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The winner, Belly Woman, was an extraordinary book on many levels… Black wrote in a moving way… highlighting the voices of women, giving them agency. Their stories were interwoven to powerfully illustrate how a doctor in the field can practice medicine in ways that guide the advancement of global health and human rights. On a different level, he also showed the disparities between the global north and south through a human rights lens, reminding us that these health crises are not a new phenomenon, and that the international community has repeatedly been incapable of protecting human rights.
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Belly Woman… has the fluidity and compulsion of a novel while providing fascinating insights into frontline action… A powerful story of how medics of all nationalities strived to save lives against the odds… A visceral, harrowing but ultimately life-affirming read.


Susannah Mayhew, LSE Review of Books


This is an important book and I was gripped from the first page. Black beautifully weaves the brutal, true story of fighting to provide maternity care within an Ebola epidemic. May we all be humbled by this book.


Anna Kent, author of Frontline Midwife


From Sierra Leone to London, from 2014 to 2020, Benjamin Black’s account of helping pregnant women in the midst of an Ebola epidemic and a Covid 19 pandemic is heartbreaking and terrifying. Black has done a stellar job of narrating what it is like to be on the frontline of a crisis as it enfolds and then engulfs… The parallels between the two outbreaks are evident, the range of human response not much different: fear, desperation, denial, anger, stoicism, compassion and courage all take their turn. Belly Woman is a must-read for our times. It is riveting, illuminating and humbling.


Aminatta Forna, author of The Memory of Love and The Devil That Danced on the Water


Belly Woman is a jaw-dropping, mind-expanding read, a work of vast compassion and delicate insight into the bracing reality of giving birth in today’s Africa. At times it’s hard to read on without wanting to weep - at the mistakes made and the sheer implacability of death. But like the author himself, you never become numbed or unaffected by the women we encounter, such is their courage and the vividness of Black’s writing in capturing their experiences.


Michela Wrong, author of Do Not Disturb: the story of a political murder and an African regime gone bad


This is an inspirational story of compassion and dedication in the face of a brutal epidemic, and Benjamin Black is the one to tell it.


Leah Hazard, author of Hard Pushed: A Midwife’s Story’


Brave, moving, and vital. A unique account of battling the Ebola outbreak while providing maternity care in Sierra Leone, and of the incredible women, families, and health workers Dr Black encountered. Read it.


Damien Brown, author of Band-Aid for A Broken Leg


Moving, kind, eye-opening, terrifying and inspirational - this book will stay with me for years.


Adam Kay, author of This Is Going To Hurt


Oh my goodness, I could not put the book down. Benjamin Black has the most amazing gift for telling a story. Belly Woman transports you to Sierra Leone, to the compounds, to the hospital wards, to the villages ravaged by Ebola. As Dr Black and his colleagues fought for better care and to improve maternity services, you feel every drip of sweat inside their PPE, you hold your breath as they too wait for the newborn to cry, and you weep at every life that could have been saved but for the lack of facilities and equipment.


Victoria MacDonald, Health and Social Care Editor at Channel 4 News
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‘I was devastated and restless when I looked at the pregnant women.’


– Fatmata Jebbeh Sumaila, Sierra Leonean midwife and colleague
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AUTHOR’S NOTE


Person, Position and Purpose


I was in Sierra Leone in January 2020, when I read about a new illness reported to be spreading in Wuhan, China. It was my first time in the country since March 2016, where this book ends.


I had been thinking a lot about epidemics, as I often do. A phrase had been playing in my mind as I travelled: with a flick of the wrist, we are brought to our knees. This was my feeling about the 2013–2016 West African Ebola epidemic.


Like dust from a rug when it is shaken, we are thrown tumbling through the air. How nature reminds us of our frailty; her power immense, our control limited.


In that same month, January 2020, I had published, with two colleagues, Gillian McKay and Alice Janvrin, an advocacy paper for sexual and reproductive health rights to be integrated into epidemics. We had gathered data and interviews from the Democratic Republic of Congo (DRC), where another Ebola epidemic stubbornly continued to fester. We had questioned whether any lessons had been learnt. Was there hope for the next epidemic?


I first went to Sierra Leone in June 2014, deployed as an obstetrician and gynaecologist with Médecins Sans Frontières (MSF). It was to be the beginning of a journey like no other. I returned home, in October, several months into that journey. As I jogged around the leafy streets of north-west London there were visions of the Ebola camps coursing through my mind, along with the memory of two young brothers I had promised not to forget.


It was then, that I made a personal commitment to write this book. I began collecting these memories eighteen months later, in April 2016, as I re-entered the UK National Health Service (NHS).


As 2015 drew to a close, the embers of the Ebola outbreak of West Africa continued to glow. There were already committees, conferences and congratulations underway; conclusions being drawn; knighthoods bestowed; medals and prizes awarded. The epidemic simmering, the underlying causes remaining unresolved, and the world’s attention predictably shifting.


I wrote Belly Woman to open the door to a battle for life many people are unaware of. I want to take the reader behind the Ebola headlines to meet the people on the ground, so they can face the dilemmas with them. My hope is to add to the narrative of one of the greatest public health crises in history, to explore what it is to be pregnant with limited access to emergency care, and to consider the choices we make in extremis. This is a raw account, at times distressing. There are descriptions of suffering, medical procedures and emotional turmoil (I advise caution, or guidance from a friend, for readers with pregnancy-related trauma). But it also depicts moments of joy, camaraderie and the hope for better.


The intertwining circumstances which fed and led to the West African epidemic demand far more analysis than is possible here. This book is a taster; a small addition to the wealth of papers and texts available on the epidemic, humanitarian systems and maternal healthcare.


Contexts change, policies are revised and, sometimes, lessons are learnt. Our approach to Ebola virus disease has changed too. Since the times described in this book, there have been effective vaccines produced and large multidrug trials undertaken, discovering treatments and cures. Perhaps, by the time you read this, a simple pill will solve the ailment. Progress, though, does not equal forgetting. The emergence of COVID-19 brought us back to the start: the search for solutions renewed, ethical conundrums unanswered and our faith in humanity shaken.


This book is not a critique of Médecins Sans Frontières, the governments of affected countries or the international response. I have been honest in sharing my opinion, and accept that, inevitably, not everyone will agree with my point of view. This is an unaffiliated piece of work, written in my own time. This is my story, my experience and my reflections. It is through the nature of being my recollections that I play the central character; in reality, though, I was a peripheral figure to the events witnessed. Above all, it was the people who lived in the countries where I was welcomed who worked longest and hardest, and it was they who paid by far the highest price for doing so.


I am acutely aware that I am a man in a high-income country writing about maternity care and events in African countries. There is no intention for my voice or perspective to represent or replace anyone else’s, say, a woman from a rural village in Sierra Leone. While I was writing Belly Woman, the humanitarian sector was reflecting on its structures and how they perpetuate racist and colonial approaches to the work. Though not the focus of this book, the events described took place in an era when aid work was in need of reform. The terminology used is reflective of the period of writing. International staff, also referred to as expatriates or expats, lived and socialized together. The time working abroad was called a mission and the location was always the field. A part of my journey has been the growth in my awareness of the inequalities and imperfections of the modern humanitarian approach.


