background and her parents had been
taking her out begging on the streets, She
was very wilthdrawn and very scared about
being in the hospital.

But she’s had her first set of surgeries, and
we've been able to provide her with a place

WD 3o recovering frcam nos gin confidenoe

1o hadp them oope inthe owtshde workd.
Photogroph © Admwize Baiye/MSF

where she can learn, socilise with other
children, and do what other children do,
I1s really nice to see how much she has
COIME 071

The kids with noma generally come
from very impoverished backgrounds.
The parents’ focus is on “how can we get
maney o survive?" This has a huge effect
on the children, becanse they're kept at
home and not encouraged 1o go 1o school
ar join in with any community activities.
You notice that many don't mest their
developmental milestones. A main focus of
OUT gssessments is o try and understand
where the child is at im terms of their

Changing faces,ch anging lives

learning and their development — not just
their cognitive abilitics, but also their social
ahilities. Sometimes vou' Tl have a 10-year-
old behaving like a five-year-old - perhaps
they don't know how to share or how o
play together — its very new for them Lo be
surrounded by a lot of ather kids.

It’s tough when yon see children die.
There are occasions where children get
brought in with noma at a very late stage of
the disease, The team thinks the child will
be stabilised and will pull through, but they
don't. That’s always very distressing for the
team and the parents. It s tough.

What difference does psychosocial
support make? Some of the surgeons

who worked with noma patients before we
began psyehosocial support say that the
children now seem far better prepared, far
le=s anxious and far happier about being

in the hospital. And it's had a positive
impari on their recovery o, The surgeons
and the medical team are really positive
about L That said, [ don't think it's always
necessarily imderstood what we're doing,
but I think that if we stopped providing the
support, thats when people would notice it!”

What is noma?

Moma affects up to 140,000 people
every year, most of whom are
children. It is prévalent in the poorest
areas of Africa and some parts of Asla
and Scuth America.

Coming from the Greek word for

‘to devour, noma begins as an

ulcer inside the mouth, which then
£ats away at the cheek tissue and
banes in the mouth area of the
infected person. Left untreated, the
disease js fatal in up to 90 percent of
cases. However, if treated early, the
infection can be stopped quickly with
antibiotics and nutritional support.

‘Noma creates deep holes in the face,
which can make normal activities
like eating very difficult; says MSF
surgeon DrHans De Bruijn. 'Noma
surgery can last as long as six hours
In some cases, all that is needed is a
skin graft. In others, we may have to
reconstruct parts of the face!
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MSF’5 IRISH VOLUNTEERS

Ethiopia Rachel Fletcher, Adult Mure Co. Dublin
Anne Marie Crosss. Heolth Promoter Co. Donegal
Greee Conor Kenny, Docror, Co, Shigo

Haiti Domimique Howard, Humon Resowrces Co-
Ordinator, Co. Dublin

India Johin Canty, Logisticion, Co. Dublin

Kenyz Sharon Mealy, Logistician, Co. Kitkenny
Myanmar Fedenca Crickmar, Human Resources
Analyst, Co. Dublin

Occupied Palestinian Territories Eve Bruce,
Doctor/Plastic Surgeon, Co. Kermy

Sherra Leane Nizmh Burks Murse, Co. Gahway
South Sudan Laurs Heavey, DoctonPosdiotrician,
Co. Galway

Oonagh Carlin, Hurnan Rescurces Marager,

Co. Dubdin

Uzbekistan Joan Hargan, Tronicol Medicine Nurse,
Co. Antrim

John Cany,
from Cork, Is
departing on
his first misston
with MSF o
Kashmir, India.

Why MSF?

; 1 was Inspired
& hysomi people
% I whaolmetwhile
: % = hiking the Simian

Mountains tn Ethlopia, in 2012, They were
working in the Geld with MSF and taking
some dowtlme from thelr asslgnments.
We got chattdng and thoy spoks very highly
of MSF and their stories really made an
impression on me. 1 did some reseanch and
dectded that T'wanted w apply for MSE.

What will vou be doing with MSF?

I'll have a HE, Gnance and admin role

In Cashmir. There'’s a small weam and

I've already mist one of the wam it an

MSF training course - Frieda, a German
psychologizt. The mission 15 nine months, so
'l have another Christmas in i forelgn land.
What's vour background?

I worked in finance in Dublin for five years
and abroad 1n Australta and Zurtch. 1 did

a Mastors tn dovelopmental studlos and
worked In project developmoent and finance
with an organisation tn Ethlopla. I looked
after projaects w do with HTV provention
and the butlding of a school in wostern
Ethiopta. 1 worked on Gnanclal besi-
practice wraining o the feld wo.

What abow dowouUme?

I'm a big spons fan and love all spons
_oxcept ericket_which Isn't great as I'm
going to Indial 1t's very big over thene and
the people are sport-obsessed. Bt 1t's hand
not to get caught-up m the excitement that
thoy foel for it, so I'm sure T'l warm o e
As a big soceer fan, once T get w fiollow
Ireland In Euro 2016 on the radio, then

Il b happey. That's iF there's any downilme,
but by the sounds of 1t we'll be busy!

