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to the grave { will be able w photograph i, st know that it's her grave. “This is my mother’s
grave! 11 be able to show my children and say, “This is your Granny's grave!” But [ don’t kaew:

Mark returned again and again to the face that he never saw any of his mother’s belongings alter
her death. This was certainly 3 result of infeetion-control protocols—all clothes, cell phones, 1) cands,
and other items are burned as soon 35 they enter an Ebola isolation unit—but Mark fixaed on this
fact as if it were the most uncomfortable sign of disrespect. His ntother seemad to have disappeared
without a funerl and without a trare. “A lot 13 on tte now: . . 'm resposible for my family: This
15 all bothering nie tow.”

Soon after Nurse Mamie’s death, the outbreak exploded in Koo Districe, with up to 27 new
cases per day. A large surge in eases occurred in Kombeh village, when: 3 well-known taxi driver
named James had fallen sick after driving a seriowsly ill friend to the hospital in bis taxi. Aware of
his risk, Jatines went 1o the hospital for screemng and isolation bue was turned away at the triage gate
by confused and overwhelmed medical officers, He returned hone, and died sever! days later wath
his famsily nearby. James’s family nuified the Ebola hotine that they had a corpse in the house that
weeded o be buricd, but the village leaders reported that it took 36 hours for the epidemiological
officers and burtal team to arrive. All the while, James's corpse lay in the house uneil it was hrought
10 the mosque nearby for pre-burial rituals. Some villagers reported thar one third of the commurity
wept over and cleaned the body. Ten days lacer, dozens of villagers wene reported ill in their homes,
and Kombeh became the most severe hotspot in Kono District,

Though transimission rates greatly declined in Kono after the alert hotline was improved and a
setics of small Ebola ‘Conmprunity Care Centers’ were constructed in remote villages for patients 10
be isolated close to their fnilies, in 2015 all burials are sull outlwed excepe for thase run by the
*Safe Burtal’ teanys. Even people who die in vehicle accidents or of old age are w0 be tested for Ebola
and buried far from famiky members by the teams. Though in practice this probably means thar the
vast nuajority of ('unsafe’) burials are done i secret, pickup wrucks with nasked men in white suits
sitting in the open back shuttle back and forth from the hospital to villages to the burial ground all
day long, Occasionally a Jone vehicle trails with farnmly members who wish to watch the body go
into the ground from a distance.

The Ebola outbreak and the “Safe Burial’ process has clearly rupured ritals and funerary prac-
tices, but some fanrilies continue to wash bodies of relatives who have died in their homes, resisting
the instruction of healih workers and Sicrra Leonean law, But as these cases Hlustre, the reasons
why ‘usmafe’ burials have been practiced throughout the 2014 Ebols outhreak are emtangled and
ambiguous. Cultural practices, ingimate expressions of affect aud empathy twards the deceased and
mourners, 3 desire anong family members to mamtain “traditions,” and the pragniatic consequences
of an under-resourced and ineffective Ebola response system wnable t rentove corpses pronmpily, have
Ml contributed to the propagation of the disease throngh corpses. Ultimately, the optics of the Safe
Burial system—every dead body wrapped i an anonymous white bag, handled like a discase-threat
by a teast of men in biohazard suits—may actually be the most disruptive aspect of the outbreak
Ehola contaitment is atomizing and inherently counter-social. Dying, death, funenls, and burials
lave been turned from central, tactile, and intinate social processes wo grave public health hazards:
bodies an: no tonger the rennants of lives lived to be mourned at funerals bue disease-carriers w0
be processed and removed. “They say ‘Safe and Dignified.™ a Sierr Leonean calleague wld me in
Kuno as we watched the burial team weave its way with a bagged corpse 1o the mass burial growd.
“ Safe! maybe, but certainly not dignified. Where arc the relatives at the back crying? Where are
the hundreds of peaple paying their sympathies? This is what we here in Sierra Leone imagine for
ourselves, No—safi and endignified burial is whag this Ebola has done to us!”
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Frankfurter shows us how the epidemic played out on the ground. Practitioners relied on local
networks of intelligence. Health workers in dedicated vehicles drove into villages where there
were suspected cases of Ebola, entering houses to dispose of the clothing, bedding, and other
items of those who had died, and swabbing corpses to confirm cause of death. Oftentimes they
neither explained nor gained consent for these procedures and protocols from fanuly mem-
bers. They left with dead bodies, again without apprapriate consent, disposing of the corpses in
body bags—swhite for children, black for adults—ignoting the conventional use of white for all
corpies. Ambulance drivers and body handlers suffered the most collateral damage. Calleagues
from WHO waorking in Sierra Leone at the height of the epidemic in 2014 reported thar para-
medics were excluded from entering the hospitals t which they delivered those who were ill;
instead, they were secluded in sheds in hospital yards, subjected to exoreme stigma from other
health workers and from their own families. Reduced transmission and the potential end of the
present epidemic have oceurmed, and this has been facilitated through extensive community
engagement, the provision of health information so that people understand how transmission
occurs, and social mobilization to support communities where emergency responses might be
required. The experience from Ebala emphasizes the need for consulation between epidemiolo-
gists, health workers, and communities and the significance of lacal trachtions in the care of the
dead both in sclation to disease transmission and in negard for the dead and bereaved,