In writing this memoir, I have balanced the risk of being accused of playing the ‘white saviour’. If I have presented myself as that person – possessing a superiority complex, patronizing tone or patriarchal stance – I apologize for my naivety and for any offence caused, but not for recording these events.


Some names have been changed and some events altered to maintain confidentiality and avoid collateral damage. Names of patients, if given at all, have been changed as have identifying and medical case details, with the exception of those already in the public domain. Memories are my own; no doubt they are far from perfect. Time and trauma can play many tricks on the mind, and, where these have resulted in errors, I take full responsibility and apologize.


In statistical terms, maternal deaths are often described as being the tip of an iceberg. For each death, approximately thirty women are severely or permanently disabled through complications of pregnancy. A large mass hidden below the water’s surface, but no less significant.


Similarly, in writing this book, I could not tell every patient’s story, nor do justice to all the people with whom I had the privilege of working or interacting. For each individual, there are at least another thirty, and where names or actions are not present in the pages that follow, it is no reflection of worthiness, but merely the result of the limitations of my mind and the confines of book writing.


The people and organizations I’ve written about faced stresses and circumstances at the extremes of human experience. Where my writing exposes failure, the failure is mine for inadequately portraying the complexities and nuances of the situation. I remain a proud member of the MSF movement, fiercely supportive of their incredible work, while accepting that they (which includes me and my actions) have faults.


Crises expose our resilience. The change in circumstance lays bare our personal and collective investment in social structures, trust and access to resources. It is no accident the Ebola epidemic swept through communities in the countries with some of the world’s highest maternal and child death rates. It is no coincidence the worst-affected populations in epidemics are in neglected regions, conflict-affected areas, the poorest and most crowded districts. The disease moves within human suffering. The spread of disease is symptomatic of the status quo. Whether it be cholera in famished Yemen, diphtheria in an overcrowded Rohingya refugee camp of Bangladesh, or hepatitis E spreading in the unsanitary conditions of the displaced South Sudanese, the illness is opportunistic to the conditions we have handed it.


Through 2020, as the COVID-19 pandemic surged, I worked as an obstetrician and gynaecologist in London, joining my colleagues in the struggle to provide complex maternal healthcare to women with COVID-19, women without, and the many for whom we had no result, all while negotiating safety for health workers and pregnant women alike. In the evenings, I supported international humanitarian responses to the pandemic, considering dilemmas from across the world. How will women with pregnancy emergencies access care if all facilities shut down? How can we treat rape survivors? What if our supply of contraception burns out?


Over a hundred epidemics unified into one, the COVID-19 pandemic overwhelmed in spread and volume. As the dominoes fell, I asked, Could we have predicted what was coming?


When Ebola struck West Africa, the international community should have done better.


COVID-19 is not Ebola, but, like a circus mirror, there is enough to recognize within its distorted reflection.


Through my public catharsis, I am sharing the journey and decisions of the past. I hope you, the reader, will join me in questioning the events, their roots and the ramifications for the present. To ask: What does it mean to be humanitarian? How can we strive to prevent unnecessary deaths and needless suffering? Is it possible to avoid repeating previous errors?




Part 1




1: BIRTH COMPLICATIONS


GONDAMA, SIERRA LEONE


JULY 2014


The woman is lying on the floor outside the maternity department; her large pregnant belly slopes to one side as her back arches, face muscles clench and a violent, jerking convulsion resumes. It’s past midnight, the air is warm and humid, hanging heavily around us. The two men who had squeezed her on to the back of their motorbike stand silently, staring; everyone is staring.


If this is an eclamptic seizure, her life, and that of her unborn child, can be saved. Take her inside the hospital, begin treatment and deliver the baby. The husband is watching us with red, pleading eyes. Every day, women come with emergencies; they come to us trusting we will treat them. But now we stand, frozen, contemplating the woman and the life lying on the floor in front of us.


Blood is round her nose and mouth.


‘She fell forward on to her face with the first seizure,’ says the weary looking husband.


Around the world, a woman dies every two minutes from a pregnancy-related complication, eclampsia being one of the leading causes. Virtually all maternal deaths are preventable. It is the reason we are here, and why she has come to us. Her death will be tragic, not only for herself and her children, but for her whole community. It will mean the loss of all the functions she, as a woman, brings to society.


Almost all maternal deaths occur in poor countries, affecting the most vulnerable, with the least resilience. A disparity so large is humiliating in our modern world, representing social, political and economic failures. Will we fail her, and her family too? An unseen force is holding us back; the life-saving medicine is behind the door, in a room with other women in labour.


The seizure stops, her arms flop to her sides and her chest rises with rapid shallow breathing.


‘What is your address?’ a nurse in green scrubs shouts from several metres distance to the husband. Small beads of sweat shine on her forehead, reflecting the headlight of the motorbike.


They have travelled far. Their journey began in a town six hours away – a town with a recent cluster of Ebola cases. If this is Ebola, it changes everything.


Ebola, or Ebola virus disease, strikes fear into the public and healthcare workers alike. In 2014, no vaccine existed. There were no medical treatments available.


There are six species of Ebola virus*; the most lethal is the Zaire strain, which was deadly in approximately 60 to 90 per cent of cases. Zaire ebolavirus was responsible for the West African epidemic. Initially transmitted from an animal reservoir, probably from non-human primates or bats, into a human host, the disease spreads efficiently from person to person via infected body fluids. The incubation period is thought to last up to twenty-one days. Initial symptoms are general and non-specific: a fever, aching joints, weakness. Similar to other common ailments, such as malaria or influenza, it is easily missed. The virus infects the cells lining our blood vessels, organs and intestines. As our immune system tackles the onslaught, our body becomes the battlefield. Blood leaks from the vessels. Bowels seep fluid. Inflamed organs become painful and dysfunctional. The virus is deadly, but so too is the body’s counter-attack, destroying itself in the effort to purge the invader. Over time, the condition develops into more severe vomiting and diarrhoea, which can progress to multiple organ failure and death.


As disease severity worsens, the infected person becomes increasingly contagious. By the time of death, their body is encased in their virus-packed excretions of urine, faeces and sweat. Those caring for the sick, offering comfort and washing their bodies, tread a perilous path. The risk of infection for healthcare workers in West Africa was up to thirty-two times greater than it was for the general public.


Her husband is becoming anxious. Why the questions? Why are we not rushing to save his wife and child? He gently places a folded cloth under her head and strokes her face. He brought her to us for help. Her situation is desperate. All he sees are the silhouettes of nurses, midwives and a doctor, conspiratorial and whispering.


With only one capable laboratory in the country, it will take over twenty-four hours for an Ebola test result to be returned. Without treatment for her pregnancy complications, she will die. Inside, there are tight rows of women sleeping under mosquito nets, next to babies bundled in brightly patterned lappa. In the daytime, breast milk, blood, sweat and soiled bedclothes mix as the women congregate, sharing advice, joy and condolences.


