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Medical Innovations in
Humanitarian Situations

The Work of Médecins Sans Frontiéres

Edited by Jean-Hervé Bradol and Claudine Vidal

he urgency and constraints inherent in certain disasters force
Doctors Without Borders/Médecins Sans Frontieéres (MSF) to
take risks or otherwise be resigned to great suffering, disability,
and avoidable death. While abandoning ineffective habits and
official protocols may lead to the provision of less effective care,
cause harm, and squander resources, failing to take the initiative

means accepting a critical medical situation.

The authors of this book describe and analyze the emergence
of new medical practices in humanitarian situations: in other
words, how can we create a momentum for change benefiting
affected populations? Taking advantage of lessons learned can
help us better understand how to operate in specific settings,
with the goal of replacing the non-therapeutic practices that
doctors and political decision-makers too often tolerate, citing
the poverty and ignorance of affected populations or under
the pretext of complying with international recommendations,

economic constraints, and public authorities.

This book is a group effort rather than a collection of articles
written by experts working independently. The authors are
seven doctors, a pharmacist, and three sociologists. They based
their work on a review of MSF archives and publications, along
with interviews with former and current managers who were or
are involved in the process of bringing medical innovation to

humanitarian settings.






Chapter 1

Innovation?

Jean-Hervé Bradol and Marc Le Pape

he word “innovation” initially troubled some people at MSFE.

When we talked to them about innovation, their minds
turned to “invention” and thoughts along the lines of inventing
a therapeutic drug or diagnostic test. They seemed to doubt
that it was possible to attribute such innovations to MSF. Most
people think that humanitarian medical intervention is charity
medicine using outdated tools—vaccines, diagnostics, and
drugs—developed in rich countries that will soon be replaced by
a new generation of medical products. Humanitarian medicine
is seen as a means of recycling secondhand products for use in
precarious situations, not as a source of innovation. Some inno-

vations, though, can even be relevant to resource-rich countries.

Humanitarian medical intervention does often involve
simplified treatment protocols, but that does not necessarily
mean rudimentary practices. For example, it might mean
diagnosing uncomplicated malaria using a rapid test rather
than a microscope. Using only a drop of blood on a small
test device, rapid tests can confirm or rule out the diagnosis
in a few minutes, without a laboratory, and the result can be
read with the naked eye by almost anyone. Incorporating the
latest advances in immunology, the rapid test is both more
sophisticated and simpler to use than the microscope. The
innovation in this case has been to implement the new tech-
nology systematically across MSF teams. Previously, the lack of
a simple test that could be used in precarious situations (large
numbers of patients coupled with a shortage of qualified lab



personnel) meant treating malaria without laboratory confir-
mation—in other words, blindly. Unnecessary or inappropriate
treatment was therefore administered in proportions that varied
depending on the location and epidemiological profile but were

sometimes as high as two-thirds of the cases.

Another example of innovation is the fixed-dose combina-
tions that MSF now uses for treating AIDS and malaria. Taking
fewer tablets each day improves patient adherence and is part of
a successful treatment strategy. Combining several active ingre-
dients into a single tablet, however, is a complex procedure that
cannot be improvised: it takes formal research and development
to introduce a product with better therapeutic efficacy. These are
just two examples of how MSF’s medical practice among popu-
lations in precarious situations is not “substandard” medicine;
in fact, it employs the latest technology and products (medical
and surgical) that comply with standards recommended in

developed countries.

This suggests that MSF, in keeping with our initial premise, has
indeed participated in the process of innovation, and continues
to do so—but to prove it we must examine the evidence without
illusory hindsight. We recognize the risk, particularly since some
of this book’s authors have been involved with the organization
for many years. Clearly, they cannot observe an organization for
which they work as consultants and researchers as if it were any
other field of study. Moreover, this examination relies primarily
on internal sources, documents, and interviews with MSF partic-
ipants in the medical programs being analyzed. Drafts of each
article were sent for critical review to a group of readers that
included other fellow contributors and colleagues from different
fields (logisticians, pharmacists, doctors, nurses, sociologists,

historians, and political scientists) within the organization.

This approach is in keeping with the self-analysis process by



which MSF seeks to identify and build upon important experi-
ences to improve its actions. Since the mid-1980s it has focused,
in part, on medical issues (Destexhe, 1987; Brauman, 2000).

Such an approach is expected to improve and advance medical
practice by learning from experience. It is also a safeguard
against the natural tendency to recall past experiences as a kind
of exhilarating, heroic, idealized self-history. Self-examination is
not intended to highlight positive actions, but quite the reverse.
This is no easy process, and obstacles need to be overcome. Even
if risks have been recognized and identified, it is tempting to
emphasize the positive results of our interventions. Indeed, glori-
fying institutional history can distort our perception of humani-
tarian work, and we must stress here that the improvements in
the medical management of the five diseases discussed in this
book are the fruit of the collective efforts of many actors and
institutions. The contributions of local practitioners, researchers,
and health care institutions in affected countries are systemati-
cally underestimated. For example, how many people know that
it was Niger, the world’s poorest country, which developed the
international standard for treating epidemic meningitis—not
once, but twice, in 1991 and 2005?

Counterexample

n answer to the skepticism about humanitarian medicine’s
capacity for innovation, we describe a number of treatment
protocols (cholera, meningitis, human African trypanoso-
miasis—also known as sleeping sickness—malaria, and AIDS)
the development of which seemed to us noteworthy, positive,
and linked to MSF’s contribution. These infectious diseases
represent a significant part of humanitarian medical activity.
New epidemics, increasingly frequent resistance to standard
treatments, government perception of infectious diseases as

threats to security and economic growth, and commercial and



political tensions surrounding access to essential drugs explain,
in part, the changes in infectious disease policies in recent
years. Though there have been notable advances in other areas
of medicine used in humanitarian interventions, they are not
dealt with here. For example, psychiatry and clinical psychology
have become common practice in the field, and a body of
expertise has been developed. To take just two examples from
surgery, MSF is now treating fractures by osteosynthesis, or
internal fixation, and performing maxillofacial reconstruction.
Treatment protocols for women who have been raped have been
a major development in gynecology. Pharmacy and laboratory
activities have also undergone profound transformation, and we
have introduced digital medical imaging in the field. Burkitt’s
lymphoma was one of the first cancers to have its own treatment
protocol for teams in the field.

The five infectious diseases chosen for this book are relative
success stories, but this has not always been the case. As a
counter-example, we might mention tuberculosis, for which the
tests available at our projects fail to establish a diagnosis in half
of all cases. The main diagnostic method—looking for bacilli
using direct microscopy after staining—dates back to the late
nineteenth century. The vaccine, developed in the early twen-
tieth century, is too limited in efficacy to have a real effect on
disease transmission, although it does reduce the frequency of
some severe forms. The treatment protocol for common forms
is too long and too complicated. Moreover, there have been no
new antibiotics for treating the common forms since the 1960s,
despite the fact that antibiotic-resistant forms—some of them
untreatable—have since appeared. The global spread of AIDS—
of which tuberculosis is one of the main opportunistic illnesses—
has put the prospect of controlling tuberculosis even farther out
of reach.

There was an innovative strategy targeting tuberculosis in



the early 1990s. The new approach, called Directly Observed
Treatment Short-Course, or DOTS, was based on five main
principals: political commitment, microscopy-based diagnosis,
continuous drug supply, data collection and analysis, and direct
observation of patients taking their medication. The DOTS
approach involves a more rational use of existing diagnostic
and therapeutic tools, tools that, albeit limited, were at least
available. The strategy, which involved humanitarian doctors,
was an undeniable advance over earlier practices, but failed
to control the disease. It also led to the exclusion of patients
not considered important to the overall objective of epide-
miological control. This adverse effect underlines the impor-
tance of understanding—through careful surveillance prior to
embarking on an innovative policy—the new opportunities that
a scientific advance is likely to create. It is dangerously idealistic
to believe that political will alone, by encouraging caregivers and
patients to behave more rationally, can compensate for inad-
equate science. Not only does the pursuit of unrealistic goals
often mean excluding some patients judged non-essential to
achieving the (nonetheless impossible) objective—particularly
in contexts where there is a paucity of care—but the resources
squandered in the pursuit of such illusory goals might have
been better distributed.

Case Studies

Malaria

he example of Thailand in the early 1990s (Nosten et al.,

2000) involved practical issues (i.e., MSF’s participation in
malaria treatment trials in several refugee camps). In this type
of situation, in order both to recruit cases and follow them,
research teams generally work with treatment teams, as shown
by the co-authorship of articles in scientific journals. Some of the
humanitarian doctors had reservations about participating in the



studies. Their objections were based not so much on formal codes
of ethics but on general ideological arguments—“patients can’t
understand,” refugees in camps “have no choice,” or with relief
organizations providing experimental subjects, patients “aren’t in
a position to give their consent freely.” There was also a specific
ethical objection to the practice of testing the new protocols succes-
sively in the same camps; namely, that the risks of the research
were not being distributed equally, but rather borne by a limited
number of camps, and concentrated in one population or group.
Yet the physician-researchers justified this practice by saying that
the refugees derived a direct, immediate benefit from the research,
and that access to a new treatment (rather than now-ineffective
antimalarials) made them the beneficiaries of what was learned
from the studies done on their group—which indeed was true.

Innovation upsets existing relationships between institutions,
between practitioners, and between researchers. It produces
tensions, shifting alliances, and public opinion campaigns.
Each author describes this play of forces and alliances as they
reconstruct, in detail, the twists and turns in the innovation
process, the arguments from all sides, the actions undertaken,
and the political effort expended in forcing the introduction
and dissemination of a treatment, a way of organizing care, or a
treatment strategy. MSF often plays a specific role in the inno-
vation process, using advocacy to move innovation more quickly
from the experimental phase into therapeutic use. Gaining
widespread adoption of an innovation also means getting inter-
vention countries to accept a new treatment approach as their
national protocol, and working to change public, industrial, and
trade policy recommendations. It involves combining medical
practice with political action and risking confrontation with the
political, economic, and medical powers that be.

With this degree of involvement in the implementation of

new treatments, MSF then has to face the consequences. This is



where critical self-examination becomes imperative. Once inno-
vations have been proven therapeutically effective, minimalist
ethics (Walzer, 1994) and clinical observation consider them a
positive thing. But this publicly affirmed belief leads to another,
political, one—that innovations can be applied to benefit the
whole of society, with positive overall results. So getting new
treatments incorporated into national and international health
care policies presupposes that the results of applying the
protocols on a massive scale will be beneficial. This was MSF’s
assumption when, in the early 2000s, it recommended that
Artemisinin-based Combination Therapy (ACT) be used to treat
malaria in sub-Saharan Africa. MSF fought for the acceptance
of ACTs into national protocols. But in countries where they are
recommended by the Ministry of Health, ACTs have had only a
limited effect on the segment with the highest malaria-related
mortality (i.e., children under two years). This doesn’t mean that
introducing ACTs to African public sectors was a bad idea—in
many countries they were already being marketed in the private
sector. But public health policies being what they are in most
African countries, the impact of ACTs remains limited. Those
who opposed a wider use of ACTs used this to justify abstaining
or simply refusing to introduce them. This absurd argument was
used, most notably, by pharmaceutical syndicates' in the early
2000s. They claimed that unless all of the conditions necessary
for success were in place, simply introducing a new drug would
be pointless, and destined to fail.

MSF fought the abstention policy, claiming that for prac-
titioners, correctly treating patients and curing them is
never pointless. MSF frequently employs this type of public
engagement when introducing an innovation; when confronted
with doubts, obstacles, even prohibitions, MSF presents access

to new treatments of proven efficacy as intrinsically beneficial
1 See Jean-Jacques Bertrand, chairman and CEO of Aventis-Pasteur, and chairman of
the Syndicat national de Uindustrie pharmaceutique (Bertrand, 2000).



and as an objective that cannot legitimately be subordinated to
other ends (Dodier, 2003, p. 19-23). Their therapeutic efficacy
warrants their immediate introduction. This reasoning bears
the unmistakable register of minimalist ethics. It uses arguments
regarded as widely, if not universally, understandable, because
they generally prompt immediate, spontaneous support:
“pretty much anybody looking on will see something here
that they recognize” (Walzer, 1994, p. 6). This book presents
several examples of how, in the face of powerful opposition,
MSF publicly leverages medical ethics to promote its treatment
choices and their adoption by international public health insti-
tutions and health ministries in intervention countries. This
type of debate usually takes place far from the political arena,
behind the closed doors of ethics committees. Our investiga-
tions show the circumstances under which MSF violates this

convention, and the results that ensue.

From a public health perspective, however, the appropri-
ateness of accepting a new treatment and putting it into general
use can only be judged by considering overall success. Once
judged appropriate, how a new treatment is introduced is
dictated by a set of norms formalized and legitimized by the
World Health Organization (WHO) and health ministries. Faced
with these norms, MSF negotiates, argues, seeks, and finds
allies within international institutions, health ministries, and
pharmaceutical firms; joins research teams; and, at the same
time, engages in overt public criticism of the institutions and
companies it believes are blocking therapeutic progress and
complicating, or even banning, distribution by public health

programs.