In the following case study, the final of this volume, Peter Redfield takes apart the logic of MSE
an NGO that was originally conceprualized in the 1970s as 2 non-policical, quick-response team
that would provide miedical care in war zones and other crisis situations. MSF has grown over the
ensuing decades to a very large, multinational player in the global health scene; MSFs impressive
successes and now-established worldwide reach are also its grearest challenges.

15.5 Doctors Without Borders and the Global Emergency
Peter Redfield

For the contemparary aid world, the caregory of humatitarianism’ commonly designates short-terin
rehief work—actions intended (o rescue people from mmmediate peril and promote their survival
Pethaps no onganization exemplifies this emergency orientation mwore fully than Médecins Sans Fron-
uzres (Doctors Without Borders or MSF), which casts fself a5 a central actor of fronthine medicine
n crisis settings worldwide, Rushing breathlessly from site to site, the group las expanded from a
rgag French alternative Ited Cross of the 19705 into a well-cstablished multinational NGO known
for both a combative tradition and excellent logistics. Morcaver, it bargely funds iself through private
donations, with a budget now in the order of $1 billion a year.! Redavively rech and independent, it
can chart its own course to a greater degree than most aid actors. In conceptual terms the group
ulentifies more strongly with humanitarianism than development, defimag its commitments through
present states of crisis rther than future goals, While its projects encampass a wide mnge of medi-
cal activities, many well beyond urgent care, MSFY sheer existence extends an ambulance ethos on a
wotldwide scale. The group’s tmjectory thus outlines both the posibilities and the linuts of emer-
gency medicine as 3 esponse to economic inequities and political violence. To dlustrate its modde of
urgent action, below | sketch a day i die life of one project, combatting 2 minor epidemic amony,
civilians caughr in a conflict zone.

A Case of Cholera
Near the end of 2004, [ visited a cholera treatinent center run by the Swiss branch of MSE in north-
ern Uganda. The outbreak, focused in a displacement camp outside of Gulu, appeared to have run

its course. Although the treatment center counted as an emmergency project in the lexicon of the
orgamzation, the threat had subsided enough that there was little anxiety. Instead pressure came from
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at intertial soutee: i a few days MSF plannied o0 close the center and move the equipment hack to
its local headyuarters, with an eye toward redeploying it elsewhere. Dae w this sebf-imposed dead-
line on top of their other work, the staff found themselves quite busy. After a morning meeting m
Gulu that ran late, | joined a Lutch doctor, a Portugeese nune and a Ugandan driver to aavel o the
camp. We threaded our way through the center of wown, packed with 3 mix of storefrouts and signs
for aid agencies, and set off on the dusty and bumpy road. Along the way the doctor briefed me on
the projece. He was by now quite familiar with the disease, having seen it many tbnes before, and
was thoroughly comfortable with the prescribed treatment. Vs queck, so OK” he noted, and then
added, “With mpid response it’s easy”