An Ebola epidemic had been declared in March, across the border in Guinea; it had spread to Liberia in April. In Sierra Leone, there had been rumours of suspicious deaths for months, but no confirmed cases. Six weeks earlier, on 24 May, a pregnant woman had been admitted to Kenema Government Hospital’s maternity ward because she was having a miscarriage. She was also feverish, with vomiting and diarrhoea. The pregnant woman had left a local health centre to seek further care at the hospital. On that same day in May, a forty-two-year-old mother of two, Mamie Lebbie, sought care at the same local health centre; she was suffering watery diarrhoea. Mamie came from Kailahun, in the south-east, near the Guinean border. She was suspected of having cholera, triggering an alert to be sent to the district surveillance team. On the advice of Sierra Leone’s only virologist, Dr Sheik Humarr Khan, an urgent blood sample was sent to his laboratory in Kenema. Another woman, inside the Kenema Government Hospital, was also identified as having symptoms suggestive of Ebola; she too had come from the same local health clinic. The following day, all three women returned positive Ebola blood results. These women became the first confirmed cases of Ebola in the country.


They all had links to the funeral of a highly respected female traditional healer from Kailahun. The healer had been treating unwell people from both sides of the border, ultimately leading to her infection and death on 30 April. The traditional rituals of washing and touching the deceased body followed, so that her death and burial were linked to some 365 Ebola deaths and were key in contributing to the onwards spread, resulting in 14,124 infections and 3,956 subsequent deaths in Sierra Leone. But not Mamie Lebbie or the pregnant woman; among the country’s first confirmed patients were their first two confirmed survivors.


In the weeks that passed since those Ebola results there were more confirmed cases, and further spread into the country. Healthcare workers were on alert. Vigilant to ask, could this be Ebola?


A light breeze momentarily breaks the tension. The triage paper used for checking Ebola symptoms has become soft with the rainy season’s moisture. Glances pass from one person to another, piercing through the night air. The woman lies unconscious. Should she come inside maternity, or stay outside? Eclampsia or Ebola? If the diagnosis is incorrect, by the time it is realized, the damage will be done.


*


The scene was already set; the actors of a peripheral state government, egotistical international organizations and an impoverished population were in position. The stage had been built on a history of pillage: slavery, colonialism, civil war, corruption, plunder and disenfranchisement. The Ebola epidemic might have begun in December 2013, but the legacy of injustice stretched back centuries. Seeds of mistrust had been planted in a collective memory, with ample time for the roots to take hold.


As the sick attended health facilities and traditional healers for help, their misdiagnoses and the touching, and spreading, of infected body fluids, together with the chronically under-resourced government institutions, provided fertile ground for the amplification of disease. Although ten countries were affected, it was Guinea, Sierra Leone and Liberia that bore the greatest burden of the Ebola epidemic. In total, there were 28,652 cases reported, including 11,325 deaths – although the full extent is certainly higher, and will never be known. It led to the near breakdown of a vulnerable and weak health system. The resulting deaths from the loss and fear of healthcare possibly outstripping those directly from Ebola .


Ebola lifted the curtain on a performance that had been playing out for decades. And the audience could watch, participate or turn away.


 


_________


* The six identified species of Ebola virus are each named after the place of their discovery, followed by ‘ebolavirus’, the genus name, similar to a first name and family name in people. Four of the species are known to have caused disease in humans. The sixth species was identified in 2018, in Sierra Leone, but it is not known if it causes illness in humans or animals.




2: PRE-DEPARTURE PLANNING


CAMDEN, LONDON


MONDAY, 16 JUNE 2014, 7.30 A.M.


I am on the floor, sitting on top of a bag I have spent weeks deliberating over. I try to squeeze another book inside the rucksack. No matter how I manoeuvre myself, or the zip, it won’t close. My parents look at the room; clothes and belongings are sprawled across the floor, with me in the middle.


‘Have you packed some snacks, for when you arrive?’ asks Mum, trying to sound relaxed.


I glance up from my position on the bulging bag. My face says it all: Do. Not. Talk. To. Me. They retreat.


My parents had travelled down from their home in Manchester to bid me farewell. I’m thirty-two years old, a doctor, their youngest child and only son, pausing my career, and all our lives, to pursue my ambitions in the humanitarian sector.


Soon, I will begin a journey to Brussels for briefings from MSF’s Operational Centre (OC). From there, I will continue to Sierra Leone. MSF has hundreds of projects, working in over seventy countries, providing emergency and medical assistance. I had spent days reading their reports, (self-critical and reflective); and evenings reading the testimonies of their field workers, (emotive and exhilarating). I wanted to be a part of their independent, humanitarian, medical identity, getting to the places where aid was needed most.


MSF has a complicated organizational structure. It is split into five separate sections, each with its own culture and operational priorities; they are, however, united under a single manifesto and logo. The sections are named after the cities where their headquarters reside: Paris, Brussels, Amsterdam, Geneva and Barcelona. The Operational Centre of Brussels, or OCB, had been present in Sierra Leone for many years, and their maternal and child health hospital was a jewel in their crown, both in terms of size and the numbers of patients treated.


The project was called the Gondama Referral Centre, or GRC. It was located close to Bo city, the largest city after the capital, Freetown. I was aware of the project, as it was a well-known destination for obstetricians working with MSF.


I had sat in a stuffy London pub on Great Portland Street with another obstetric doctor, Pip, who had spent two years out in the field with MSF, six months of which were in GRC. ‘You’ll be fine,’ she’d told me, as she recalled massive haemorrhages, tropical infections and near-death experiences.


In the months before I was sent to GRC, a strategic decision had been made at the Brussels headquarters for it to stop providing maternity care. Child healthcare was to continue, and their interest in Lassa fever, an endemic viral haemorrhagic fever in the area, was increasing, but maternity would end in June 2014.


In May, the World Health Organization (WHO) had released an updated report on global trends in maternal mortality. Sierra Leone had the highest ratio of women dying to live births in the world. According to MSF’s own calculations, GRC had resulted in an over 60 per cent decrease in women dying from childbirth locally and was providing around a fifth of all caesarean sections in the country. Women from a geographical area spanning over a third of the country travelled there for life-saving interventions and surgery. This project was important. But, at some strategic level, maternal health was not important enough.


Internal organizational pressure led to a swift U-turn and a decision at the eleventh hour to continue obstetric services, though the longer-term future of the facility remained uncertain. Suddenly, a service that had been facing imminent closure had openings for obstetricians which needed filling fast. I was called and asked if I could be there within two weeks.


I had built my ambitions on the stories and experiences of civil wars, earthquakes and refugee migrations. I wondered if I was selling out by going to a stable development setting, rather than a fragile humanitarian crisis. An awareness was rising up inside me, though there was a lot of talk of ensuring that reproductive health, including access to emergency obstetric care, was available in every humanitarian response, but the reality was very different. Rather than being prioritized, it was often substituted with proxy activities, leaving limited demand for an obstetrician.


Through medical school, I had studied with the intention of becoming an aid worker, considering specialties with this in mind. A decade earlier, I spent several months working with refugees and migrants crossing from Myanmar into Thailand. The maternal health needs were striking. Women came to us with late complications, or needing a safe place to give birth. Sometimes they arrived after delivering in the jungle, with horribly infected babies. Every day, women would attend with complications of backstreet abortions; without access to contraception or legal abortions, they turned to any willing provider. Dire poverty left many with little choice. Sex was an industry, a way to procure goods, to survive, to feed children or keep a job in a saturated labour market. Women, often girls, arrived bleeding, infected and internally damaged. Despite all the harm to the woman, the botched abortion could be distressingly unsuccessful; often the pregnancy continued unaffected. It was here, as a twenty-three-year-old student, that I concluded obstetrics and gynaecology was my path into humanitarian assistance. The needs were vast, and I was drawn to the deeper questions of how to respond beyond medicines and surgery. The specialty offered everything: it was broad enough to keep me well informed on general medicine, while specialized enough to be of value to a population in crisis.