Sleeping Sickness

The resurgence of sleeping sickness seems to be under

control, at least for now. From the early 1980s to the present,
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control efforts have been based on the methods and medica-
tions of colonial military medicine (with modern medical epide-
miological techniques used to refine the targeting of priority
intervention zones). Success was not a foregone conclusion.
Production of traditional drugs was disappearing, and new
avenues of treatment went unexplored. There is no doubt
that MSF played an important role in terms of the number of
patients treated, attempts to preserve the standard intervention
tools (pentamidine, melarsoprol, and mobile teams), efforts to
standardize the clinical uses of a new screening test (the card
agglutination test for trypanosomiasis), and the development
of new treatment drugs (eflornithine and nifurtimox). Beyond
the satisfaction of having narrowly avoided catastrophe—an
endemic resurgence and no drugs for treating it—a close look
at activity in recent years leaves some bitterness. Despite the fact
that there has been an alternative (eflornithine) to the standard
drug (the arsenic derivative melarsoprol) since the early 1980s,
the vast majority of patients treated at Stage 2 of the disease
(the neurological stage) were receiving the latter—basically a
poison—which not only failed to eliminate the parasite in about
one-third of cases, but killed 2% to 10% of patients, or even
more in certain series. This means that several thousand patients
over the past two decades have died from the adverse effects
of the treatment. Practitioners refused to accept this situation,
as an alternative existed. We have to remember, however, that
these research studies created an ethical dilemma. Conducting
clinical trials in which some groups of patients continued to
receive arsenic in the early 2000s was questionable. Evidence of
arsenic toxicity could have been used to override the method-
ological imperative of comparing a new treatment (eflornithine

and nifurtimox) to the standard treatment (melarsoprol).

In this particular case, standard clinical trial methodology
raised questions that the review process and national and inter-
national ethics committees do not seem to have considered thor-

11



oughly. Then there was the 2001 BiTherapy Trial in Uganda, in
which five subjects in the two groups receiving melarsoprol died.
What additional information did these five deaths—a predictable
response to a treatment that is little more than a poison—
contribute to science? Did the aim of comparing a new treatment
to an old one that had already failed in a third of cases justify
such a high human toll? The clinical trial was modified in the
wake of these deaths. In any case, the new treatment has the same
implementation problems as the previous one. Unlike specialized
teams treating large numbers of cases, bush nurses will have diffi-
culty handling even a simplified injectable treatment safely—as
the experience in Ibba, southern Sudan, has already shown. This
justifies continuing efforts to research an oral treatment that is
effective at both stages of the disease.

AIDS

We should note that there has been a change in political
perspective in MSF’s arguments. In the late 1980s, the intro-
duction to Santé, médicaments et développement (Destexhe, 1987,
p. 12) stated: “Research is a long, expensive process that only
pharmaceutical companies can afford, and pharmaceutical
industrialization of the Third World is not always the panacea.”
In the early 2000s, however, MSF asserted that research should
not be left solely in the hands of pharmaceutical companies,
using Brazil’s state production of generic antiretrovirals (ARVs)
as an example of how to respond to the AIDS pandemic in Africa,
where it is taking its most deadly toll. MSF believes that, because
of international rules on intellectual property, monopolies held
by multinational pharmaceutical companies are among the
main obstacles to drug access in low-income countries. And, as
noted by Ellen F. M. 't Hoen,? the industrialization of what was

known twenty years ago as the Third World is now recognized

2 http://www.msfaccess.org/main/access-patents/the-global-politics-of-pharmaceutical-
monopoly-power-by-ellen-t-hoen/.
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as a source of progress in the fight against AIDS: “Most of the
ARVs currently available at affordable prices come from India”
('t Hoen, 2009, p. 7).

MSF at first criticized what it considered Third-Worldist
utopias, in particular the vision of industrialization projects
and the celebration of the “barefoot doctor”—a central figure
of Maoist China’s health policy which was at the root of public
health failures. In the 1990s the organization began to criticize
the devastating public health effects of pharmaceutical capi-
talism. This criticism focused primarily on the considerable
advantages—such as patents leading to prolonged trade monop-
olies—granted to drug manufacturers. MSF commented that as
aresult, in places where market prospects were poor, entire areas
of disease prevention, diagnosis, and treatment were no longer
covered by either research for new pharmaceutical products or
the distribution of existing ones (Trouiller et al., 2002).

AIDS offered an emblematic example for this criticism at
a time when multinational drug companies, governments,
and international organizations were in discussions to finalize
the intellectual property rules that were adopted in 1994 as
the General Agreement on Tariffs and Trade’s Trade-related
Aspects of Intellectual Property Rights. The dominant trend
at the time was to establish a single worldwide price for a drug
and drastically limit the possibility of producing it without a
patent. Developing nations such as Brazil, India, Thailand, and
Kenya, as well as several NGOs, mobilized at the November
2001 World Trade Organization (WTO) meeting in Doha to
adopt a declaration asserting the sovereignty of states who
were or would be taking public health measures that might
include manufacturing and using drugs without the patent
holder’s agreement (compulsory licensing) and importing
drugs already produced at a lower price in another country

(parallel importation) without permission from either the
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intellectual property rights owner or the manufacturer.

What set MSF apart in this context was not that it was making
the link between the availability of pharmaceutical products
in poor countries and intellectual property issues, but that it
was drawing the connection as an international association of
doctors publicly testifying that their patients were dying as a
result of how the wealthiest countries managed pharmaceutical
property rights. MSF’s ability to express this opinion simulta-
neously in multiple forums (gatherings of practitioners and
national public health operatives, medical/scientific discussions,
WHO and WTO meetings, participation in preparations for the
Group of Eight meeting, etc.) was made possible, in the autumn
of 1999, by the creation of a specific institutional mechanism—
the Campaign for Access to Essential Medicines.

The effect of an approach that couples a demand for flex-
ibility in applying intellectual property regulations with the
development of simplified prescribing protocols has been
clearly visible: a 99% drop in ARV prices from 1999 to 2007 and
an increase in the number of people treated from three hundred
thousand in 2002 to three million in 2007 in middle- and low-
income countries. However, only a third of patients who need it
are now receiving a treatment whose toxicity and limited efficacy
have since led to its abandonment by high-income countries.
While available data show an increase in the number of people
treated, they tell us little about the success or failure of these
treatments, which are now prescribed on a massive scale in
precarious contexts. Failures are probably more common than
suggested by clinical monitoring without laboratory verification
(viral load), which is rarely available. Treating more patients or
switching drugs to deal with new resistances and reduce toxicity
will create new tension around intellectual property issues and

increase the strain on program funding.
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Meningitis and Cholera

Our critical self-examination should not be limited to
studying drug marketing strategies or how we allocate funds
internationally for health disasters. We also need to look at
the immunization component of MSF’s response to epidemic
meningitis. MSF has invested massively in outbreak-response
vaccination at the start of meningitis epidemics only to realize
later that vaccination came too late to have an effect. Research
efforts then focused on defining criteria that would allow more
timely decisions on outbreak-response vaccination. Yet however
sophisticated the data collection, analysis, and transmission
tools, the accuracy of the information and the decisions it leads
to ultimately depend on the quality of the epidemiological
surveillance. Unfortunately, the latter is rarely more efficient
than the country’s public health structure. So the dilemma is
that while the vaccine cannot be used prior to the epidemic
due to its short duration of efficacy, it’s often not possible to
identify a meningitis outbreak quickly enough to use it in time.
This would require a public health system that functions well,
which is rarely the case. Criticism pointing out the futility of
this approach therefore has some merit. Rather than continuing
to spend large amounts of money for outbreak-response vacci-
nation yielding meager results, would it not have made more
sense to invest in developing a new generation of vaccines that

could be used preventively?

A 2007 WHO press release” reporting recent developments
remained vague as to why progress has been so slow in a field
where the science and technology needed for a breakthrough has
been available since the early 1990s: “MVP [Meningitis Vaccine
Project], a partnership between the World Health Organization
(WHO) and the Seattle-based nonprofit, PATH, is collabo-

3 http://www.who.int/mediacentre/news/releases/2007/pr28/en/print.html.
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rating with a vaccine producer, Serum Institute of India Limited
(SIIL), to produce the new vaccine against serogroup A Neis-
seria meningitidis (meningococcus).” MVP director Dr. F. Marc
LaForce stressed the project’s potential, stating “the vaccine will
allow elimination of the meningococcal epidemics that have

afflicted the continent for more than one hundred years.”

We should add that while meningitis epidemics may be
terrifying to the population, they pose little threat to govern-
ments, because in the absence of prevention measures govern-
ments do not get blamed when people are affected. This makes
it easier for the authorities to acknowledge the epidemics, and
attention then focuses on the Ministry of Health’s response
capacity. Not only can the government not be held responsible
for the scourge, it can ride to the rescue by organizing mass
vaccination campaigns. While epidemiological data do not
always support outbreak-response vaccination, the political
benefits are obvious. The mass vaccination campaign in 2009 in
the northern Nigeria states—usually hostile to what they char-
acterize as intrusion by foreign organizations dangerous to the
population’s health security—is proof of government interest in

immunization against meningitis.

In the case of cholera, MSF’s contribution to the standard-
ization of tools, detection, and treatment procedures in closed
settings (refugee camps, prisons, etc.) is undeniable. The
major challenge in the fight against cholera is in open settings,
either urban or rural, where the burgeoning number of small
peripheral treatment centers is inevitably accompanied by extra
logistics work and greater laxity in treatment supervision—
though the latter is crucial to treatment efficacy, particularly
in severe cases. The efficacy of the strategy in closed settings
rests largely on active detection of cases through health worker

home visits, a technique that is easier to implement within the
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limited confines of a refugee camp. Yet the current cholera

pandemic is mainly affecting open settings.

Epicentre? studied the feasibility and effectiveness of cholera
vaccination and participated in the study of a preventive alter-
native to reactive treatment alone after the start of an epidemic
(Legros, Paquet, Perea, 1999). In 1999 the WHO stated that
the oral vaccine (B subunit killed whole-cell, or BS-WC, and
rBS-WC) is potentially useful in certain high-risk situations,
such as slums and refugee camps (WHO, 1999). Yet despite
encouraging results, it will be a long while before those living in
areas where cholera is endemic and causes recurrent epidemics
will receive vaccine protection. Indeed, cholera, because it high-
lights the lack of public sanitation services, is no favorite with
governments, as demonstrated by the deadly 2008 epidemic
in Zimbabwe. Governments often forbid the use of the word
“cholera” in both internal public health communications and
the press, and there is even greater pressure when the country

draws a significant portion of its revenues from tourism.

Despite the fact that it is technically possible to control the
disease, there appears little political will to do so. In 2007, for
example, the number of cases—underreported for political
reasons—was estimated by the WHO at something less than
two hundred thousand (WHO, 2008), with some 4,000 deaths
reported that same year. By contrast, during the 2007-2008
season, fewer than thirty thousand cases® of epidemic menin-
gitis and 2,500 deaths were reported, and two million vaccine
doses were administered. Public policy-wise, there is much
more effort put toward meningitis—despite the vaccine’s limita-
tions—than cholera, even though there are more cholera cases
and deaths.

4 Epicentre is an MSF satellite organization that specializes in the epidemiology of
intervention, research, and training.

5 WHO, Meningitis Season 2007-2008: Moderate Levels of Meningitis Activity, July 9, 2008,
http://www.who.int/csr/disease/meningococcal/meningitisesepidreport2007_2008/en/index.
html.
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The disease studies presented in this work show that humani-
tarian medicine often contributes to medical innovation by first
simplifying, then disseminating, scientific and technological
advances among neglected populations where such diseases can
be catastrophic. The success of this approach rests on influencing
public policy. Indeed, when such efforts do not accompany the
development of new intervention techniques, medical inno-
vation ends up having little effect on the fate of the poorest. In
this domain, the MSF movement—by virtue of its nature and
experience—shows greater skill and motivation in the inter-
national arena than in national ones, where the association is
sometimes viewed as a foreign interloper unacquainted with the
subtleties of the local medical and political establishments.

Political and Scientific Vigilance

hat does the association see as its responsibility, once the

innovations it has championed become accepted medical
practice? This is an ongoing source of controversy, even internal
crisis. In fact, there is no universally accepted strategy at MSF
for dealing with this responsibility. MSF has, however, taken
the initiative in ensuring the supply of effective drugs and
lowering their cost; for example, MSF-Logistique® acts as a
drug procurement center for all agencies involved in fighting

sleeping sickness.

Clearly, for actions such as these to be in any way relevant,
a framework is needed for monitoring and analyzing medical
policies on a global scale. There must be specific objectives for
MSF involvement when public health is at issue, and MSF must
have a clear position before entering public debate.