What will you bring with you®

T keop the whaole team happy, Fve been
vld wo bring choese, two or three Kilos of 1t
What do vour Brmily think about voo
going?

I've been warned to get back by March 2da7
by my mother for the wedding of one of my
siblings. S0, as long as I'm back for that,

Il be grand.



4) MEDECINS SANS FRONTIERES
DOCTORS WITHOUT BORDERS

Mederins Sans Frontitres (MSE) is the only medical humanitarian organisation in Ireland
whiere your money goes direetly to saving lives on the front line. We provide conergency
mwrlical care to poople caught up in war, disasters and epidemics. We are funded primarily
by desnations from the public which gives us the independence o provide quality medieal
care wherever its needed most, free from any political, military or religions agendas, With
independent donations, we can guickly deploy skilled teames to the front lines of wars and
disasters while also retaining capacity 1o respond o forgotlen cmergencies,

Papua New Guinea:
nursing Papua New Guinea’s wounded

Aoife Ni Mhurchu, an operating
theatre nurse from Co. Cork, has
been working for Médecins Sans
Frontiéres in the Tari Highlands,
Papua New Guinea (PNG].

‘For the past eight months, I've worked

as a managing nurse at the Médecins
Sans Frontiéres {MSF) praject in Tan,
the capital of a remote and mountainons
district of the litle known island country
of Papua New Guinea {PNG). AL 2100m
ahove sea level, it is warm by day and cool
by night - perfect weather for slecping
spundly through the night - were it not
for the hospital emergencies!

About a third of those 1 see are women
and children - victims of fumily and sexual
violence., They arrive at the ARE having
sustained lacerations as a result of being
“chopped”, a term used in PNG 1o deseribe
a bush knife or axe injury. This can vary
from a deep cut to the loss of a finger ora
limb. Other women and children may have
been beaten, stoned or “booted”,

A really tough part of my work is the
knowledge that survivors of family and
sexnal violenee often have nowhere 10

go other than back to an unsafe place
where we both know they are likelv to be
abused again.

The first time | met Mary, she came in
suffering from wounds all over her body
where her husband had beaten her with
a stick. The second time, she had terrible
lacerations to her hand; her husband had
tried Lo ‘chop’ her head with his machete

and she had raised a hand to protect
herself. The third tme, he had punched
her and broken her nose. And the fourth
tirme, wie had to suture up gashes on

her head and back after he'd beaten her
brutally with a stone.

Then, a few weeks ago, Mary ventured oot
ol her house o the Tari market, defying
her husband’s edict that she stay al home.
When he found out, he attacked her in
public, breaking an arm and a leg. She's
now back in our hospital—for a fifth
time—in a wheelchair, slowly recovering.

In PNG there is a culture of impumnity for
abusers and the women we see know it
only oo well. They also know that they

can get very good treatment from MSF, but
when they go home, they go back into the
ovele of violenee thev've no control over.,
Often the only option for women is 1o go
home to their own villages.

Being surrounded by all of this vialence
can sometimes get o you. But it is
encouraging to reflect on those for whom
yuat have cared for. Remembering the
many people | have treated during my
time here, who first come in through
the hospital doors with horrific wounds
- somelimes with body parts literally
hanging ofl. and secing them walk or
limp out through the doors again drives
me [orward and gives me the encrgy o
keep going

Spread the word about MSF! Pass your copy of Dispatches on.

YOUR SUPPORT | www.msfie/support-us

About Dispatches

Dispatches is written by people working for
MSF and sent out every three months o our
supporters and to staff in the feld. We send it
o kaep you informed about our activities and
about how your money is spant.

Dispatches-ghies our patients and staffa
platform to speak out about the conflicts,
emergencies and apidemics in which MSF works.
We welcoma your feadback.

Pleasa contzct us by methods listed, or 2-mail:
aiicesqchovapdubinmsfong

Sign up to emall
Gat the |atast MSF news deliverad to your inbox.
Sign up at wwwamstie

Making a donation

You can donate by phone, online or by post
IFpossible please guote your SUDDOrTer number
{located on the top right-hand side of the letter)
and name and address.

Leaving a aift in your will

Hawe yoil thought of remembering M5F in your will?
Ay giftis welcome, howeyer [arge or small. For more
informnation, contact: afice sachovagdubiinmstong of
call uson 01 660 3337,

Tel 1800 905 509 Address @-11 Upper Baggot Street, Dublin 4, Ireland

Changing your address

Please call 01 660 3337 or emazil:
fundraisingedubiinmsiorg

Changing a regular gift

To incraase or decrease your regular girt,
pleaso call us-on 01 660 3337 or emaik:
fundraisinggdublinmsLorg with your request.
Please also gt in towch if your bank details
have chamged.
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