I took further studies and read book after book on how development and aid agencies had entered into situations with good intentions, but poor outcomes. I learnt about the history, evolution and errors of major aid organizations and how their past shaped their work today. Rather than deterring me, this information made me even more curious. How could we keep getting it wrong? Lessons identified were often called ‘lessons learnt’, but, as I continued to read, this seemed less convincing. My desire to be part of the humanitarian system grew, as my questions of its effectiveness flourished alongside.


Towards the end of March 2014, Ebola virus was confirmed in Guinea*. MSF had assisted in the initial suspicions and identification of the disease. The virus had taken an unusual and concerning course, entering urban areas and crossing international borders – first into Liberia in April, and then Sierra Leone in late May. I had been following the story, but held no desire to be involved in the Ebola response. I was unfamiliar with the disease, and did not see how it could relate to my role.


The week before I was due to leave, I spoke on the phone to Severine, the obstetrics and gynaecology adviser for MSF-OCB. She was out in GRC at the time, and she reassured me that there had been no Ebola cases in the area of the project, the outbreak remaining contained in the east, around the Guinean border. The general consensus was that Lassa fever was of much greater concern, in terms of exposure and risk. I left for Sierra Leone knowing Ebola was there, but without any genuine anticipation that I would encounter it. In retrospect, it seems ridiculous; the epidemic, as we know now, was unprecedented. But, in early June, we had a dragon under our feet only just beginning to awaken; the ferocity and fire were yet to come.


Standing outside the MSF Operational Centre of Brussels, I felt like I was about to enter a special society. Through those doors, huge decisions were made on access to life-saving interventions, often with uncertain consequences. I was about to walk into one of my textbooks, words and thoughts lifting off the page to become people and discussions in meeting rooms. This was the inner sanctum of one of the most recognized non-governmental organizations in the world, a searchlight shining out to me through a haze of humanitarian scepticism.


People rushed around, smiling, chatting, shaking hands. A dynamism filled the air; the energy was a vibrant, and firm: ‘Let’s get the job done.’ In a moment, I had moved from outsider to insider. I wanted to get the job done too.


As the administrative team sorted out my visa applications, a woman around my age came and joined me at the desk. Alice was also heading to Sierra Leone; she was flying out as part of the first MSF Ebola response team in the country. I was impressed by her calmness. There was no shred of fear on her face, just a concern about whether she could fit all the dolls and teddy bears in her bag for the children she would work with. Alice was Danish, a psychologist, and her role was to provide psychosocial support to survivors and families affected by the outbreak.


‘I’m an obstetric doctor, heading out to GRC,’ I told her.


She squinted her eyes. ‘So you’re a very important person then.’


I thought it was a strange comment from a woman who was about to head into an Ebola outbreak. I shrugged, ‘We’re all important people’.


Making my way around the office, each person I met gave me more papers to read, documents to sign and encouragement that I was joining a great project.


Severine, the obstetrics and gynaecology adviser, had travelled into Brussels especially to see me before my departure. We sat together at a long desk, the walls on either side decorated with large maps and magazine-style pictures of refugee camps, MSF operating theatres and striking faces staring into the lens.


Severine spoke modestly, with an air of understated competence. ‘You can see the full obstetric textbook in one shift,’ she said. ‘That’s how it is, in the field.’ She had worked in many MSF missions, including GRC, before taking the headquarters position. She had the stories and understanding of being a doctor from a high-income country working in a resource restricted setting. ‘Obstetrics in the usual MSF settings and obstetrics in the UK are separated not only by geography, but in nature too,’ she said.


I already knew I would be dealing with cases and carrying out procedures I had never had to perform before, because the situations leading to the necessity for such procedures were unheard of in London. Gaining another ten years’ experience in London would be no guarantee of exposure to such operations.


Severine shared her experience of performing obstetric hysterectomies, repairing ruptured uteruses and the technique of replacing blood directly from a haemorrhaging patient back into the same patient’s body during surgery. ‘I brought these for you to see.’ She pushed a small pile of textbooks towards me. ‘These are my bibles in the field. If you’re faced with an unfamiliar situation, they can be lifesavers.’


We discussed working alongside local and international colleagues, differences in work ethics and expectations, and ways to manage the inevitable tricky situations arising from the power, economic and cultural dynamics at play.


As we spoke, I was increasingly reassured that I had backup, but I also felt trepidation. I was entering into a mixing pot of more than just complex obstetrics.


‘The national staff are still feeling quite sensitive about the decision to close obstetrics at GRC,’ Severine said. Her voice changed a notch. ‘Some staff had already taken new jobs when MSF reversed the closure. These people, they thought they were losing their jobs till a couple of weeks ago; many are the breadwinners for the family. It has caused quite some loss of morale. It damaged our relationship a bit. The expected closure has also impacted our patient numbers, but I think the news will travel and they will return.’


‘So obstetrics will stay?’ I asked.


‘This decision was last minute. I believe it will be temporary, but maybe we can change their minds.’


I was astonished that ending obstetric activities was still on the table, given the maternal health indicators. I wondered how the Sierra Leonean staff would relate to me while their long-term future remained uncertain.


‘You need to know about Lassa fever,’ said Severine, moving the briefing forwards. ‘It’s a major concern for the project, particularly on the obstetric side, where we’ve had several staff infections.’


I was asked to complete forms in case I caught Lassa fever and medical evacuation became necessary, or if I had symptoms after my mission was over. I signed that I understood the protocols of infection control, and was given more to read about the disease, its symptoms and ways to reduce the risk.


Lassa fever is transmitted to humans in the urine and faeces of the multimammate rat*; strict measures were in place to keep the rodents out of our work and living areas. Once infected, the disease can be passed between humans through direct contact with bodily fluids – hence, a clear risk of exposure during childbirth and major surgery. Lassa fever and Ebola share many similarities, but there were also important differences. Lassa fever was endemic in the region; it had been a part of the differential diagnoses for many years and was particularly recognized as a complicating factor leading to death in pregnancy. The majority of people who contracted Lassa fever displayed no symptoms or complications at all. However, for those who did become unwell, there was a 20 per cent risk of death. Crucially, there was an antiviral medication, called ribavirin, which, if given early and appropriately, appeared to be effective against the disease.


As my day of briefings drew to an end, I felt ready. The time was now. This large, busy and chaotic office had opened its arms to me and I wanted to be embraced. In a short day, I had met many people, in some cases for just a few minutes, who would cross my path over the years to follow in ways I could not anticipate.


‘We are going to watch Belgium play in the World Cup,’ said Severine, gesturing to a group of her colleagues. ‘Join us?’


We all headed over to an open-air square, where we drank and chatted until the game began, shown on a huge screen. When Belgium scored, the crowd cheered and spontaneous dancing broke out. Beers were thrown up in the air in celebration. A real sense of optimism surrounded me and I breathed it in as much as I could. Summer was in the air and everyone was relaxed.