In particular, political and scientific vigilance allow us to

trigger public controversy citing medical work performed during

6  Onthe subject of the MSF satellite organization MSF-Logistique, see the analysis by
C. Vidal and J. Pinel in this book.
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epidemic crises. The main counter-argument against this advo-
cates examining the consequences of wider use of new health
care practices, declares such examination essential to the proper
conduct of interventions, and criticizes MSF for not taking this
into account, or for doing so in a simplistic, overly hasty manner.
MSF usually responds by arguing that treating patients will
necessarily have an overall positive effect. Even though its scien-
tific validity remains controversial, this argument—coming from
MSF—carries weight in the public sphere when the association
engages in critical debates with international institutions (the
WHO, United Nations agencies, etc.), donor institutions, drug
companies, health ministries, and various institutions from the
medical world (scientific journals, specialist groups, etc.). The
case studies show that MSF’s ability to get the validity of innova-
tions recognized has a lot to do with being there at every stage
of the legitimization process: clinical and treatment practices,
epidemiology, scientific journals, peer information—exchange
(and controversy) networks, analysis, and advocacy. Several
chapters of this book describe the framework that permits MSF

to intervene in this way in the various areas of legitimization.

While the coherence of this system is essential, its respon-
siveness also requires individual commitment to remain alert; it
is only by this commitment that each person can seize upon new
medical tools and treatment strategies that can be imported for
use in international emergency responses and transformed by

humanitarian practitioners.

However, integrating medical innovation into humani-
tarian practice also means redefining and rewriting treatment
protocols, obtaining administrative authorizations, identifying
supply sources, managing the logistical and administrative
aspects of pharmaceutical imports, training staft in new prac-
tices, closely supervising implementation, and continually eval-

uating results. In other words, it’s a long, demanding process
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over the course of which initial enthusiasm can turn into
exhausting daily uncertainty and, sometimes, disillusionment.
When the innovation is a success, its use becomes so routine that
hardly anyone remembers how much effort it took to introduce.
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Chapter 2

MSF “Satellites”

A Strategy Underlying Different Medical Practices

Claudine Vidal and Jacques Pinel!

n the mid-1980s MSF began creating entities that operated

independently from headquarters. The first was MSF-Logis-
tique in 1986, followed by Epicentre in 1987, the Campaign for
Access to Essential Medicines in 1999, and, lastly, the Drugs for
Neglected Diseases initiative (DNDi) in 2003. When MSF-Logis-
tique was created, the organizers wanted to ensure that logistics
specialists could prepare for field assignments without being
under the direct authority of operational managers. They would
then have more freedom for initiative and a more favorable
time frame in which to prepare the logistical groundwork for an
intervention. MSF has continued this policy ever since.

Has this strategy had repercussions for medical innovation?
We offer a brief analysis of the intentions behind creating these
satellite entities, and of their effect on working methods in the
field.

The intention here is not to reconstruct a history of MSF
satellites, determine who initiated these institutions, or describe
their development.? The objective is to see how MSF built a

specific operating culture while expanding its operations. While

1 This text is based on interviews conducted with Jean-Hervé Bradol, Rony Brauman,
Jean-Francois Corty, Alain Moren, Jacques Pinel, Bernard Pécoul, Jean Rigal, and Brigitte
Vasset.

2 These structures will be called “satellites” throughout the text because, even if they
are not all part of the MSF movement, each was the result of an MSF initiative.
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the decision to create autonomous entities was in keeping with
this culture, and a high value was placed on self-sufficiency, it
also stemmed from a changing set of historical factors linked
to globalization as well as the historical, geographical, and
sociological diversity in the various fields of operation. MSF
responded to this diversity by varying its operating methods
and accepting a wider range of roles.

Medical care, however, remained paramount, which posed a
challenge for MSF: finding the resources it needed to practice
medicine in situations and areas with non-existent or poor
practice conditions, particularly in refugee camps and waste-
lands where everything had to be built from scratch. Satellites
were created to meet both the ongoing desire for self-sufficiency
and the specific requirements of each operation. Lastly, another
cultural characteristic is that satellites generally developed their
activities based on field experiences and an examination of

these experiences by practitioners.

The creation of MSF-Logistique and Epicentre in the late
1980s is therefore based on cultural choices or, if one prefers,
on a practical rationale specific to MSF. In return, further devel-
oping these satellites helped MSF develop its specific medical
practices and often gave the entities the opportunity to be
different—and sometimes innovative—when replacing prac-

tices deemed ineffective.

It was over a decade after the founding of these first two
satellites that the Access Campaign and DNDi were created.
These were based on the same principles, but with two differ-
ences. Even though they continued to respond to situations in
MSF’s most common fields of operation, they also tried to act
earlier in the process by calling on outside players—mainly
those in research and pharmaceutical production—in order

to take into account medical shortfalls affecting populations
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stigmatized as unprofitable. This first difference explains the
second: these new entities would, by necessity, initiate and fuel

public controversies.

The two generations of satellites differed in focus and
approach. For the first generation, in the late 1980s, the key
task involved managing internal aspects of operations to ensure
quality. Monitoring the technology used in operations or scien-
tifically assessing health conditions required incorporating
knowledge, techniques, and skills different from those available
at the time MSF was created. This effort was carried out by MSF-
Logistique and Epicentre.

In the late 1990s and early 2000s, the second generation
of satellites sought to transform the external environment.
When it appeared that the vaccines, diagnostic tests, and drugs
that comprised the medical kits developed by MSF-Logistique
(particularly those designed to fight infections) needed to be
replaced, the necessary products were not accessible. This
was attributed to a series of obstacles—economic, legal, and
political—that would have to be overcome. The association
demonstrated the need for these products in their fields of oper-
ation and conducted advocacy campaigns based on the ethical
obligation to save patients who could be saved if a number of

external conditions were changed.

Here, too, other disciplines turned out to be essential to
MSF’s work. In synergy with the Access Campaign and DND;,
MSF developed relationships with a wide range of organizations,
including the World Trade Organization, the Group of Eight,
multinational drug companies, patient associations, and health
care advocacy groups, with the aim of influencing their policies
and initiating new forms of cooperation. Since then, these rela-
tionships have played a central role in MSF’s political concerns

and the controversies in which they have been involved.
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The fact that this analysis of the satellites’ origins covers a
relatively long period should not lead to an illusion in hind-
sight about any organizational genius specific to MSF. These
new structures were based on the dominant practical rationale
as well as operational dispositions, as suggested above, and as
will be further explored below. If there is anything to be said
about MSF’s organizers, it is that they did not demonstrate any
proclivity for centralization, although they could have. They
wanted to avoid excessive expansion of the central apparatus and
also expected MSF-Logistique and Epicentre to cover a portion
of their own costs through paid services. To highlight this anti-
centralist spirit, we will give a brief presentation on MSF-Logis-
tique. Our source, who was instrumental in creating this entity,
explains that for three years the organization’s leaders simply
left him to his own devices. He was then asked to take charge of
MSF-Logistique, and this subsidiary relationship has never been

called into question.?

MSF-Logistique
From Support to Logistics

M S F’s expertise has largely been forged by the organiza-

tion’s experience in refugee camps. The first major
independent “refugee mission” undertaken by MSF—which,
until then, had been working in facilities run by other organiza-
tions—was in the Sakeo and Khao I Dang camps for Cambodian
refugees in Thailand in 1979. First, the organization developed
an intellectual toolkit to understand how the geopolitical context
could determine refugees’ safety and status. With concerns such

3 The autonomy-of-action principle applied to other newly created institutions.
Among them were Liberté sans frontieres (1985); Urgence et développement alimentaire
(late 1990s); the creation of MSF sections other than the founding section in the 1980s;
and, in 1991, MSF-International, an outcropping of the various sections. It should also be
recalled that MSF-Belgium created the Association européene pour le development et la
santé (AEDES) in 1984 to expand MSF’s involvement in social, public health, and food
security efforts; and Transfert, a logistics satellite, now MSF Supply, in 1989. The AEDES
cannot be compared to MSF-Logistique because it no longer contributes to the MSF
movement.
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as these, the operational quality of MSF’s missions was initially
not a priority. For example, in late 1979, when the number of
Cambodian refugees in Thailand rose from thirty thousand to
three hundred thousand in just three months, an MSF team
was working in a camp (Sakeo) that had only recently opened.
Drugs were in boxes piled under a tarp and staff members
took whatever medicines were easiest to find. This situation
called for the first logistical measure: make drugs available and
organize them in such a way that users were able, as much as
possible, to understand the various nomenclatures, since the
drugs originated from different donor countries. The second
measure involved laying the foundations for a procurement
system by tasking someone with supplying the medical teams
with water and provisions, because the field teams at that time
only consisted of doctors and nurses.

In 1980, the Khao I Dang camp housed one hundred
thousand refugees. There were also other camps along the
Thai-Cambodian border. The MSF team, numbering forty to
forty-five members, was staying in a small town that they left
every day to work in Khao I Dang and other camps. A logistical
system was needed, even if it was only rudimentary. In addition
to the physical organization of the pharmacy, lists of drug orders
corresponding to the various diseases were created and sent to
the doctors, who were required to follow procedures. It was also
necessary to set up a car system, to know who needed to go
where, and to make sure that staff put the keys on the board for
the next person. There was obviously nothing novel about these
measures in themselves, but they were completely new to MSF
medical staff.

Every day, a doctor and two nurses would go to one of the
border camps, where five thousand to then thousand refugees
were taking shelter. Each camp included a clinic where women

could give birth and a drug storage facility. MSF could, if necessary,
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receive authorization from the Thai military to evacuate patients
to the Khao I Dang hospital. Some of these camps served as rear
bases for combatants wanting to liberate Cambodia from Viet-
namese occupation, however. The Vietnamese would attack and
destroy the camps, people would flee into the forest, and every-
thing would be looted. The camps might then become inaccessible
for several days. So MSF had to call the military every morning to
find out whether the medical team could enter the camp where
it was scheduled to work. When the answer was affirmative, the
team could only remain for two hours. This meant deciding what
to take and then preparing it, a process which led to time-wasting
debates.

There was no systematic solution to this problem. Never-
theless, even though the team could not know in advance
what it was going to find on site, the camps’ medical situ-
ation was not unknown. There were women ready to give birth
who might need to be evacuated. Other patients had injuries,
respiratory infections, and malaria that needed attention. A
standard toolkit appropriate for this general situation was
created: a large box made by local carpenters that could serve
as an examination table and that contained emergency kits and
drawers in which supplies were classified by need. Time was no
longer wasted when team members left for work because all
they had to do was to put the box in the back of the truck. The
box was called “semi-mobile equipment” because it was heavy
and cumbersome. Several boxes were made, and each one was
assigned a manager to ensure that it was kept up-to-date. Several
copies of a document with the protocols of five or six diseases
were included; this document was developed by the Interna-
tional Committee of the Red Cross (ICRC), which coordinated
the medical teams working in the Khao I Dang camp.

The MSF teams in Thailand grew to include 110 people

working at nine camps. They added experience at the national
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level to the skills they had already acquired in the Sakeo and
Khao I Dang camps. A standard nomenclature was now used
to order drugs, a manager was responsible for the cars, and an
administrator was assigned to each team.

This system, introduced in 1980, seems rudimentary in hind-
sight, and indeed it was. Yet the fact remains that it heralded
a decisive change in the way MSF perceived its organization.
It now associated the effectiveness of its medical humani-
tarian work in emergency situations with logistics specifically
designed for such situations—logistics that could be deployed
quickly in response to supply and transport needs, along with
communications between teams and headquarters. It took
several years gradually to identify and resolve the major diffi-
culties stemming from the integration of medical activities
and logistical skills. In 1986, the decision was taken to give the
teams working on these issues autonomy to set up a satellite—

and thus was born MSF-Logistique.*

A special study would be necessary to provide a detailed
analysis of how the association between medicine and logistics
produced specific organizational methods, and how these
methods evolved as MSF’s activities rapidly expanded during
the 1990s. A number of the practices and technologies adopted
relied on existing models, but they were streamlined based
on field experience and integrated in such a way as to remain
consistent with the entire system.

MSF’s innovation was to become independent in practical
matters by creating its own protocols and tools. It was necessary to
set up multidisciplinary teams of medical and non-medical staff.

Logistical specialists quickly became essential to these teams,
4 MSF-Logistique was formally established in Mérignac in 1992. At the beginning,

it was explicitly modeled after the Central Procurement Unit at the United Nations
Children’s Fund (UNICEF). In addition to drug procurement, field operational logistics
and technical support (energy, cold chain, vehicles, etc.) were also developed, which made
MSF’s medical operations more efficient.
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even giving rise to “another” medical position (Diaz, 2006).
Moreover, to maintain a balance between old and new medical
players, MSF had to accept the fact that the usual medical hier-
archies would not necessarily be reproduced in the field. Because
medical personnel with practical experience in these regions
were essential for the success of these missions, young physicians
could exercise responsibilities that would normally be performed
by department heads in their own countries, and nurses could

take over medical management of a mission.

Kits and Guides

he semi-mobile equipment was the first in a series of Kkits

designed by MSF. It was not itself an invention, having been
modeled on techniques used by the French emergency medical
service. It was, however, an embryonic innovation because it was
part of the specific “ecology” of emergency humanitarian inter-
ventions: a large number of patients from poor communities
facing precarious security conditions and typically living in unfa-
vorable and hard-to-reach areas, combined with a high turnover
of medical personnel, most of whom had no experience with the

tropical diseases they now had to learn how to treat.