Indeed, for MSF cholera treatment had become something of a routine Over the second lalf
of the twenoeth century, the disease proved a common scourge of human displacement, regularly
appearing in refugee seittigs where people crowded together with contminated water and poor
sanitation. Cholera outbreaks had helped mspire the group’s development of a kit-based logustics
systen iy the 1980, with depats full of prepackaged equipment ready for deployment in emergency:
Oince on site, the cholers kit provided any medical team with the essential means to st up a sam-
tized treatiment zone, and confine and rehydrate panents wechin it. Most of the tinse the approach
proved quete rehable in quelling an outbreak and drantadically reducing mortality, The combination
of assertive public health and basie clinteal care transformed an exceptionally deadly disease into a
relatively ordinary problem,

This particular case appeared a success as well. The compound, when we finally reached at, stood
largely enipty. Surronnded by a @l reed fence, with chlorine sanivation stations guanding its entrance
and a lange MSF flag flapping ovethicad, it resembled nothing as much as 3 minor colongal fort, Onee
through the sanitation barrier, we entered a set of large tents with beds see up for patients. Only a
few were sull occupisd, and the patients and caregivers looked more bored than distressed. As the
doctor explamed, diarrheal cases comtinued to wrickle in, including a few cholera patients, but the
records for the last few weeks indicated the epidemic was at its il end. Since this structure was a
temposary outpost, they would refer patients 10 the tocal iospital and disimantde the center before the
equipiment started o disappear.

A bit later in a nearby government health center, we atended an imprompty presentation by a
Uyandan doctor from the nearest hospital. The MSF team and the health center seaff (along with 3
curious patient or two} gathered around his laptop computer as hie shared 2 slideshow e had puse
prepared on the outbreak for an upcoming workshop. The slides tald a trivmphal story. Over the
past two months the area had seen well over 200 cases of cholera, most from the camp we had just
visited. Testtig showed all the springs and borehole wells wene contamtinared, and early projections
suggested as many as 3,000 people potentially at risk. However, once MSF stafT had se1 up their
center and avthorities held an emergeney catip meeting, the infection rate plumimeted, [n die end
there were only eight deaths, far below what might have been. We congeawlued the doctor on
a nice presentation. While cautioning that at a larger research meeting the audience mighe want
larger nunbers, our team leader agreed that this appeared a successful cave of quick response and
prevention. OF course, he imused, MSF had never told him o calculate the cost in contrase o other
health projects, with emergeneics thac was never a priority. The Ugandan doctor quickly responded
with dark humor. Maybe he should just tell the govermment to send all the displaced people back
home, Aler atl, in casnp cholera kills them, and i the country rebels kil then. Sane resule, but the
tebels are cheaper! This off-color joke provoked general lughter. It also scknowledged the farger
comtext within which this small epidemic occurred: the long-rumning, low-ineensity war in the sur-
rounding region, and the government policy of concentraung civilians into crowded displacement
camps, Neither the Ugandan doctor noe the MSF team could do anuch about these background
condtitions. They might stop the spread of chelerm and save lives. They might further work to secure
a better and more reliable water source for camp residents, The larger risk factors behind contagion,
however, would renain.

‘That evening, on the way back to M5F% compound, we pasied a car smashed on the side of the
road, 3 crowd around it. We stopped to tnvestigate and picked up one ian, who was bleeding and
helding his arm and finger. He appeared to be in shock and kept apologtzing to anyone who will
fisten. The team did not linger to inguire about the accident: as one of them warned me, crowds
can grow dastgerons if rumors spread. Short on bandages in vhe first aid kid, the MSF norse wied a
wad of tissue as 4 compress as our inprompy ambulince sped to the hospital where the Ugandan
doctor worked. We transfernred otie unexpected patient w the emergency room, and then, having
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eifectively discharged him, we continued on home. By the next day the cholera treatment center
had likewise folded its tents, its last occupants relocated to regular facilities, and ts cquipment dis-
persedd to other projects.