A woman with a short blond bob haircut sat next to me. ‘I’m Liesbeth,’ she said. ‘I hear you’re heading to GRC.’


News travels fast, I thought.


‘I spent over a year working there,’ she explained. ‘You’re going to like it; it’s a great first mission. Very social, low-security setting and beautiful country.’ Liesbeth was looking at me, but I felt her mind was seeing the past.


Her reminiscence was broken as another round of beers arrived at our table.


‘Proost!’ said Liesbeth, and we clinked our drinks. ‘I’ll be joining you out there next week. Last time I was there, some of our colleagues caught Lassa fever. There was a lot of stress then.’ Liesbeth’s voice was gentle, but I sensed a flicker of emotion as she recalled the challenges of trying to get the correct safety measures in place. ‘The staff needed to feel they were protected. They were asking for a lot and we really tried, while we could see standards were not being maintained.’ It was clear she had had a difficult time, but also, she had come through it with solid achievements and character. ‘So, I’ll be lending a bit of extra support to the project, just for a few weeks.’


‘Great – I’ll be waiting for you,’ I said, feeling glad there would be a familiar face joining me within my first week.


Drunk, I wobbled my way back to the hostel. I spent the rest of the night trying to download textbooks on tropical medicine, messaging friends and staring at my bag which needed to be totally repacked.


The next day, I met Alice, the psychologist, in the boarding queue for the plane to Freetown. On arrival at Lungi International Airport, about seven hours later. There was little to suggest the threat of Ebola other than a couple of small posters pinned to the wall at immigration. Alice and I spotted a tall bearded guy with an MSF-logo holdall bag. Frederick was an experienced water and sanitation specialist (usually referred to as a ‘WatSan’) who was also heading to the border with Guinea, where the newest MSF Ebola Treatment Centre was due to open. The three of us continued our journey together.


Lungi airport sits on a peninsula facing the capital, and the quickest way to reach Freetown is by ferry. By the time we arrived at the jetty, the sun was already beginning to set. The warm salty air smelt like holidays, women walked along the beach with baskets balanced on their heads and children pranced around in the sand. It was an idyllic scene.


Frederick and Alice were familiar with the routine of arriving at a new project, but, for me, everything was new. We got to the house where we were to spend our first night in Sierra Leone and were met by an administrator, who gave each of us a mobile telephone and an envelope with instructions and security rules. We left our bags and together headed to a local restaurant, where we ate rice with dried fish as we discussed what the next few weeks might hold for us. They both appeared relaxed, and there was no discussion of Ebola impacting the work I would be doing. After that night, we were heading to two very different realities, or so we thought. That was Wednesday evening, 18 June.


 


_________


* The alleged index case of the Ebola epidemic has been traced back to December 2013, in Guekedu, Guinea. However, the first confirmatory tests were in late March 2014.


* The multimammate rat (which isn’t actually a rat) is a reservoir for Lassa fever. The rodent appears similar to a mouse or small rat. Once infected, the rodent excretes the Lassa virus, potentially for all its life. They live close to humans, scavenging leftover food, and breed rampantly.




3: GONDAMA


FREETOWN, SIERRA LEONE


THURSDAY, 19 JUNE 2014


I woke early on Thursday morning, hot and sticky. I pulled myself up and out from under the mosquito net and took a cold shower. I was to be interviewed by a representative from the Ministry of Health to gain my licence to practise medicine in Sierra Leone. I wanted to make a good impression and had packed long khaki trousers, a smart sky-blue shirt and black leather shoes specifically for the interview. It wasn’t yet 9 a.m. and I was already sweating. Evidently, I had chosen a poor colour for concealing perspiration. I looked terrible, with sweat patches across my shirt. I focused on my breathing to try to keep calm, fanning myself to keep cool. None of it helped much.


I sat alone in the stuffy waiting room; two secretaries sat opposite me, typing and sweating. Eventually, I was called into the representative’s freezing air-conditioned room. The air hit me like an ice wall – at first a relief, though I soon felt hypothermic. The representative was a formally dressed, slight and skinny man. He sat behind a large heavy wooden desk, which, by comparison, made him look even skinnier and smaller. Peering over his glasses, he seemed to size me up and gestured for me to take a seat. He rustled through an application form, which had been completed on my behalf by the MSF in-country team. He looked at me, said nothing, then looked and rustled through my papers again.


‘What is the purpose of your time in Sierra Leone?’


‘I’m here with MSF; I’ll be working at the obstetric referral centre.’


His eyebrows moved together, forming a cross of creases between them. ‘I see you have a master’s degree in conflict and development. What’s that got to do with your time here?’


I paused, feeling the thin ice below me as I uneasily manoeuvred for an answer. I began trying to broaden the conversation, inviting him into subjects such as the long-term impact of conflict on development and sustainable healthcare. This wasn’t what I had been expecting.


‘Well, I don’t see how you can work here.’


My heart pumped hard and my hands became clammy as I felt my stomach open up. I was going to be denied a permit and sent home. I didn’t even understand why, except that he was unimpressed by my choice of studies.


‘But I’m a doctor. I’m trained in obstetrics and gynaecology; you have a lot of women dying here.’


He looked at me again, then at my papers and back to me.


‘You’re not a qualified doctor.’


We looked at each other across the large wooden desk. I was confused.


‘Can I see those papers?’ I asked.


The only qualification listed was my master’s degree. Desperation lurched within me. I opened my bag and pulled out my own copies of my medical certificates, explaining each one.


The man’s face softened as he leafed his way through the pages. He looked sternly at me again. ‘You did not fill this application yourself.’


The atmosphere relaxed and we continued our conversation in a friendlier way. He stamped my papers and signalled our time was up.


I returned to Alice and Frederick in the waiting car, where I threw off the formal gear, returning to the comfort of my shorts, T-shirt and flip-flops. ‘Let’s go!’ I said.


We planned to drive directly to Bo, some three and a half hours away, where I would disembark and Frederick and Alice would continue for another four hours or so to the north-eastern border town of Kailahun. The road out of Freetown wound through green hills, the steep slopes sweeping down to the Atlantic Ocean. We glided along the tarmac, past little clusters of stalls, shacks and small groups of women with children, standing around large wooden mortars, pounding rice with long sticks. I drifted in and out of sleep in the hot car, vaguely aware of the murmuring voices in the front, as Alice and Frederick talked about the project they were heading to. I opened my eyes, registering the towns we were passing through, occasionally catching a blast of West African pop music from outside. Finally, we pulled off the highway into a large walled compound. Flying overhead was the iconic MSF flag: a sketch of a figure standing, arms and legs apart, drawn from red and white diagonal lines.


A tall Sierra Leonean man approached our car. ‘Welcome to Bo Base!’ he said, as we all got out. I offered him my hand to introduce myself, but he just looked at it and smiled. ‘We don’t shake hands here.’ He then demonstrated the alternatives – either putting a right hand to the left chest or tapping elbows. At first, I thought perhaps this was a cultural variation to handshaking, but it was my introduction to the no-touch policy. We were directed to a Veronica bucket – a large bucket mounted on a wooden stool, with a tap fixed near the base and a bowl underneath. ‘Wash your hands with the chlorinated water before entering any buildings, then rinse the tap before turning it off,’ the man said.