In Thailand, the Office of the United Nations High Commis-
sioner for Refugees (UNHCR) drafted an emergency medical
guide in the early 1980s. Oxfam designed a nutritional Kit.
MSF teams revised the guide based on their own experience
to anticipate responses to situations in which it would be used.
This became the Clinical Guidelines. Standardized drug and
equipment lists were drawn up and everything, including user
manuals, was packed into kits intended to meet the needs of ten
thousand people for three months. The Clinical Guidelines was

9

called the “green guide,” after the color of its cover. Together
with the kit, it was expanded and revised by its users when they

reviewed any of its chapters.
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A guide to essential drugs was added to the green guide.
It was designed for medical staff with very different levels of
training: for doctors unfamiliar with tropical environments,
for nurses, and for national doctors working with MSF. At the
outset, the guides and kits met the need for streamlining opera-
tions management, but they also sought to standardize medical
practices. Combined with MSF’s training program and oper-
ating culture, the kits turned out to be effective and applicable
to many emergency situations. In 1988, the World Health Orga-
nization (WHO) put a label on the kit, calling it the “new emer-
gency health kit.” Some advocated retaining the MSF label.
Others pointed out that the WHO’s endorsement made it more
influential, even if it had largely been developed by MSF. Since
then, the International Committee of the Red Cross (ICRC)
has become a major purchaser of the green guide for its opera-
tions. Furthermore, the kit has often been “borrowed”—which
is to say, illegally translated—in various countries with MSF’s
tacit approval. Its first editions, in fact, arrived in the field with
“Please copy” printed on the endpaper.®

Since the “historic” kit created in Thailand, MSF-Logistique
has created many other kits. To cite one example, the vacci-
nation kit for measles, meningitis, and yellow fever enables
MSF quickly to set up a cold chain and includes all medical
and logistics supplies necessary for a vaccination campaign by
several teams of vaccinators. The surgical kit, which contained
resources allowing medical personnel to perform three hundred
operations and manage one hundred hospital patients, includes
drugs, renewable supplies, and the necessary equipment to
meet the needs of an existing hospital’s surgical program. There

is also a kit for creating a hospital with inflatable tents.

5 “The first WHO guides, whose content was rather scientific, were not operational
guides. And, if you read the WHO guides now in MSF’s areas of expertise, nearly all of
them are copy-and-paste versions of MSF guides. In my opinion, what seems to have
changed international practices is the fact that MSF guides are created in the field;

not a single one comes from a review of the literature.” Interview with Alain Moren
(epidemiologist and currently project manager at Epiconcept, Paris), November 2006.
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While this type of kit was unquestionably inspired by military
medicine, there are major differences between military surgery
and the type of surgery practiced by humanitarian organiza-
tions. Military surgery as practiced by wealthy countries is much
more sophisticated but gives priority to treating a more limited
population—wounded soldiers. Even though the two concepts
are close, in practice the MSF kit’s composition is different. It
has enabled advance planning for surgery in humanitarian situ-
ations and has provided rapid intervention capacities under
satisfactory technical conditions that previously existed only
within the militaries and civil defense services of developed

countries’ militaries.

Lastly, a three-fold imperative—consistency, simplification,
and learning from experience—drove the process carried out
jointly by MSF and its logistics satellite. In order for a kit to
meet the needs of a given humanitarian situation, the supplies
must be consistent with the operating method recommended
in the reference documents, training must conform to these
documents, and at least one or two team members must have
experience in comparable situations. In the early 1980s, MSF
practitioners were concerned about the continual loss of field
expertise due to high staff turnover. This concern provided
powerful motivation for producing the first guides.® While even
those guides may have seemed presumptuous given MSF’s
modest experience, they were the best way to preserve and

enhance field experience.

Epicentre

he effort to improve medical practices in response to
emergency situations relied on the ability to codify and

6 “When I went to Cameroon, I brought lots of books with me and an encyclopaedia of
surgical techniques, which had cost me 10,000 francs. They rotted from the humidity, but
I had thought I would need them. The lack of possible referral was frightening. We had
nothing. So I was happy to write, simplify, and transfer [knowledge].” Interview with Jean
Rigal (currently Medical Department director, MSF-France).
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develop standards and to provide the elements necessary for
conducting field operations. Through this normative process
of preparing supplies appropriate to the circumstances, the
teams could develop micro-working environments in contexts
where it would not otherwise have been possible to conduct

medical activities effectively.

In addition, any emergency operation inevitably involves
risk-taking, even if a highly detailed understanding of the situ-
ation helps limit risk. This risk culture, adopted and controlled
to the extent possible, was transferred to the medical arena.
MSF doctors made recommendations that they felt were better
suited to their patients’ living conditions and that they had the
logistical means to implement. But these recommendations
sometimes met with resistance from national or international
medical authorities. At other times, recommendations that could
be carried out in one region were rejected in another. Lastly,
and most frequently, these recommendations concerned a large
number of patients. As a result, it was considered essential to
set up a system of epidemiological assessments and surveys in

tandem with the development of a logistics system.

MSF officials then decided to create subsidiaries based on
several disciplines—medicine, biology, statistics, and more—in
order to conduct research and epidemiological activities. The
aim was to provide scientific support to operations and sell
epidemiological assessment services to other organizations.
At the time, developing training and methods for the type of
assessment sought by a practitioners’ association was an inno-
vation in itself (a medical computer expert was even added to
the Epicentre team in 1987). As with logistics, MSF decided to
allow these specific professions, which diftered from MSF’s core

activities, to operate according to the principles of their own
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fields of expertise. And thus, Epicentre was created.”

Epicentre’s strength is the ability to apply epidemiology
quickly in crisis situations. This rapid response, which did not
exist outside MSE,® was made possible by MSF-Logistique. It was
still necessary to come to a decision and create the opportunity.
In fact, it was rare for a team to manage the requirements of a
daily research project that did not come into play during the
operation itself and did not appear to be a priority. Experience
gradually won over the players in the field when, for example,
epidemiological data validated the introduction of a single-dose
injectable or oral drug to replace a one-week treatment.?

The Campaign for Access to Essential Medicines

picentre’s creation reflected an aspect of the operating

culture that was developed during the 1980s: trying to
find upstream solutions to improve patient treatment, taking
into account the specific needs of practitioners in the field.
The Access Campaign, created in 1999 and based on the same
rationale, was also set up as a subsidiary of MSF. There was more
to it than that, however: the Access Campaign took on, albeit for
its own specific objectives, a role regularly assumed by MSF—
that of a “witness” engaged in political advocacy. The Access
Campaign therefore worked from the beginning with human

rights and health care activists.

In 1996, MSF and Epicentre organized an international
colloquium for the purpose of exposing and condemning the
lack of medicines necessary for treating infectious diseases—

a worsening situation that was striking developing countries

7 See Emmanuel Baron’s study in this book.
8  Itshould be recalled that in the United States, the Centers for Disease Control and
Prevention’s concept of intervention epidemiology had explicitly served as an example.

9  “MSF Epicentre is almost unique because, other than MSF, there is no other NGO
capable of doing research in the emergency situations in which it operates.” Interview with
Alain Moren.
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particularly hard.' The speakers noted that while rich countries
had achieved significant progress in all medical fields, humani-
tarian organizations were increasingly unable to respond effec-
tively to epidemics for the following reasons: the production
of certain drugs had been abandoned because they were not
considered profitable by pharmaceutical firms (in the case, for
example, of human African trypanosomiasis—also known as
sleeping sickness); other drugs were no longer effective due
to resistance developed by parasites (the chloroquine-resistant
malaria parasite, among others) and no research was underway
to discover new treatments; overly restrictive treatment
protocols that were difficult to comply with and encouraged
the appearance of resistance that left the patient without any
recourse; and antibiotics that were effective but unaffordable.

Different levels of responsibility were identified: systems for
protecting brand-name drugs that prevented the production
of much cheaper generic drugs; the utopias endorsed by inter-
national organizations (the WHO and UNICEF) such as the
program “Health for All in 2000,” which relieved states of their
duty to provide medical care; pharmaceutical companies’ lack
of interest in researching and producing medicines for disad-
vantaged populations; and the priority given, even by MSF, to

prevention rather than treatment.'!

Some MSF management no longer accepted that they had
no choice but to provide increasingly poor treatment or no
treatment at all, and wanted the quality of care in crisis situa-
tions to become one of MSF’s priorities. First, a Medicine Unit
was created within MSF-France in 1997, followed by a Research

Group on Essential Medicines.

10 “Operational responses to epidemics in developing countries,” Lariboisiére Medical
School, October 25, 1996.

11 “Out of 1,233 innovative drugs sold from 1975-1997, only 11 targeted a tropical
disease” (Trouiller, 2000).
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The Medicine Unit, initially consisting of only a few people,
understood that other types of expertise had to exist alongside
pharmacological and medical skills, especially legal knowledge
of the patent system. The treatment of certain diseases also
needed to be simplified in order to broaden and improve imple-
mentation, particularly by MSF. The unit realized that it had to
appeal to public opinion worldwide by conducting systematic
campaigns, but these campaigns required solid information
based on the work of consultants and experts across a wide
range of fields. Various disciplines were eventually grouped
together in a separate body called the Access Campaign, which
became a subsidiary as an MSF inter-sectional project, thereby
giving it broad scope.

The Access Campaign achieved results by leveraging MSF’s
reputation—the organization was awarded the Nobel Peace Prize
in 1999—and its “ability to make itself heard.” The following
recollection by one of the Medicine Unit’s members serves as an
example. He recalled that a letter protesting the abandonment
of an essential medicine (eflornithine) for the treatment of
sleeping sickness had not received any response from the manu-
facturer. A few years later, the company resumed production
and MSF received free supplies of the drug on condition that it
manage the global stock and handle distribution.

MSF thus developed a strategy of operational independence
in terms of logistics, scientific assessment, and advocacy for the
production of essential medicines. This development resulted in
adecision to avoid depending on other organizations. The emer-
gence of different medical practices resulted indirectly from this
policy of autonomy. This policy also prompted a gradual trans-
formation in the role played by MSF physicians, who increas-
ingly became both practitioners and promoters of new medical
procedures, as evidenced, for example, by MSF’s conflicts
with the WHO. MSF called for changes in protocols and new
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therapeutic strategies and criticized treatments and products it
deemed ineffective, even when the WHO and national medical

authorities continued to endorse them.

DNDi

Apress release issued in Geneva on July 3, 2003, announced
that five prestigious medical and research institutions were
joining forces with MSF to create DNDi.'?

Developing drugs from existing compounds was one of the
main ideas motivating the partners to create DNDi. When the
major pharmaceutical companies lost interest in tropical diseases,
they had already developed compounds for potential medi-
cines but had not yet reached the final stages. It was therefore
necessary to conduct clinical studies, but that is not one of MSF’s
activities. Several universities had conducted, and continued to
conduct, basic research on neglected diseases and had discovered
molecules without developing them into drugs. The companies
could have used this research, but they lacked interest because
it involved reportedly unprofitable markets. DNDi took the
position that the development of new treatments for the most
neglected diseases could not result from market incentives and
that a public commitment to meeting these needs was required.
It was therefore necessary to mobilize a network of institutions

in agreement on this type of research and development strategy.

Medical innovation plays a key role in DNDi, and it could

have a considerable effect on treating diseases that affect

12 “The six organizations are the Indian Council of Medical Research, Pasteur Institute
(France), the Kenya Medical Research Institute, Médecins Sans Fronti¢res, the Ministry of
Health of Malaysia and the Oswaldo Cruz Foundation (Brazil). WHO/TDR will participate
in the meetings of the Scientific Advisory Committee of DNDi as an observer to provide
expert scientific and technical advice as required. DNDi will work in close collaboration
with the UNDP/World Bank/WHO Special Programme for Research and Training in
Tropical Diseases (WHO/TDR) to achieve its goals.” DNDi press release, “Best science for
the most neglected: Creation of a new not-for-profit drug research organization,” July 3,
2003, Geneva.
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massive numbers of people in the southern hemisphere. For
example, in the case of sleeping sickness, which is one of
DNDi’s priorities, the development of an oral tablet to treat
the two forms of the disease without being too toxic would be
a radical change for patients."

Some at MSF consider DNDi a fundamental and innovative
break with the past: neglected diseases can now be treated. One
member, speculating how MSF might be perceived in a few
decades, thought that people may one day forget its pioneering
role as a medical organization, but not DNDi or its “invention”
of a new political economy of drugs. Is this a utopian view bound
for disillusionment? Perhaps, but without a touch of utopian
idealism, how can we practice the “impossible discipline of
innovation” in medicine (Latour, 2003)?

For more than two decades, the creations of structures
that are autonomous yet retain an organic link to MSF’s
medical activities have contributed to improving the quality
of its operations. The studies in this book of certain diseases
provide detailed examples. But contributions from satellites
also weaken MSF’s crippling tendency to rigidly and endlessly
reproduce its operating culture. By inviting contributions from
those who have acquired experience outside MSF and have
had professional relationships with a wide range of institutions,
MSF’s satellites bring in a range of perspectives on human-
itarian medicine. Their contribution is not limited to devel-
oping logistical or medical tools, producing scientific assess-
ments, or trying to remove obstacles to necessary, but inacces-
sible, drugs. As intermediaries, they draw MSF into dialogue in
many different settings, encouraging the association to open
up and learn from others.