The Medical Emergency

Popular media attests to the degree of glement between ¢ porary health care and dranzatic
moments of life-saving intervention, The hervic doctor of television dramas is very much an action
figure:a master nat only of diagnosis, but also of defibrillation, delicate surgery.and the admmistration
of wonder drugs, all provided at the last minute with hope nearly Jost. Yet the conceptual fame of
the medical emergency, like the capacity 10 respond 10 one, is actually a relatively recent innovation
Michacl Nurok {2003) has convincingly shown how terms like accident, *reanimation, *resuscitation”
“shock” and ‘trauma’ only combined into their now-familiar ‘epistemological Alignment’ catly ut the
twenticth century, partly catalyzed by the Firt World War. The component pans of emergency care,
fromy first aid kits and ambulanices 1o emergency roons staffed by dedicated specialists, emerged onto
the landseape of wealthier countries in stages between the late nineteenth century and the lae ewent-
eth, with a particular boost in the decades after the Second World War, Detatds vary by national con-
text, but at 2 general level—the level at which anthropologists usually engage the past—one might say
that the iedical emergency appeared alongside industrial society and biomedicine itself, Older strands
extend deeper into traditions of experimentation and surgery, particularty forms associated with war,

This background history matters for thiee reasons. First, it recalls the extent that medical emer-
gency reflects a particular cosmology of tine and etivlogy—uone that assusnes human acrors can and
should influence outcomes at an immediate material level, This cosnology is formatly secular, at least
in the sense that it priotitizes a technical rather than a divine set of nonhuman actors. It also assumes
a world of machinery, risk and accounting, eompounded phannaceuticals and electric-
ity. The balance between life and death has moved away from concerns abous spiritnal transgression
or proper burial and toward reverence for biological existence, purifying the value of ‘saving lives.

Second, the conceptual lineage of the medical emergeney underscores the importance of eXcep-
tional moments, a time outside of ordinary life when special equiptient sight be deployed and actions
taken. “This sense of exception is not ideatical to the stare of exception in legal and paditical tradition,
being located in human bodics mther than a collective body politie. Nonetheless, it rentains intimately
(if not abways consciowsly} attached to chims of legal exception as well as the longer kegacy of war,

Finally, the history of the medical emergency eealls that one of the many ways o distinguish
maladies is by the temporlity of their potential treatment. In some cases the semse of erisis is immne-
diate and every moment counts. Others feature 3 stower mte of progression, whether positive or
negative, and care becones a long-term proposition. By definition emergency medicine—rfrom s
conceptual fmmework to its tools, traditions and attitudes——las never oriented itself towand extended
care, Ratlier, it concentrates on the present, iminimizing both history and fsture for the sake of current
need. Indeed, a patient inay be unconscious: an incapacitated body of unkirwn provenance, one that
displays worrying signs and requires innmediate treatment, In cffecy, the practical logic of emergency
sosts through symptems as much as it does desires. It thus can aperate even in the absence of a speak-
ing subject or known history. Action, rather than dialogue or contcinplation, renins PARAMAUNE ot
acting may have deletcrious consequences, All three of these points grow siygmificant when extended
to the realn of medical humanitarianism,