At first glance, Bo Base looked like a garage: a large tarmac courtyard, filled with white Toyota Land Cruisers. Men stood around, hosing down the Land Cruisers and checking their tyres.


We were directed through a side-door into a large concrete building and up a dark, narrow staircase. We climbed up the steep incline, at the summit it opened up to a large atrium. There were couches arranged in a big horseshoe shape, and scattered around the perimeter were tables, chairs and electric fans. Several offices and smaller meeting rooms surrounded the main gathering space, which was comfortable and welcoming, filled with natural light from the many windows.


The three of us made our way over to a long table where a group of people were eating lunch. Every day, new expats passed in and out of Bo Base, either coming to GRC or on their journey to Kailahun. We joined the group and began investigating the food situation. I felt awkward, uncertain how my vegetarianism would be viewed. I picked at the cold pasta salad, trying to discreetly remove the pieces of pink meat. Gradually, everyone introduced themselves: logisticians, administrators, medics. Two women marched in together, speaking in rapid French. It was evident from their purposeful manner that they were in significant positions. One was tall and statuesque, as if made of alabaster, and she came and joined us at the table, while the other disappeared into a side office.


The woman introduced herself as Kathleen, cocking her head and smiling at the three new people at the table. As she ate her lunch, she told us she had come to GRC in a senior nursing position, but had recently changed her role to ‘Ebola focal person’, given the uncertain situation in the country.


Alice looked at her for a moment, took a deep breath and announced, ‘So, you’re a very important person now’.


Kathleen stopped eating. ‘What does that mean? When I was a nurse, I was very important.’


I smiled, recalling my own first meeting with Alice.


The other woman came back into the room from the side office. She didn’t sit with us, but headed straight to one of the faux-leather couches and pulled out a pack of cigarettes, lit up and took long hard drags. She said nothing, just looked straight into the smoke rising in front of her face, scrying for something. She had a sharp penetrating stare, and her eyes narrowed as she turned to the table.


‘Barbara, this is Benjamin, our new gynae,’ said Kathleen.


From the couch, Barbara motioned for me to come over and join her. She introduced herself as the project coordinator, or PC, responsible for security and the daily functioning of the project. She reminded me a bit of Dalia, my oldest sister; they had similar long brown curly hair. Her intense mannerisms were similar too, and in this I found comfort. I was on familiar ground.


There was no time for small talk: ‘I’m heading to the hospital in fifteen minutes,’ she said. ‘You can join me. I’ll give you your briefing over there.’


I said goodbye to Alice and Frederick, who would be continuing their journey east, and climbed into the back of a Land Cruiser with Barbara and Kathleen. GRC was about six miles from Bo, but the roads were in such a terrible condition that the journey took about thirty minutes. I had arrived at the beginning of the rainy season; these muddy potholed roads would become increasingly waterlogged and, at times, impassable.


I gripped my seat as I was jolted and thrown about, while Barbara continued talking, unaffected. ‘You’ll be replacing Crys,’ she said. ‘She’s been here for three months. She works with two other gynaes: Marlon, the team leader – he’s been in the project a long time; He’ll soon be replaced. He –’ Barbara hesitated – ‘he’s very tired. And then there’s Mamadou, from Guinea. He’s working on his English. You’ll have to speak slowly. Mamadou’s going to take over the position of team leader when Marlon leaves.’ Barbara glanced at me in the rear-view mirror, ‘The whole team is tired, you’ll see.’


The car crossed over a long narrow bridge, and through the red metal railings I could see the waters of the River Sewa gushing over the large rocks below, crashing into small whirlpools. Crowds of people were vigorously washing their clothes and their bodies on the sloping shores. At the end of the bridge, the metal railings were torn open, twisted like a ribbon and dangling over the side, where a vehicle had hurtled through, dropping into the river below. Not hugely reassuring. We took a sharp left past a small village of resettled Liberian refugees, and continued down a straight mud road, past a primary healthcare centre, which MSF also supported, to the heavy metal gates of the Gondama Referral Centre. A sign was fixed next to the gate; in large painted letters, it declared this a place for serious problems in pregnancy and delivery.


 I already knew one of the doctors working in GRC. I had met Alessandro back in March, when we spent a week together in Germany on a preparatory course for new MSF volunteers.* He was tall, lanky, the epitome of an extrovert, and he spoke in a thick Italian accent, his long arms moving in time with its rhythm, as if conducting his own orchestra. During the workshops on humanitarianism we had shared opinions. Over meals and drinks in the bar, we had continued the debates, which evolved into lengthy conversations stretching into all reaches of our lives. We confided our ambitions and our fears to each other, what we hoped to gain from our time with MSF and what we were afraid we’d miss out on at home while we were away. Alessandro had already been in Sierra Leone for three months, and when Severine had mentioned my name regarding the availability of an obstetric post, he had told her, ‘Take him’. Knowing he would be there among all the unfamiliar faces was some comfort to me.


Barbara had work to do, and I was keen to find the obstetrician, Crys, and see the maternity department for myself. Barbara called Crys on her mobile, but she was scrubbed in theatre for a caesarean section. Hearing this, a wave of anxiety rippled through me. I was actually here, and I really would be performing surgery in this place. Barbara gave me directions, but within a moment I was lost. GRC was made up of separate one-storey buildings and a street map of deep troughs, built to drain the heavy rainfall away. There was no obvious system or plan and I had no orientation as to where I was. I was a stranger in a strange land.


‘Is this the maternity?’ I asked a Sierra Leonean nurse standing at the entrance to one of the buildings.


‘You need to put scrubs on before you come in here,’ she said, dismissing me.


There was no moment of welcome. No formalities at all. This may have all been new to me, but for those working in the department I was just another expat who would come, stay a while and then leave, like the many others before me.


Once I had discovered where to find scrubs, I got changed into the oversized vestments. The large V of the scrub top reached down to my midriff. I yanked it back, hoping to appear less exposed. I put a mob hat and face mask on and cautiously stepped into the operating theatre. Standing on either side of the operating table was the surgeon and an assistant, both completely covered from head to toe, with just a small slit for their eyes, as if they were operating in synthetic burkas. I tiptoed over and let my presence in the theatre be known. Crys was stitching the uterus; I watched as she efficiently brought the two sides together. A knock came from the swinging door connecting the theatre to the delivery room, and a head popped around the side. A tall, broad Kenyan midwife shouted across the theatre, ‘Are you almost done? We need to do another.’


Crys shouted back over, ‘What’s the problem?’


‘Fetal heart rate is slow, not coming back up.’


‘OK, get her prepared.’


My heart pounded. There were so many questions rushing through my head. In all the literature and discussions before I came out to the field, the indications for a caesarean section were explained to be predominantly for the life of the mother. One fifteen-year-old girl out of every twenty-one in Sierra Leone, at that time, was estimated to die from childbirth complications during her lifetime. Many of the women would go on to have a high number of pregnancies. Performing a caesarean section was a decision to be taken judiciously. Leaving a permanent scar on the uterus would expose the woman to higher-risk pregnancies in the future and additional complications. Fetal distress was hard to judge when only using a handheld fetal heart rate monitor. If the diagnosis was correct, distress due to a lack of oxygen reaching the fetus’s brain, then you risked performing a caesarean for a baby with a poor chance of survival, in a place with limited resources for resuscitation or ongoing care. I understood the logic to this, even though it sat a world away from the type of obstetric care in labour I was used to, which was largely fetal-focused, with high rates of intervention and neonatal intensive care units. Working in a maternity ward back home was like being in a constant pressure cooker, the clock always ticking and there was huge stress to ensure interventions happened rapidly. If a midwife on a labour ward in the UK announced that a fetal heart rate was slow and not recovering, the alarms would be ringing. The crash call for emergency teams would have gone out. Within minutes, the woman would be on the operating table and the baby out. Here, this same diagnosis was met with routine normality, no rush. Get her prepared and put her in the queue.