13 See Jean-Frangois Corty’s study in this book.
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Chapter 3

Measure, Analyze,
Publish, and Innovate

Emmanuel Baron

M S Fstepped up the pace of its activities in the early

1980s. More interventions meant recruiting more
staft and developing more technical and logistical resources.
The perceived image of a responsive, efficient medical relief
organization intervening in violent situations all around the
world was confirmed. The general public had little doubt about
the grounds for MSF’s decisions to intervene in particular situa-
tions and the effectiveness of its actions. After all, it was argued,
MSEF’s contribution was better than nothing: providing care, by
definition, does no harm. Media coverage increased accord-
ingly, with intense exposure when the organization took a public
stand on a particular situation—for example its expulsion from
Ethiopia in 1985.!

This dynamism in the field was coupled at headquarters
with an urge to see the organization acknowledged as a credible
entity in the medical and scientific community. While MSF was
highly regarded by many, the organization’s practices smacked
of medical exoticism. Little of any tangible value in medical and
scientific terms seemed likely to come from this pleasant team
of doctors: while their good intentions were not in doubt, some
saw them as cowboys, others as boy scouts, and this, along with

their limited technical resources, inevitably placed them on the
1 InOctober 1985 MSE-France denounced migration forced by the Ethiopian
authorities. The majority of other relief organizations did not take a public stand and
made no plans for a withdrawal. MSF received an expulsion order two months later.
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margins of scientific rigor and medical progress.

There was a need for the organization to be more rigorous
and more efficient. For some, this meant developing internal
resources that would allow the organization to generate more
independent analysis, scientific output, and training methods.
What MSF wanted at the time was to be able to describe and
measure its activities without relying on staff and input from
other institutions. Its decision to learn, master, and develop quan-
titative measurement methods applicable to the programs it ran
and the situations in which it operated was in some sense a way
for MSF to shed the lingering impression that it was a collection
of newcomers rather than a serious medical organization.

To this end, MSF looked to skills being developed and taught
primarily in the United States. American universities had, in
fact, long since developed research and training programs in
epidemiology, the public health discipline that describes, quan-
tifies, and analyzes the situation of particular populations and
patients. Several MSF doctors went to the US to be trained in
epidemiology and played a part in planning a structured project

that was being drawn up at the organization’s headquarters.

Epicentre was created as a French non-profit organization
in 1987. Its status was that of an independent organization,
although its board of directors was made up primarily of
members of MSF. Its name is based on the broad notion of a
center of energy and the term “epidemiology,” the discipline
that underpins its actions. Its initial aim was the same as it is
today: namely, investigating critical situations in the field, in
particular population displacements and epidemics; carrying
out research on behalf of MSF in the areas in which it operates;

and training medical personnel in epidemiological techniques.

Epicentre’s position in relation to MSF—as an internal orga-

nization and yet a distinct entity—is in itself unusual. It is more
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common for international research institutes to be independent
from operational organizations. It was because of its original
organic relationship with MSF and its medical practice, freed
from the ever-uncertain task of seeking external funding, that
Epicentre was able to anchor itself in the realities of the situation

in the field and build its capacity for scientific output.

This position would help it to formulate, in scientific terms,
the practical constraints facing medical teams. The human and
geographical environment in which MSF operated complicated
such basic medical questions as, for example, diagnosing malaria
without risk of error. Epicentre was able to assess difficulties of
this kind and translate them into describing constraints on inter-
ventions, then into research, and sometimes even into interna-
tional health issues. Taking a population census, comparing
strategies and treatments, and measuring their effects all rely
on a knowledge base that is constantly changing but has largely
been developed in relation to stable, defined environments.
Because MSF was engaged in humanitarian interventions in
countries with inadequate health care facilities and with popu-
lations that were often on the move and of an uncertain size,

Epicentre was placed in a scientifically challenging situation.

Stimulated by the pace of relief operations, Epicentre was
able to support MSF in its choices at three levels: defining its
intervention priorities; changing its practices; and sharing its

experiences.

Measuring and Analyzing to Define Priorities

picentre’s main role initially was to describe, measure,
quantify, and compare different situations. MSF’s programs
were most often set up without the benefit of any health-risk
indicators. Experienced volunteers had an intuitive under-

standing, based on their work in the field, which enabled them
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to mobilize resources and take action using their collective famil-
iarity with general field conditions rather than an analysis of the
quantitative data specific to a given situation. Making objective
measurements of the characteristics of different health situa-
tions—the difficulties of providing relief, and their successes and
failures—helped to highlight the constraints under which MSF
teams were operating. It was this scientific analysis of tangible
situations that drove the move towards innovative research.

This sequence (data collection—-analysis-need—-innovation)
proved relevant in meningitis epidemics, the operational
response to which consists of treating the sick while vaccinating
those not yet ill. The large number of people requiring treatment
(several thousand) and vaccination (tens or hundreds of thou-
sands, and even several million in Nigeria in 2009), and the
fact that the population is scattered are significant constraints.
Traditionally, describing an epidemic relies on gaining access
to information about timing (how long has the epidemic been
going on, how many cases are there by unit of time?); location
(where are cases occurring in geographical terms?); and people
(what kind of patients are affected, particularly in terms of age?).
Quantitative descriptions of these events by teams in the field
and graphic representations of them are both ways of assessing
the number and geographical origin of cases, the time taken for
MSF teams to intervene, the proportion of patients who have died
in hospital, and the resources mobilized. Epicentre has inves-
tigated several such epidemics in Niger, Burkina Faso, Sudan,
and Nigeria. An analysis of the information gathered combined
with the teams’ assessment of their own work, and particularly of
the difficulty of providing antibiotic injections over several days,
helped to highlight the need to cover a broader proportion of
the population affected and to have access to a simpler, shorter
treatment regime to cure a larger number of cases. Based on
these observations, MSF and Epicentre carried out comparative
clinical trials in West Africa, the results of which confirmed the
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effectiveness of therapy based on a different injectable treatment
administered in a single dose. In using well-known, tried-and-
tested methods to quantify MSF’s action in the field in the areas
where it operated, Epicentre was not doing anything particu-
larly innovative. But it was able to translate the constraints and
consequences of mass treatment and vaccination into scientific
language, thus helping a consensus to emerge in favor of alter-
native solutions.

Epicentre also used quantitative methods in the context of
armed conflicts. During the 1980s, MSF frequently worked with
displaced or refugee populations fleeing violence and assembled
in more or less organized camps where they waited for help
from non-governmental organizations or United Nations (UN)
organizations. The precariousness of their physical and psycho-
logical state, and the conditions in which they had settled and
were living, required a rapid deployment of medical and non-
medical assistance. This was split into roughly ten priorities for
action, which were supposed to reduce the risk of major levels
of morbidity occurring within the population. Similar priorities
had already been outlined in the late 1970s by the Centers for
Disease Control and Prevention in Atlanta in relation to conflict
situations, but they needed further consolidation (CDC, 1992).
Using population survey methods that had been tested else-
where—although never on a large scale in this type of context—
Epicentre was able to shed light on general health indicators
such as the incidence of certain pathologies, immunization
levels, and mortality rates. These data were an indication of
the vulnerability of the populations that MSF was assisting and
provided the necessary basis for establishing the actions that
should take priority in relation to health (Brown et al., 2008).

MSF’s work with the Kurds in Iraq is a good example of
Epicentre’s contribution to relief activities. In 1991 MSF

deployed human and medical resources on a significant scale to
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support a population fleeing in chaos and panic from the threat
of the Iraqi army, then finding itself on the Turkish border,
unable to escape. In one of the largest operations in the history
of MSF, epidemiologists from Epicentre were dispatched and
quickly gathered information that enabled them to describe the
health situation and send relief to where it was needed most.

Epicentre thus confirmed the effectiveness of using methods
that offered a swift estimate of health indicators for a given
population on a large scale. Using these methods in the interna-
tional context of responding to catastrophic situations—which
would become a routine practice—provided essential quanti-
tative data for establishing the gravity of such situations and
an objective basis for organizing assistance. In fact, Epicentre’s
work has become a benchmark in the world of humanitarian
assistance (even if some surveys lacked rigor, were limited in
methodological terms because they were carried out too late,
or were not always adequately exploited by the operational staff
who requested them.) In a document published in 2007 by the
Humanitarian Practice Network? and designed to summarize
existing information and recommendations for key players in
the field of international humanitarian assistance, eighteen
of the sixty-two bibliographical references were for research
carried out by Epicentre and MSF.

Field studies routinely include questions on the conditions
in which they have been carried out and on subsequent use of
the results obtained. The complex environment in which these
surveys are conducted needs to be taken into account to assess
the validity and reliability of the measurement techniques used.
Describing a health situation on the basis of calculating a rate
that shows a risk means knowing the number of people exposed
to that risk or the rate at which particular events, such as death,

2 The Humanitarian Practice Network is a forum run by a British organizsation, the
Overseas Development Institute, a think-tank on humanitarian action and development
policies
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occur. The accuracy of such estimates is questionable when
populations are unstable and migrating because of threats and
violence. The very structure of these populations varies when,
for example, young men become the victims of atrocities and
disappear. The indicators produced are therefore subject to
these kinds of uncertainty. Methods do exist to limit the effects,
but the point is still the subject of discussions in several publica-
tions (Working Group for Mortality Estimation in Emergencies,
2007; Checchi, Roberts, 2005). Although the necessity and
use of such surveys has not been called into question as such,
the debate has gone so far as to cause public controversy, in
particular around the publication by American researchers at
Johns Hopkins University in Baltimore of an estimate of the
number of deaths attributable to the invasion of Iraq by the US
Army (Roberts, 2004; Burnham, 2006).

This issue was highlighted in late 2009 when the Health
Nutrition Tracking Service—an inter-agency partnership set
up under the aegis of the World Health Organization (WHO)—
asked Epicentre to produce a critical review of mortality and
nutritional surveys carried out between 2006 and 2008 in North
Kivu, an area in the east of the Democratic Republic of Congo
that had been the scene of intense fighting for some fifteen
years (Grais et al., 2009a,b). From roughly thirty reports that
tackled the question of mortality and nutrition in the region,
four were selected on the basis of a list of criteria examining
the methods used, results obtained, and their subsequent use.
Each used different methodologies. Three had been carried out
for the purpose of effectively targeting relief, while the fourth
was designed to communicate to the public what the population
was suffering. This research also highlighted the fact that, even
if this kind of survey was based on tried-and-tested methods,
questions could be raised around how they were applied.
Furthermore, they are sometimes carried out too late to have
any real influence on how relief is deployed.
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There has also been lively discussion about operational
teams’ motivation for requesting field studies. More precisely,
the issue at stake was the use of the results: was their purpose
to target actions more effectively, or to make a public statement
about the situation the population was living in, which humani-

tarians felt was intolerable?

In the first case, the dilemma comes from the weight opera-
tional managers give to the figures when they compare them
with a subjective assessment of the situation. In Chad in 2007,
for example, there was a discussion within MSF on the signifi-
cance of the high mortality rates obtained in a survey carried
out among displaced Chadian and Sudanese families in the
Ouaddai region, close to the border with Sudan, and to the
Darfur region in particular. The people who had requested the
survey were MSF operational managers, who compared it with
their first-hand assessment of the situation when setting up the
relief program. The criticism that arose at MSF was that too
much faith was being placed in the survey for fear that action
would only be taken on the basis of the statistics. Although in
this case the criticism did not completely reflect the reality of
the facts and the decisions taken, the argument is still valid for

other situations.

In the second case, the initial motivation for a survey may
be public advocacy. Figures may be used in unintended ways by
those outside the organization, however. The most emblematic
example is that of Somalia in 1992, when the results of an
Epicentre mortality survey on the displaced population were
used, based on a false interpretation of the results by senior offi-
cials within the UN, to help justify the Restore Hope operation—
led by the US Army—with its well-known consequences.
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Measuring and Comparing to Change Practices

Over the years, through Epicentre, MSF became increas-
ingly accustomed to using quantitative methods for health
assessments in emergency situations. The knowledge it gained
opened up other ways of assessing its actions. Populations in
precarious situations and morbid phenomena such as epidemics
were therefore not its only areas of research. Epicentre was also
involved in research activities designed to improve medical
treatment per se, and to measure, compare, and evaluate new
diagnostic and therapeutic strategies in relation to standard

practices.

MSF medical managers dealing with a number of conditions
postulated that some of the diagnostic or therapeutic techniques
being used were not the most effective or easiest options, or that
others could be applied in situations where they were not yet in
use. The treatment of meningitis was a good example, but work
was also done on other pathologies that caused MSF problems,
even real dilemmas: examples in the 2000s included malaria,
human African trypanosomiasis (sleeping sickness), tubercu-

losis, and malnutrition.