Life During Wartime

Like all ather human grougps, nongovernmental organizations have their histories and habits. In
the case of Médecins Sans Frontiéres, emergency plays a prominent role in both, Alhougl not all
forms of humanitarianisi have enpliasized imumediate response, MSF descended directly from the
Red Cross lineage of responding w war and disasters. By the end of the 19605, its parent move-
ment had expanded from its origina) concern with the battlefield suffering of wounded soldiers
to encomnpass the plight of civilians, [t had also moved well beyond its original focus on Chiristian
Europe to engage in the faflout of decolonization and die Cold War. Thus the Red Cross found
itself embroiled in the Biafran conflict in Nigeria, as well s the bloody birth of Dangladesh, two
events that provided a catalyse for the fornation of MSE In this litera) seuse the organization was
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born from war. Although it would never limit itself to responding to conflict, conflicr established
1ts most defining nornws. The group likewise appeared in the wake of fast transport, global contmu-
nication artd standardized emergency care for civilians, which in the French variation senn docton
straight o the scene of the accident. [magining an organization of *bonderless’ doctors, 1 other
wards, reuired more than humanitarian sentiment. 1t also required a particular configuranon of
possibilities, 2nd a problem around which they might cobere. For MSF that problem was wlat
its 1971 charter rermed ‘populations in distress'—or in a formulation wsed in later publications,
*populations in crisis.”

I operational terins MSF realized this classic métier of reiigee work in camps on the barder
between Thailand and Cambodia in the late 1970x, For some key members, that expenience stoked
thetr ambittons to provide more efficacious care, as well as (o deselop a logrstics system that would
support moving rapidly from site to site. In thetorical terms the organization's first publicity com-
paign had already provided a revealing slogan for such ambitions, suggesting that for MSF then: were
“rwu bilhon people in their waiting mon.” Given that the group was then but a tiny French instia-
tive, handly capable of delivering much to anyone, the slogan bore lietle relation o actual practice
Nouetheless, it botl defined a problem, and established an expansive frame of potenial response. If
populations experienced distress worldwide, then care should adapt accordingly. The medical erner-
ency had found a global scale.

By the time | began conducting research in the carly 20005, MSF lad greatly expanded i size and
scope beyond these modest beginmngs. The name tiow encompassed a factious fautily of nattonal sec-
tions, undertaking a shifting nge of projects and initiatives around the world. Many of these extenided
well beyond the mnt immedizte frame of emergency in medical terms, including such things as vae-
cination progrms, psyclisocial coumseling, health education, plarmacentical advocacy and the provi-
sion of AIDS drugs. In Uganda, where 1 did much of ity fieldwork, the onganization was mvolved in
all of these pursuits in ene fashion or another, as well as conducting epidemiological studies of drug
protocals and responding te emergent diseases like Ebola (which surfaced in the same general setting a
few years after the cholera outbreak described above). It Launched a spinoff NGO involving traditional
healers, amd ran a garage facility to maintain velicles for the wider region. In practice, the concept of
crisis proved elastic, From the perspective of MSF, that was precisely ane of its values in the foronila-
tion *pupulations in crists, permitting a greater degree of Bticude than was true with "emergency! Still,
the group regulardy fretted over the linits of its mission, alternately launching new experiments and
drawing back from them. What should it ory o do, and what should it leave 1o others?

A Glokal Band-aid

A hunuanitarian organization like MSF often encoumters the question of why it does not address rom
problems, [s not crisis response—particulardy the theatrical, media-saturated international varieey—
like applying a band-aid msher than meating the underbying pathology? MSFs staadard reply s
staunchly mealise, A crisis response emains lintited by definition. Taking the medical metaphor wen-
ously makes this clear: a band-aid, like an ambulance, seeks only @ address an immediate problem,
nothing less or more, Tor berter or for wone that is precisely the temporal logic of emergency To
address chronic or future problems would meauire other equipment, It would also risk overdooking
immediate needs, even as it might produce dependencies or new forms of domination, intended or
not. For MSF lives cannot be exchanged, and a population should ultimatly deeermine jis own fae
Thas while the project of saving lives mright have political inplications aud effects. it cannot sub-
stitnte for a political plan or obscure political responsibility. From this perspective humamitarianis
appears a fiited, if vital endeavor, analogous o urgent cane,