The caesarean section over, Crys de-robed, revealing a confident and forthright person, with a trendy disposition. I could easily imagine her working in any large European or US city.


‘Let’s get a cup of tea,’ she said over her shoulder as she began heading out of the department. It was more like a command than a suggestion. I ran behind, my brain still trying to figure out what was going on. Wasn’t an emergency caesarean for fetal distress about to begin?


‘Nothing happens quickly here,’ Crys said, as if reading my thoughts. ‘You’ll get used to it.’ She turned back to the team. ‘Call me when she’s in.’


I didn’t know where to begin, I had so many questions about working in GRC. What was the daily routine? What were the local nurses and midwives like? Who could I trust and who should I not? Where were the notes written, and who should I call if there was a disaster? What about blood for transfusion? What about HIV? What about Lassa fever?


In the break room Crys made her tea, rearranged a fan so it blew directly on to her and then lay down on a couch. She was already experienced at working in this setting, having spent time in Afghanistan, Pakistan and other MSF projects. There was no messing around; we were straight down to business and she was giving me the proverbial coffee.


‘This is not doctors without borders. It’s logistics without borders.’ She began a monologue of all that was right and wrong with MSF, sharing her frustrations and aspirations for a different way of working. As with many disgruntled humanitarian-sector employees, even as she complained, she was simultaneously thinking out loud about where and when her next mission would be. ‘Maybe I’ll try Emergency or ICRC, see how they do it.’ Crys turned towards me. ‘Lassa fever has been a major worry here. You need to question every patient for symptoms before approaching them and keep direct contact to a minimum. Trust no one.’ She sat up and sipped her tea. ‘I’d be frightened, if I were you. Marlon and I, we’re getting out at the right time. This Ebola, it’s out of control; if it gets here, you’ll be in real trouble.’


I felt my stomach turn over. ‘What do you think will happen?’


‘I don’t know. Maybe you’ll all be evacuated. It’s hard to say, but they won’t let you keep working. It’s too dangerous, and they wanted to close the maternity anyway. I’m just glad I’m getting out of here now.’


I walked over to the water dispenser, on the wall above it there was a map of Sierra Leone. Someone had placed little paper butterflies on the map.


‘This is pretty,’ I said.


‘The butterflies?’ Crys looked up from the couch. ‘They are where the Ebola cases have been reported.’


I studied the flight path. It seemed, sooner or later, a little butterfly could be landing near our clinic.


With Crys I felt secure; she had an air of authority and cool competence. I regretted that I was replacing her; I would have much preferred to be joining her. We headed back over to maternity, where the woman for the next caesarean section was having a spinal anaesthetic placed by the nurse anaesthetist.


‘Is it OK if I do this one?’ I asked.


I felt, the sooner I got the first operation over with, the better. And to have Crys with me – rather than being alone, in the middle of the night – seemed ideal.


A strict system of infection control was observed in the operating theatre, designed to limit infections to patients (there was a high rate of serious wound infection) and Lassa fever exposure to the staff. Once inside, shoes were changed to wellington boots, all of which were huge on me. The scrubs I was already wearing were exchanged for fresh scrubs and a surgical cap, which would be worn for the surgery only.


In the scrubbing area, I dressed in a heavy apron, which went from my neck down to the floor, a tight ‘duck-beak’ face mask and a balaclava-like hood that covered all of my head and neck, leaving only a small slit for the eyes. The hood also had a face mask attached, which needed to be torn in the middle so the duck-beak could slip through. Lastly, large goggles, similar to those worn when snorkelling, were placed over the eye slit and the elastic pulled tight, the toggle resting just behind the crown of my head. The goggles were scratched from the repeated washes between surgeries, making everything appear clouded. With the additional layers on, and the adrenaline of uncertainty before my first MSF surgery, I began getting hot and sweaty. I did not yet have the standard surgical gown on.


After washing my hands and arms three times with surgical scrub and then once with alcohol gel, I made my way into the operating theatre, where the patient was having her spinal anaesthetic. The ‘runner’, who assists in the theatre with non-sterile tasks, helped me with my surgical gown. There were only extra-large sizes, and the gown floated and trailed behind me like a blue wedding dress. The standard was to wear a normal set of surgical gloves, with a second set of gynaecological gauntlets over the top. The gauntlets reached up to the elbow. Unfortunately, these too only came in sizes significantly bigger than my hands and arms, leaving little unfilled stumps of glove at the end of each finger and a loose arm-fitting that risked dropping down during surgery.


The patient was lying flat on the table, with her pregnant belly sloping to one side. I asked for a midwife to check the baby was still alive before I cleaned the woman’s abdomen. Through the Doppler machine, we heard the gentle gallop of the fetal heartbeat. Together with Crys, we prepared the area for surgery and placed surgical drapes over the patient’s abdomen.


Though the set of surgical instruments were adequate for the operation, there were slight differences from the standard sets I was used to: instruments that usually came solid were hollow, there were fewer clamps and the ratchets were loose. Everything was familiar, but different. I was desperate for my first surgery to be slick, leaving a good impression. Instead, I was clumsy and cack-handed. The oversized gloves meant I couldn’t feel the tissues properly and had a poor grasp of the instruments. As I became hotter from the layers covering me, my goggles became increasingly fogged. Sweat and condensation began collecting in the bottom, little puddles making me feel like I was constantly surfacing from a swimming pool. The delivery of the baby was uncomplicated, but using the needle to suture the layers of uterus and abdomen back together was torture, as my fingers ended about a centimetre behind where they appeared to be. I knew I was performing well below my ability. By the time I reached the skin, I was exhausted and deeply disappointed in myself. I could not see through one side of the goggles. I needed to work with my head tilted to stop the collection of sweat from going into my single seeing eye. What should normally take thirty minutes took me close to an hour.


By the time I took off the surgical gown and apron, my scrubs were completely soaked with sweat. My hands looked like I had been in the bath too long from all the sweat accumulated inside the gloves. The face masks were dripping. Embarrassed, I attempted to justify my difficulties to Crys. She smiled and confessed, ‘I normally don’t wear the goggles at all. I was trying to set a good example’. She looked me in the eyes, ‘But you should.’


I changed back into the dry scrubs, sat to write my notes, then thanked the theatre team and headed out to find Barbara for my briefings. GRC was split between two sites: one was the hospital; the other, across a mud road, was for administration and storage. I crossed over and found her in the administration building, sitting diligently at a desk. Barbara grabbed her cigarettes and we headed outside to a concrete cylindrical hut, referred to as a tukul.* Storm clouds were gathering above us, there was a low grumbling of thunder and the air had become heavy. As we sat down, a large crack split the sky and the rain began to pour. Barbara, unfazed by the natural drama unfolding, lit a cigarette, took a long steady drag and held it a moment, before blowing the smoke out and turning to me.