Malaria: The Relationship Between Research and Political
Decision-Making

In the late 1990s, chloroquine was still the standard
treatment for malaria in Africa. Even then, there were clinical
and parasitological indications that strains showing resistance
to the treatment and responsible for fatal forms of the illness
were becoming increasingly prevalent. Inspired by experts in
the field and academics who had already described the same
phenomenon in Asia, MSF decided to commit to widespread
use of a combination therapy based on artemisinin derivatives
in its program. The treatment, known as Artemisinin-based
Combination Therapy (ACT), was well known and used in Asia
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(China, Vietnam, and Thailand, primarily) and was based on the
principle of the synergy between two anti-malarial drugs (one
of which was an artemisinin derivative) which acted in comple-
mentary ways. The treatment struggled to gain a foothold in
Africa because of the medical and political authorities’ mistrust
of new products, which were more expensive than the previous
generation, and because of the relatively poor data available to
confirm that chloroquine was no longer effective. MSF asked
Epicentre to carry out a number of studies designed to confirm
that chloroquine was not effective enough to be prescribed
without endangering patients suffering from malaria. Support
within MSF for carrying out studies of this kind was not unan-
imous. Some of the organization’s former senior figures argued
that this was an overly technical and ultimately pointless
approach to a situation to which the response was self-evident.
The argument certainly made sense: it was reasonable to
suggest that chloroquine was already less effective than previ-
ously thought and also to assert that the refusal of the national
authorities in one particular country had more to do with other
interests than public health concerns or the absence of concrete
scientific evidence. Conversely, others argued that empirical
decisions in a medical environment should make way for
processes that lead to a rigorous demonstration of the efficacy of
therapeutic choices. A consensus finally emerged for launching
a series of surveys based on MSF programs. The results unam-
biguously supported a switch to combined therapies and were
echoed in the thrust of MSF’s Campaign for Access to Essential
Medicines under the slogan “ACT Now.” The results were also
published in internationally recognized scientific journals
(Guthmann et al., 2008). By verifying the comparative efficacy
of two therapeutic strategies in children suffering from malaria,
Epicentre provided part of the argument for the political battle
being waged by MSF.
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Despite the publication of basically conclusive results, the
issue did not end there. Some countries took time to agree to the
change in their national protocols. Furthermore, not all sections
of MSF moved at the same pace in changing medical protocols.
This resulted in some tense discussions, particularly in the case of
Burundi, where some sections accepted the government’s delay
in implementing the new recommendations, thereby placing
their medical personnel in one of the most uncomfortable posi-
tions a doctor can face: namely, prescribing a treatment with a

very high likelihood of failure.’

Sleeping Sickness: The Relationship Between Research and Standards

Results from Epicentre’s clinical trials on sleeping sickness
have contributed to significant progress over previous treatment
recommendations. For fifty years, patients at the advanced stage
of the illness had been treated with a drug (melarsoprol) derived
from arsenic, the efficacy of which was decreasing due to the
emergence of resistant strains of the parasite responsible for
the disease. In addition, the treatment was so well known to
cause death by damaging the brain that some infected patients
refused to undergo screening for the illness. The only other
drugs available were not officially recommended and of doubtful
efficacy as a single treatment (nifurtimox), or difficult to admin-
ister (eflornithine). Furthermore, large-scale use of eflorni-
thine on its own as a front-line treatment raised the threat of
the parasite developing resistance. Conscious of the limitations
of the existing treatments, but above all because there were no
other therapeutic options available, MSF and Epicentre decided
to carry out a clinical trial to compare the efficacy and tolerance
of the three drugs in a combined therapy (melarsoprol-nifur-
timox, melarsoprol-eflornithine, and nifurtimox—eflornithine).

The supposed advantage of these combinations was that they

3 See the studies by M. Le Pape and I. Defourny, and S. Balkan and J.-F. Corty in this
book.
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could enhance the way in which each drug acted and avoid

natural selection of the resistant strains of the parasite.

The initiative was opposed by a number of specialists in
the illness, including at the WHO. Their accusations centered
on the failure to comply with drug development rules. Good
practice and standards in this area would, indeed, have meant
going through some lengthy stages, and would have necessi-
tated testing the three combinations of drugs in different doses,
in vitro and in vivo, and not carrying out trials on patients until
a later stage of the development process. MSF and Epicentre
would be seen as behaving like sorcerers’ apprentices if they did
not follow the requirements of each stage.

Epicentre and MSF managers put forward other arguments
to justify their intentions. In addition to factors associated
with the declining efficacy of melarsoprol and the absence of
any other back-up solution in the medium term, the standard
development process would delay the availability of a poten-
tially effective solution for several years, while the situation
demanded an immediate response. Their intention was to test
several options and conduct the trial on the basis of a rigorous
methodology, including the involvement of an independent
monitoring committee which could stop the study should it
be deemed ineffective or one of the combinations prove toxic.
While they did not obey standard procedures to the letter, MSF
and Epicentre thought they were complying with them in spirit.
They were supported by several national program managers in

the countries concerned.

The trial started in Uganda, in partnership with the Ministry
of Health, in 2001 in consultation with French and Ugandan
ethics committees. The monitoring committee swiftly decided
to interrupt the trial after 54 of a planned 435 patients had
joined, because of the higher than expected number of deaths
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in patients on a combination of melarsoprol and nifurtimox.
The deaths did not call into question the basic principle of
combination therapies, but were a harsh reminder of what was
already known about the limitations of melarsoprol. The study
was published; the combination of nifurtimox and eflornithine
seemed promising in light of these albeit only partial results
(Priotto et al., 2006). A process had been set in train and led
MSF and Epicentre to do further research into this combination,
still in Uganda, on a second series of cases (Checchi et al., 2007).
Following further encouraging results, hopes of abandoning
melarsoprol increased. Epicentre then embarked on a large-scale,
multi-center trial designed to compare the efficacy and innocu-
ousness of a combination of nifurtimox and eflornithine in a
shorter (from fourteen down to ten days) and simpler treatment
(number of drips cut by three-quarters) than with eflornithine
alone, another standard treatment. This was met with the same
reticence from the scientific community: MSF and Epicentre
were failing to comply with traditional drug development proce-
dures and were running the risk that nobody would support the
use of this combination even if effective and well-tolerated. It
was better, so the thinking went, to take the time required for the
usual processes to guarantee future recognition and acceptance
of possible positive results by the health care professionals and
authorities concerned. Preferring to maintain the momentum
they had built up, and confident of the results they had already
achieved, MSF and Epicentre embarked on a larger trial that
was also supported and co-financed by the Drugs for Neglected
Diseases Initiative (DNDi).* This trial, conducted from 2003 to
2008 at four separate sites in the Congo Republic and the Demo-
cratic Republic of Congo, confirmed what had been expected:

the new combination was shown to be just as effective and well-

4 DNDi was founded in 2003 by a number of private and public sector partners
(including MSF, the Institut Pasteur, Indian Medical Research Council, etc.), in order to fill
the gaps in terms of research, development, and recording of neglected tropical diseases
(see the study by C. Vidal and J. Pinel in this book).
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tolerated as treatment with eflornithine alone at a high dose.
The results were presented at scientific conferences such as the
American Society of Tropical Medicine and Hygiene in New
Orleans in December 2008 and published in 2009 (Priotto et
al., 2009). The inclusion of this combination in the WHO list of
essential drugs in 2009 marked an important step in the hoped-
for amendments to the national protocols of the African coun-
tries concerned. There is still a long way to go, however, between
demonstrating the superiority of a treatment and large-scale
production, followed by registering it with the authorities, and

finally its routine use in dispensaries and hospitals.

Tuberculosis: The Relationship Between Research and Scientific Inertia

Meanwhile, AIDS continued to kill through so-called oppor-
tunistic diseases, which gain a foothold because of the patient’s
weakened immune system. One of these is tuberculosis. MSF
had long been involved in treatment programs for the disease.
One of the obstacles facing medical teams, however, was
ensuring proper diagnosis. This relied on old methods and
the limited effectiveness of microscopic isolation of the bacillus
responsible for the illness in the sputum of patients suspected
of having damage to their lungs—the most common clinical
form. According to international recommendations, tubercu-
losis treatment, which lasts at least six months, means isolating
the bacillus at least twice in three successive sputum samples
over two days. If the results are negative, which is common
among children and patients infected with the HIV virus,
treatment can be instigated on the basis of a set of clinical and
radiological criteria. These procedures mean patients have to
travel to treatment centers and involve a significant workload
for the laboratory. Following an internal discussion, supported
by experts from the University of Liverpool and the Kenyan
Medical Research Institute, and based on data from a study
carried out in 2005 in Nairobi to assess a microscopic diagnostic
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technique using concentrated sputum samples, Epicentre was
able to evaluate a simplified strategy for diagnosing pulmonary
tuberculosis based on one rather than two positive sputum
samples. This simple reduction was just as effective, but made
it possible to diagnose two-thirds of patients with the disease at
their first consultation, reduce the number of laboratory tests
by a third, and avoid losing touch with patients while waiting
for their test results (Bonnet et al., 2007). In 2007 these results
contributed to the change in the WHO’s recommendations for
microscopic diagnosis of tuberculosis.

Although this type of research is evidence of a refusal to
accept the status quo, MSF and Epicentre nonetheless again
found themselves obliged to carry out research designed to
improve unsatisfactory diagnostic techniques for tuberculosis
although their effectiveness did not, in fact, change radically.
This is because MSF is at the end of the chain, and thus only
“picks up” old techniques; even a minimal change to these
seemed to represent an advance. Indeed, there were few new
avenues in tuberculosis diagnosis or treatment suggesting any
significant changes likely to improve patient care in the near
future. There seemed to be few options for practitioners and
patients in the countries of the South, where there is little scope
for using sophisticated molecular biology techniques. Alongside
its research and scientific papers, MSF added a public commu-
nications campaign, which it hoped would raise awareness
among key players and funding bodies involved in public policy.
In 2003, MSF’s Campaign for Access to Essential Medicines
published a document setting out the resources and prospects
for tuberculosis diagnosis and treatment (Access Campaign,
2004). The illness had been completely neglected in terms of
research and solutions, and future prospects did not look at
all promising. The epidemic had spread, and the situation for
patients had been getting worse for decades in the face of a
somewhat indifferent attitude on the part of public authorities,
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manufacturers, and medical officials. The public campaign that
accompanied the report gave MSF the opportunity to denounce
this situation by explaining the serious difficulties it was facing
in treating more than twenty thousand new cases each year.
While new research is now being pursued within a context of
public—private research and development partnerships, and
while the WHO’s message on treatment strategies for patients is
less dogmatic than it was, there is still a shortage of momentum.
MSF’s position has changed little since then, while the focus of

Epicentre’s research and its commitment remain the same.

Malnutrition: The Relationship Between Research and Programs

Although it works in the field alongside MSF, Epicentre has
not always agreed with the pace of operational priorities. In
some situations, the relationship between MSF and Epicentre
has been strained. This was the case when treating malnour-
ished children in Niger in the early 2000s. MSF, the Campaign
for Access to Essential Medicines team, and Epicentre disagreed
at the time on the principles of their respective missions. The
conflict was between those who lobbied to prioritize assessing
the demand for operational innovation, those who believed in
the need to communicate the emergency in necessarily simplistic
language, and those who wanted to take the time needed to carry
out an effective analysis of the effects of operational choices.
Members of MSF who were advocating a change to nutritional
protocols wanted data and analyses that would support their
point of view. This was where they ran into a lack of under-
standing from Epicentre, which was focused on managing the
constraints around scientific output in unstable areas and the
issues that should be subjected to scientific analysis in relation to
emergency relief. This example of internal tension within MSF,
between groups whose roles and objectives should ideally work
in synergy, resulted in the publication of a number of scientific
articles (Isanaka et al., 2009).
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Publishing Scientific Data

Since its creation, Epicentre has been expected to publish
its research. Public dissemination of the methods used and
results obtained is an integral part of scientific research. It
is based on a codified process, the result of which consists of
presenting, in a concise and well-argued manner, the essential
details of the investigative methods used and the results
gathered and analyzed, followed by a discussion of their validity.
Epicentre was thus expected to engage in the exercise of scien-
tific writing. Initially, several pieces of research were commu-
nicated in the form of letters to the editor of the British scien-
tific journal The Lancet. Since then, the number of articles has
increased: no fewer than 250 were published between 1988 and
2008, mostly in English.

An example of Epicentre’s ability to translate MSF’s opera-
tional decisions and their effect on the treatment of patients into
scientific language was published in The Lancet in April 2006
(Ferradini et al., 2006). This study tried to assess the efficacy
of antiretroviral (ARV) combination therapies on a sample of
a cohort of HIV-positive patients accepted into a treatment
program run by MSF and the Malawian Ministry of Health in
the rural district of Chirazulu. This was an innovative project,
primarily because of the high prevalence of the disease, the
rural environment, and the use of a combination therapy in a
single pill, a formulation that did not exist as such in developed
countries at the time. The results showed that, in patients who
had received more than six months of treatment, the presence
of the virus in the blood, measured by its viral load, had fallen to
avery low level. This figure suggested, among other things, that
this form of treatment had an effect on patient survival. These
results confirmed MSF’s operational choices and Epicentre,
which had taken responsibility for conducting the study, could
ensure they were published in a scientific journal.
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A key principle of the submission process prior to publication
is a critical peer review of the manuscript. But appropriating
and generalizing from the results of Epicentre’s research by any
other player in the private or public sectors would have been
pointless unless they were rigorously expressed, even if in a very
standardized way. It could certainly be argued that the cost of
access to scientific journals tends not to favor scientific advances
being made universally available, but in fact, the reasons for
the lack of recent progress in the diagnosis and treatment of
tropical diseases lie elsewhere. There have, however, been some
moves towards other editorial models, based on free access to
published articles.