Bust the twin problemns of scale and ineuality pose other challenges, A billion dollars only goes
so far, and charitable donations ame ot the basis of 2 viable, or sustainable, heabth care system. For
this reason, the group issues regular imoral exhortations and eecasional denunciations aimed at those
deemed nesponsible for the health of a given popubation. Gover and interstational ageneies
should do more, pharmacentical corporations should cliarge less, problemis should be solved at their
roats, Wath tis last puing medical power reaches 3 limie. Violence, whether overt ar structural, lies
bevond a purely wechaical remedy. As MSF bitterly observed with regasd to Rwanda in 1994, “you
can't stop genocide with doaon”™

o x
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Tiwenty years afier the crisis in Rwands, and a decade on from the cholera project described above,
conicerns about Ebola fill media lieadlines worldwide. Although the tota) number of dead has yet
to reach the annual coll of cholera flet alone malaria or AIDS), the disease is extremely deadly and
inspires fear in the manner of nincteenth-century outbreaks. Due to the mode of its tansmission, the
virus is unusually dangerous for health care workets, and ravages health care systens, Experimental
treatmtent aside, bionedicine offers a0 cure for Ebola, only a reduction of morality mes through
supportive care. Amid the growing disasier in West Africa, MSF has reeeived a new wave of attention,
often cast in a hervic role as it seruggles on the frontlines. Althaugh overwhelmed and unable to offer
treauient to those secking it, the group recognized and proclined the severity of need eaclicr than
most others, and its call for reinforcenients have helped define a state of emergency. lts prowcols for
protective equipitent have recently featured in discussions of shortcomings o the preparcdness of
US hospieals. As much as any official government bady or intergovernmental ageney. here an NGO
defines a standard of action, however ermatically and uncertainly life-saving. Yet at the same time, MSE
has limited ability to actually solve the larger problen: or rebuild lealth systeos. An Ebola treatmens
center, just like one for choler, is an tmmediate response, not a solution.

For all that emergency might offer hemanitarians the allure of moml clarity—action as pure
reaction—that clarity wavers when the frame widens. MSF continually opens programs in response
to percetved crisit, and closes them when conditions reurn to a more ardinary state. fn doing so, it
canfrons the fact that what counts 35 normal vaties considerably fram place to place, and that it can-
not rspand 1o all problems. Being ‘without burdens’ the group contnually strugples to define limits.
The choices it makes factor in the work of other vrganizations and the larger realities of poverty and
inequality, as well as its own relerless need to move on. Within the frame of 3 global citicrgency,
there are abways ntore bves (o sve,

Notes
1

MSE lntennatienal Finanesat Report 2013 gives the group’s ovenll meome as just over 1,690 mellion Eum in
2013, up from ahout 938 willion the year before, OF dus amount, #9.5 percent came from private sources, the
vast mgority detived from acarly 5 nallion comriburon worldwide

http:/ -;!W\V\l:ducmmnllmulbnnlcrs.mg."u:ws -storicy/ field-newi/ new-nnlcase -study - responss -rwandan -
genocide
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Unexceptional Moments

While groups such as MSF provide care to those in need during ‘exceptional moments, authro-
pologists often work at the other end of the spectrum of exciterment—that is, they usually dwell
in the most unexceptional of times and places—places like the aftermath of the Ebola ept-
demic. [r is unexceptional in many ways: most volunteers and their attendant medical equip-
ment have packed up and left West Africa for home; the press has moved on to other topics.
It is unexceptional because the after-effects of the epidemic are chronie in nature and their
cure is uncertain, Ac this writing (September 2015), we are just begmmng to understand the
long-term effeces of having lived through the 2014 Ebola epidemic; survivors of the disease
caused by the Ebola virus are now, six months to a year after che infection, suffering from
intense joint pain, beadaches, and PTSD-hke symptoms of depression and anxeety, A quareer
of the survivors suffer from eye problems and blindness as the virus continues w survive in the
eye long after it elears from the rest of the body. Ebola virus also seems 1o survive in semen,
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