Moreover, the editorial process highlights the primacy of
channels that are certainly accessible, but which do not always
reflect the realities of scientific progress. It is possible to see
the effect of a final validation method, a sort of obligatory final
stage, although the subject is known and has been discussed and
covered extensively in forums, conferences, and journals with a
more limited distribution. Sleeping sickness is a good case in
point. In 2008, Epicentre reported on five years of work on the
treatment of sleeping sickness by giving short presentations at
a number of international conferences.” A similar observation
can be made on new treatments for malaria or the results of ARV
treatment programs for HIV-positive patients in the countries
of the Global South. Oral communications, or more informal
forms of dissemination at meetings of experts, including within
the WHO, are often a preliminary to the formal publication
process. Epicentre has always made use of these unwritten rules.

Since its creation, Epicentre has sought to establish relation-

ships in both the public and private sectors. It has always seemed

5 In South Korea, at the International Congress for Tropical Medicine and Malaria;
in the Democratic Republic of Congo; to the scientific and political authorities of the
countries affected by the disease; and in the United States, at the conference of the
American Society of Tropical Medicine and Health.
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quite normal to monitor changes in medical and scientific
knowledge and thus identify the main avenues being pursued by
other international medical research teams. It is difficult to assess
the direct effect of this function, but Epicentre’s decisions to
embark on new areas of research has at times clearly had as much
to do with its observations on where the gaps lay in the interna-
tional agenda as the operational constraints being faced by MSF.

Through Epicentre, epidemiology has played a significant
role in providing relief in the areas in which MSF operates. The
nature of Epicentre’s relationship with innovation is twofold: its
integration into the MSF organization makes its work easier, but

it is caught up in the rhythm of operations and their constraints.

Initially, introducing the techniques of descriptive epidemi-
ology into work in the field was an innovative move. New light
was shed on operational issues—where and how to act—and
medical constraints—how to diagnose and treat. The transfer
was not simply about reproducing a technology in exactly the
same way, however; constant work was needed to adjust and
refine quantitative measurement methods. The use of these
methods and the results produced have been an ongoing source
of criticism and debate.

The next step was MSF’s decision to propose the adoption
of new medical practices. Epicentre embarked on studies on
which MSF relied in the area of humanitarian medicine, which
can be classified as a “latent area of science” (Kourilsky, 2006).
Acquiring the techniques and language of science enabled
MSF to propose the adoption of new medical practices and to
be heard on occasion by both its peers and the public health
authorities.

Epicentre’s use of epidemiology cannot be dissociated from
the choices made by MSF in terms of medical policy. In fact,
Epicentre has to reconcile the rigor of a scientific process with
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the specific constraints of humanitarian situations and the
requirements expressed by the organization during the course
of its actions. It is within MSF, as an integral part of its activities,
that Epicentre has to confront the dilemmas inherent in the
relationship between caring practices and scientific activities in
sometimes extreme situations. There is no easy way of resolving
these dilemmas: the judgment made depends on the political
choices involved in the decision.
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Chapter 4

Controversy as a Policy

Marc Le Pape and Isabelle Defourny

M S F is no stranger to controversy. Indeed, the organi-

zation does not view controversy as negative, but
rather as an engine for change. Here we present two recent
examples of innovative medical practice where MSF was involved
in controversies and used them to its advantage. The contro-
versy originated within the MSF movement; the organization
then found itself in disagreement with national authorities in
the countries where it operated, international institutions such
as the World Health Organization (WHO), the World Bank, the
United Nations Children’s Fund (UNICEF), pharmaceutical
companies, governmental agencies and/or donor organiza-
tions—particularly the United States Agency for International
Development (USAID)—and renowned specialists in medicine,
epidemiology, and the economy. The two examples we have
chosen concern the treatment of malaria in Burundi and of

malnutrition in Niger.

Conlflicting opinions created powerful constraints on vali-
dating improved treatment protocols and therapeutic strat-
egies. Different and rival validation processes were suggested.
We will describe the different stages of the controversy and the
people involved (Lemieux, 2007). Likewise, we will illustrate
the connections between experimental demonstration, humani-
tarian medical practice, and the different forms of public and
political involvement.
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Malaria in Burundi: The Introduction of Artemisinin-Based
Treatments!

The Beginning of the Controversy (2000-2001):
Therapeutic Requirements

On December 12, 2000, MSF published a press release in
Paris, Brussels, and Geneva entitled “Malaria epidemic in
Burundi: MSF teams are dealing with an unprecedented influx
of patients. MSF demands support from the WHO for more
effective treatments.” This warning was based on data from
sixteen health centers at which MSF was working, as well as on
a retrospective mortality survey conducted between October
13 and December 9, 2000, which found “worrying levels of
mortality.” The press release described MSF’s curative and
preventive initiatives “from the beginning of the epidemic,” and
indicated factors “favoring” the sudden increase in the number
of cases and the high mortality rate. Three factors were iden-
tified: the development of swamp farming; the abandonment of
anti-vector policies; and the “probable high resistance to chloro-
quine.” The press release ended with an appeal to the WHO and
the Roll Back Malaria (RBM) network—a WHO initiative created
in 1998 associating UNICEF, the United Nations Development
Programme (UNDP), the World Bank, and other private and
public partners to fight malaria (Packard, 2007, p. 217-227)—to

“support the use of artemisinin-based treatments.”

The press release was the first public expression of dissent.
There was no divergence of opinion regarding the incidence of
malaria, however: to underline the “dramatic” increase in the

number of cases, the WHO, in its recommendations, had

1 See the chapter written by S. Balkan and J.-F. Corty. It describes the development
and initial use of these treatments in Southeast Asia. We use the term Artemisinin-
based Combination Therapy (ACT) to designate therapeutic drug associations based on
artemisinin derivatives.
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referred to an MSF survey of three health centers (Kassankogno,
Allan, Delacollette, 2000).2

The controversy began in November 2000, but was not made
public at the time. The desk officer responsible for programs
in Burundi stated at the MSF board meeting of November 17:
“Sadly it is currently impossible for us to use artemisinin deriva-
tives because the government has asked us ‘not to introduce any
new drugs.” All efforts to secure support from the WHO have
proven fruitless because the organization will not recommend
the use of medicines that are not registered in the country. This
is a sad example of the ongoing struggle to use the best available
treatments.”

MSF sparked controversy amongst its peers on the following

issues:

* Criticism of policy. In general, the WHO should not base
its advice on local government policy as this hinders diag-

nostic and therapeutic progress.

* The choice of treatment. At the beginning of November
2000, MSF recommended the use of artemisinin derivatives
combined with sulfadoxine-pyrimethamine (Fansidar) for
the treatment of uncomplicated malaria in Burundi. For
complicated malaria cases, MSF recommended artemether
(Paluther) combined with sulfadoxine-pyrimethamine.
These choices were justified by the therapeutic efficacy
of the treatments, a lower rate of transmission, and the
reduction in the development of resistance. Furthermore,
artemether was on the WHO's list of essential drugs, which
should have facilitated its introduction.

2 The malaria epidemic was unusual for several reasons. It occurred in the Burundian
high plateaus, a zone where malaria is not usually present, and a very large number of
people were affected. Epicentre performed retrospective mortality studies in three provinces
that estimated 1.5 million cases and sixteen thousand deaths in these provinces alone for
the epidemic of 2000-2001 (Guthmann et al., 2007). Figures of thirty thousand deaths and
3 million cases appear realistic for the seven affected provinces. Burundi has a population of
7.5 million.
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* The fear of high resistance to sulfadoxine-pyrimeth-
amine developing if used as monotherapy in response
to the epidemic. On November 16, the WHO began
to recommend the use of sulfadoxine-pyrimethamine
(replacing chloroquine) as first-line treatment for uncom-
plicated cases.

* The need to conduct chloroquine and sulfadoxine-pyri-
methamine resistance studies in Burundi, as prescribed
by WHO protocols.

The RBM coordinator initially replied to these fears,
criticisms, and proposals by email over the RBM network
on December 13, then again the following day in a public
document in which the WHO justified its recommendation for
the treatment of uncomplicated malaria (i.e., replacing chloro-
quine with sulfadoxine-pyrimethamine). Sulfadoxine-pyrimeth-
amine was to be prescribed as monotherapy, without combina-

tions with other anti-malarials.? Three justifications were made:

* Therapeutic efficacy. Studies conducted in Rwanda and

Tanzania were cited as proof.

* Operational constraints. Burundian medical staff were
already familiar with this treatment, and it was available in
large quantities in Burundi and elsewhere in the region.

* Observance of treatment, facilitated by the extremely

simple single-dose regimen.

The authors of the WHO report explained why they did
not recommend a combination of sulfadoxine-pyrimethamine
and artesunate as first-line treatment, despite recognizing its
efficacy. They referred to the lack of available data in Africa, the
problem of adherence to treatment, and the fact that artesunate

37 WHO, Burundi—Malaria epidemic, Treatment choices, December 14, 2000.
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had not been registered by Burundian health authorities. But
one development was announced in the document: the Ministry
of Health had adopted artemether for the treatment of severe
malaria. Earlier, in an internal document, the WHO had already
recommended artemether as second-line treatment, but only “if
it is registered in the country” (Kassankogno, Allan, Delacol-
lette, 2000).

In his communication of December 13, the RBM coordi-
nator added that even if the therapeutic efficacy could justify
the use of an artesunate-sulfadoxine-pyrimethamine combi-
nation, a series of factors specific to the situation in Burundi led
to problems with its use, including: difficult access to patients,
the lack of qualified medical staft, and the absence of stocks
of the drug in the region. The MSF desk officer conducting
the discussions in Paris was quick to address the issues over the
network Website, focusing on the effectiveness of sulfadoxine-
pyrimethamine. According to resistance surveys conducted in
two Rwandan health centers in 1999 and 2000 by the WHO, the
drug was effective in only 64% of cases at the first site and just
53% at the second site. The officer added that this data, as yet
unpublished, had been communicated to MSF by the WHO. He
was therefore less optimistic than the WHO about sulfadoxine-
pyrimethamine monotherapy. Its use on a massive scale would
accelerate the development of resistance. He reaffirmed the
arguments in favor of artemisinin-based treatments, arguments
already presented to the RBM network and publicly stated by
MSF on December 12.

The MSF author went on to stress several points in his response:

* Burundian patients were already used to taking treatment
over several days—conventional chloroquine treatment
lasts three days—so there was no reason to believe that
observance would be more problematic with the MSF-
recommended regimen.
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* Artesunate had already been introduced into Burundi.
It was available in pharmacies in Bujumbura, and was
also registered as a medication reimbursed by the civil
servants’ health insurance. Treatment protocols, however,
were often inadequate. Its inclusion in the national
malaria protocol, at least during the epidemic period,
would reduce the risks of uncontrolled prescription.

* The logistical and professional constraints were real, but
MSF field experience in three provinces showed that the
epidemic zones could be reached using mobile clinics. As
to the lack of specialized staff, the MSF author took a
practitioner’s stance: why would the medical staff, already
familiar with three-day chloroquine—sulfadoxine-pyri-
methamine treatments, not be able to adapt to the three-
day artesunate-sulfadoxine-pyrimethamine treatment?

* Supply of the new drug was a significant problem, but
MSF declared it was prepared to supply artemisinin deriv-
atives if they were accepted by the Ministry of Health.
The objective was to introduce artemisinin-based combi-
nations “at low cost.” It should be noted here that the
MSF author broached the economic side of the problem,
but without explaining how to obtain low-cost combina-
tions, or comparing the costs of the different treatments

proposed.

* Medical necessity (the term ethics was not used): although
it was perhaps not possible to introduce artesunate every-
where in Burundi, it should at least be introduced where
possible. Not all patients would be accessible, but some at

least would receive the correct treatment.
The “treatment choices” document published by the WHO

on December 14, 2000, did not put an end to the controversy. At
the MSF France board meeting on December 22, the Burundi
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epidemic was back on the agenda. The medical and logistics
experts involved at headquarters noted that the debate (“essen-
tially via email and the WHO RBM debating site”) “had the
effect of modifying WHO recommendations that now include
the treatments we advocate (using artesunate), but stop short of
recommending them for first-line treatment.”

MSF therefore continued to criticize the first-line treatment
recommendations, notably in a letter published in The Lancet
in March 2001 (Gastellu-Etchegorry, Matthys, Galinski, White,
Nosten, 2001). This letter was signed by two MSF medical
directors and three medical researchers specialized in malaria.
The authors described using combinations including arte-
misinin derivatives as an “ethical obligation,” as they were the
most effective treatments available. They added that this ethical
obligation applied not only to doctors, but also to NGOs and
international agencies. The authors therefore asked that the
WHO and donor agencies recommend the “immediate” use of
these treatments.

In April 2001 the WHO adopted a new protocol recommending
the use of combination therapies, preferably ACTSs, for first- and
second-line treatments in countries with proven resistance to
standard monotherapies (WHO, 2001). These were general recom-
mendations, and it was up to individual states to integrate them
into their national protocols. The decision was taken in Burundi in
July 2002, and implemented some months later in 2003.

Conflict with the Burundian Ministry of Health (2001-2002):
An Ethical Obligation

The French section of MSF began using ACTs in 2001, even
though the Burundian Ministry of Health did not recommend
them for the treatment of uncomplicated malaria. Local health
authorities were informed, and tolerated this practice until
October 2001, when MSF-France decided publicly to denounce
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the treatment protocol for uncomplicated malaria, unfavorably
comparing the poor results of the national protocol with
artemisinin-based treatment data obtained from one of their
programs in Kayanza Province. The Health Ministry replied
by demanding the withdrawal of ACTs from all health centers
where MSF was active, then, shortly afterwards, on November
8, decided to suspend all MSF activities in Kayanza Province
for two months. In mid-December, the Burundian authorities
expelled MSF-France’s head of mission from the country.

The general director of MSF-France wrote to Burundi’s
health authorities and the WHO to justify localized introduction
of the new treatment. The letter, dated November 9, was also
sent to high-ranking members of the RBM network. It listed
all the organization’s arguments, emphasizing the therapeutic
efficacy of the new treatment. Medical officials in Burundi
nevertheless continued to implement a protocol (sulfadoxine-
pyrimethamine monotherapy) that MSF practitioners in the
field had noticed was no longer working. MSF believed the
national protocol could no longer be respected, and decided
to start using an artemisinin-based combination “immediately”
without waiting for the results of assessments by the Ministry of
Health and the WHO. This is also why “volunteers were sent
to the field with supplies of artesunate and amodiaquine.” The
letter brought ethical obligations to the forefront, stressing
that a doctor is obliged to administer effective treatment, and
affirming that MSF respected this obligation in Burundi, as it
did elsewhere in the world. Our analysis here does not seek to
determine whether this level of rigor was, in 2001, universally
practicable and practiced by MSF, but we note that theory and
practice were coherent in Kayanza Province. For Burundi, this
was a challenge to national sovereignty. It is thus understandable
that the controversy escalated into a crisis, as each camp claimed
to act on fundamental principles, which only served to intensify
the disagreement. In the end, only a meeting between the
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Burundian president and the presidents of the MSF interna-
tional movement and MSF-France resolved the crisis. At the end
of the talks, the Burundian president asked MSF to continue

working in Burundi.

In March 2002, several MSF senior staff members met with the
WHO director general, who agreed to support the transition to
artemisinin derivative—based treatments, but reminded them that
the WHO was a decentralized organization, and that the African
branch did not agree with the policy. She stressed that the United

States also expressed strong opposition to the use of ACTs .

The escalation from disagreement to crisis had repercussions
within the MSF movement. From November 2001, MSF-France
asked the three other sections working in Burundi, “Why are
we the only MSF section in this mess? How are you treating
uncomplicated malaria?” The controversy within the movement
intensified and spread on January 16, 2002, when a letter
entitled “Are we alone?” was sent—in French and English—
by the Parisian desk officer for Burundi “to all MSF sections,
their presidents, general directors, operations directors, desk
officers and program managers.” The letter not only suggested
an appropriate strategy for Burundi, but also for generalizing
the new treatment and bringing the whole MSF movement into
the process. The issue was to address “the question of malaria
treatment in general in Africa” and to start a public campaign
to obtain approval and use of effective treatments for “all popu-
lations” in countries affected by chloroquine and sulfadoxine-
pyrimethamine resistance. According to the author, this position
should be publicly adopted by all MSF sections, adding: “Who is
prepared to stand up, speak out and act?”

The letter sparked strong emotions within the MSF movement,
and created a confrontation essentially on the following question:

what is the best strategy to trigger change in the national protocol
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in Burundi? The author sent the letter to all senior MSF decision-
makers; this tactic was denounced as bypassing the usual decision-
making procedures in order to get the French section’s strategy
approved. Some opponents stressed that the Parisian position
was in line with general agreement throughout the movement
on the necessity to change such protocols. They explained that
the French section was in no way fighting the battle on its own,
but that it had isolated itself in Burundi through the strategy of
confrontation it alone had adopted; it was simply being brought
back to order and to reality. Others denounced MSF-France’s self-
glorification: the section gave the impression that they alone were
fighting for the right protocol. The criticisms were based on the
belief that there was a more effective strategy than confrontation:
a strategy involving “silent diplomacy,” working to convince, and
intervening at all levels with all involved parties. This alternative
approach was seen as the best way to help change the protocol.

When the Burundian government agreed to a change of
protocol, the process of dealing with disagreements between the
different sections finally returned to its normal course, through
institutional regulation.

Economic Constraints

MSF’s first public interventions only rarely mentioned the
cost of ACTs. Nothing was mentioned in the press release dated
December 12, 2000, and only a passing reference was made in
the article published in The Lancet in March 2001: “We appre-
ciate the considerable operational and economic obstacles
involved in changing national malaria policies, but there is an
ethical obligation ...” (Gastellu-Etchegorry, Matthys, Galinski,
White, Nosten, 2001).

But MSF did not neglect the problem of the cost of ACTs.
Initially, the issue was not a matter of public debate, but it was
discussed within the organization and in exchanges with the
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WHO and the Burundian authorities. MSF-France’s medical
and logistical director declared at a board meeting in December
2000 that “we hope to bring the price down to one dollar,”
without explaining how he might go about it. In an October
2001 letter to Burundian parliamentarians, the general
director of MSF-France admitted that cost “is a major difficulty”
and added that MSF was committed to “finding solutions,”
comparing the situation with that of the treatment of AIDS
patients. At the beginning of 2002, once the necessity to change
to ACT5 in general in Africa had been recognized—particularly
for countries with high levels of resistance to sulfadoxine-pyri-
methamine and chloroquine (Guthmann et al., 2008)—MSF
began to focus on overcoming the financial obstacles. This
became evident during the annual meeting of the East African
Network for Anti-malaria Treatment. On February 13, 2002, in
Nairobi, MSF published a report entitled “Changing national
malaria treatment protocols in Africa. What is the cost and who
will pay?” The report presented a cost assessment for changing
the protocols in five African countries (including Burundi). Its
author declared that the change would be too costly to be borne
by the governments involved and would require international
funding. This sparked another lengthy controversy involving
NGOs, donor agencies (particularly USAID), and international
institutions. The focus was on the search for solutions to guar-
antee both a drop in the cost of ACTs, and their supply.

In September 2008, the director of the Global Fund to Fight
AIDS, Tuberculosis and Malaria declared that an economic
mechanism had been established that should, from 2009
onwards, allow the sale of ACTs in pharmacies at an equivalent
cost to chloroquine in countries with endemic malaria. The
mechanism requires the Global Fund to invest $150 million to
$300 million yearly.*

47 “Michel Kazatchkine: “When the world gets together, we get results,” La Croix,
September 9, 2008.
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Severe Acute Malnutrition:®* From Treatment to Prevention

Between April and June 2005, MSF published three press
releases in Paris on the gravity of the “nutritional crisis in
Niger” and described its response to the problem. None of the

three press releases mentioned the word “famine.”

On April 26, 2005, MSF reported an “abnormally high”
number of children suffering from severe acute malnutrition
admitted to their inpatient and outpatient facilities in Niger.
The association called for urgent “general food distributions,”
without indicating who should be responsible (other “aid actors”
were mentioned, but without giving details).

A second press release, on June 9, 2005, highlighted the fact
that twice as many children under five had been admitted to
MSF nutritional programs as in 2004. The report was based on a
nutritional survey performed by MSF and Epicentre at the end of
April 2005. Unlike the preceding press release in April, the June
9 press release clearly stated a demand for a new general policy
and that “exceptional measures must be undertaken urgently.”
MSF called for food distributions so that “the most vulnerable
populations can gain direct, free access to food.” MSF also intro-
duced provocative elements in its public communication, criti-
cizing the inadequacy of Nigerien government operations (“sales
of moderately priced cereals”). It called for the “mobilization of
donors and of international organizations such as the [United
Nations World Food Programme (WFP)] and UNICEE” as the
only way to provide free food distributions. The call for help was
accusatory: stating that these institutions needed to mobilize was
to say that, until then, they had been failing their mandates.

A third press release was published on June 28. The urgent

need to act was reiterated, but more forcefully: “there will be

5 For criteria defining severe acute malnutrition see WHO, UNICEF, WHO child growth
standards and the identification of severe acute malnutrition in infants and children, Geneva, 2009.
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thousands of avoidable deaths this summer.” MSF continued to
denounce “the reluctance of donor agencies and the government
to provide free food distributions,” as they “obstruct appropriate
relief efforts.” However, the press release also had a singularly
practical approach compared with previous ones. MSF’s pres-
ident took a practitioner’s stance when he stated, “easy-to-use
nutritional products adapted for children now exist, that save
lives in a few weeks of treatment.” Neither of the two previous
press releases mentioned this therapeutic argument, clear even
to those that know nothing about the treatment of malnutrition
and the debates on free food distributions.

Many controversies have arisen on the treatment of infanto-
juvenile malnutrition in Niger and some are still ongoing
(Olivier de Sardan, 2008). In 2005, the controversy intensified,
transcending the medical domain to become a political crisis.
We will not give an account of all the twists and turns, nor the
diversity of positions taken. The collective work edited by Xavier
Crombé and Jean-Hervé Jézéquel (2009) provides a description
of the different levels of controversies and public commitments
that characterized the crisis. The most visible debates could be
qualified as political, economic, sociological, epidemiological,
and medical.

Here we describe two controversial aspects of MSF’s action:
first, free food distribution; and second, the introduction of new
nutritional products associated with the change in therapeutic

strategies.

The Therapeutic Innovation Predates 2005

At the end of July 2001, MSF started a nutritional program,
including two inpatient centers for severe acute malnutrition.
At the same time, a new approach was adopted: after a limited
period of hospitalization in a typical nutritional facility, the
treatment was then continued at home with weekly medical
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checkups. According to an MSF assessment, the outpatient
treatment was possible with the use of “ready-to-use specialized
food” (Priem, 2002). The report specified that “the MSF team
was initially a little reluctant to set up this outpatient phase of
treatment, essentially because of fear of relapses” (Priem, 2002,
p- 11, 20-21). “The teams were worried about not being able
to monitor the development of medical complications, as it
was difficult for mothers to travel to MSF’s facilities. Malnour-
ished children have lower levels of immune defenses.”® Despite
these fears, the new strategy was progressively implemented.
In November 2001, in Dakoro, in the Maradi Province, 80%
of children initially hospitalized were then transferred to the
outpatient phase of treatment (i.e., nutritional rehabilitation
at home). Assessment revealed a weakness in the program (a
high dropout rate), but nonetheless concluded that home-based

2

nutritional rehabilitation was “satisfactory.” The evaluation
was based on traditional indicators such as daily mean weight
gain, mean duration of treatment, the percentage of readmis-
sions to hospital from home, and the “modes of exit” from the

program—cured, defaulted, or deceased.

Steve Collins, a doctor working with Concern, an Irish NGO,
had been using ready-to-use foods since 2000, and had demon-
strated the effectiveness of home-based care (Collins, 2002).
MSF was not then in favor of the strategy, as such limited medical
help was deemed too risky for severely malnourished children.

Driven by senior staft convinced of the work by Steve Collins,
in July 2003 MSF decided to initiate treatment at home except
in complicated cases requiring hospitalization (Tectonidis,
2004). This decision aroused misgivings among MSF medical
practitioners. Indeed, many of those working in the field were
worried that the positive effect of the home-based treatment

might be of shorter duration than that obtained in conven-

6 Quote from an MSF doctor.
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tional, inpatient therapeutic feeding centers. Another worry was
that mothers would not keep the ready-to-use therapeutic food
solely for their malnourished children but share it with all their
children (Priem, 2002, p. 20, 22). Defenders of the program
responded with field data on the “extensive outpatient phase
treatment of malnutrition” (Tectonidis, 2005b), which showed
low rates of readmission to hospital, lower relapse rates, and
comparable daily mean weight gains overall for the programs.
The arguments heard during the outpatient strategy contro-
versy were varied. Defenders of the policy evoked arguments
and data from clinical experiences, while its detractors stressed
the weaknesses witnessed during the first years of the programs
(July 2001 to July 2003) and asked cultural and sociological
questions about mothers’ behavior: “How can we be sure that

they respect treatment regimes once at home?”

MSF Put to the Test by the 2005 Crisis

In February 2005 MSF noticed that admissions to nutri-
tional programs had risen compared with February 2004.
This trend was confirmed over the following months. The
continuing increase in admissions led to the three press releases
mentioned earlier. Senior MSF staff in charge of operations in
Niger were initially hesitant to 