‘This is your first mission.’


I wasn’t sure if it was a question, statement or judgement. Barbara had years of humanitarian experience behind her; she had worked in some of the most challenging and unstable countries of recent history, both with MSF and other international organizations. I was full of admiration for her, and simultaneously intimidated. She sat thoughtfully, and a moment of quiet passed as she continued to smoke.


‘This will be your best mission, and your worst. The first mission is something special. It’s intense. Everyone cries at some point during their first mission, you’ll see. And the people you meet, that connection of being on first mission together – so special. I’m a little envious.’


She took another long, thoughtful drag. The rain continued to fall heavily around us. Barbara got her pad out and began working systematically through her list of subjects she needed to brief me on: living arrangements, security, transport, Lassa fever, the team structure and the lines of communication. Who did what and who to call when things went wrong. In the MSF hierarchy, I was a low rung on a tall ladder. The rain stopped, but our conversation continued. We moved from the project to my wider views and personal goals.


‘What do you think about the Ebola situation?’ I asked.


Barbara lit another cigarette. She explained that they had decided to prepare, in case the outbreak spread to the hospital. ‘We think it is unlikely, but it’s better we have everything in place.’ In her opinion, although it was over a decade since the civil war had ended, the country remained volatile. It was not possible to predict what would happen. This felt like more than a briefing; she was sharing. Barbara’s physical similarities to my sister were mirrored in her personality. I looked upon her as a protective sibling from that first day onwards.


I returned to Bo Base, collected my bags and took a car to the house where I would be living. Each house had a name – either a city or an exotic location – and I was in Vienna House, with eight other expats. It was gated, all on one level and spacious, with an outside seating area. Kathleen was also living in Vienna, and she showed me around, explaining the intricate rules for infection control. As with all other buildings, before entering or leaving, I needed to wash my hands with chlorinated water. There were different coloured bins for different waste, buckets of chlorine for used plates and cutlery, and chlorine for soaking vegetables in. There was a supermarket we could buy food from, but we were no longer allowed to go to the main market, as it was crowded and may result in contact with someone who was unwell. Bread could be bought from the roadside kiosks, but it had to be re-cooked in the oven to reduce any risk of illness from a vendor’s dirty hands. The many rules were intended to mitigate the risks of all illnesses, and they created an environment where behaviour was dictated by an invisible enemy. Every meeting when hands weren’t shaken, every meal where food was reheated and every time chlorine was used, we were reminded that a risk was present.


My bedroom had a large bed with a mosquito net tied above it, and a small wooden desk and chair facing the window, looking out to the entry gate. At the end of the corridor was the bathroom and shower. I unpacked my bag and tried to make the room feel like my own. Whenever I heard the front door open, I would poke my head into the corridor and introduce myself. Each person would exchange pleasantries and then move on to their own business; there was no moment of excitement or extended conversation. In the end, I sat and ate my dinner alone, before retreating back to my room.


I lay on my bed and thought about the last twenty-four hours. I had only just arrived and had already performed my first surgery, but I also felt out of sorts. Crys and the other obstetric doctors seemed more experienced than me and I worried I would not live up to the requirements of the project. The other expats that I had met so far, although nice, were not chatty in the way my friends back home would be. A feeling of aloneness washed over me. As I let my mind run free and thought about the people and problems I had left behind in London, I heard a gentle knock on my door.


‘Hi?’ I said, scrambling to my feet.


‘Hey, I’m Juli.’ A young woman with short brown hair stood casually in the doorway. ‘I just wanted to say hi. I remember my first night on my first mission in Afghanistan. It’s weird, I know. So, if you want or need anything, just come and find me.’ She waited for a response, but I was still processing her thick South African accent. ‘And don’t worry about this house. It’s not too sociable. Most people come here and then move somewhere else. I’m moving next week, to the house next door.’


‘Thanks,’ I said, but I had lost my earlier enthusiasm. I was now feeling withdrawn and wanted to get back to lying on my bed.


‘That’s my room, over there. Come by any time.’ Juli turned her back and, with a spring in her step, headed down the corridor to her room. I stood watching, then returned to my earlier position.


 


_________


* Although international aid workers are often referred to as volunteers, they are paid for their time working with MSF. The local employees receive a salary.


* A tukul is an East African cone-shaped hut, usually made of mud, with a thatched roof. We used the term more generically at GRC, to refer to any cylindrical gathering place.
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The following morning I was collected with a group of other expats by the small convoy of Land Cruisers that came to ferry us along the potholed roads to the hospital every day. I jumped in the back with seven others, and there were another two plus the driver in the front. I introduced myself to those around me, including Marlon, the obstetrics team leader. He was sitting opposite me. He smiled then plugged his headphones in and returned to listening to music and staring out of the window. I felt awkward, with no conversation, uncertain where to look.


When we arrived at GRC, I joined Marlon, Crys and Mamadou in a tukul for the handover and briefing. Crys was finishing her twenty-four-hour shift, and there was frustration in her voice as she tried to get Mamadou to understand her English. During the night, Crys had managed cases of placenta praevia, a ruptured uterus and a hysterectomy. I was impressed by how calmly she recounted the cases: just a standard day’s work. These were serious conditions, all beyond my normal independent practice. And, though I knew the theory of how to deal with each, the excitement of being faced with these cases was matched with a sense of daunting dread. When Crys had finished handing over the night’s patients, she headed off to get some sleep.


The maternity department was set out systematically. One long building, split according to stage of labour and intensity of nursing needs. The far end had a side entrance where the ambulances and taxis pulled up, and this led directly into the delivery room. At the entrance was a desk and chair, where a nurse would complete a screening questionnaire for signs of Lassa fever. This was a tick-box sheet, intended to highlight any combination of symptoms which may require further consideration by the medical team.


The delivery room had three beds, in varying states of disrepair: rips in the cushioning, parts missing and rust down the sides. These were separated from each other by a curtain or piece of boarding. Women brought to the delivery room often arrived in poor condition, having travelled long distances with an ongoing emergency. It was also a resuscitation room, where women were stabilized and prepared for the operating theatre, which was next door.


Next to the operating theatre and delivery room were two long Nightingale-style wards. Neat rows of hospital beds were lined up against the walls, with a baby cot at the foot of each bed. The first ward, which was closest to the operating theatre and delivery room, was intended for the patients needing higher-level nursing, such as the immediate post-operative patients. There were also four beds reserved for women who had eclampsia, requiring close monitoring. Past the screen shutter doors, the second ward was for women who were on the road to recovery, or antenatal patients being kept in hospital for observation. Next to these wards was a small separate room for patients with wound infections. These were a common problem, some horrendously broken down, filled with pus and extended deep into the abdomen of the patient. There was also an overflow tent outside for when there were no beds left on the wards, which the most stable patients could go to.


Outside the complex, behind the area where ambulances came, was a small building that was locked. This was a standby delivery area, in case there was a patient with Lassa fever (and now Ebola) inside the main maternity block. This backup area could be used for births to avoid risk of contamination from the infected patient, or while decontamination took place. The room had never been used.


I joined Marlon on his ward round, watching as he went from bed to bed. Marlon was Salvadorian and had been in GRC almost nine months. He would be leaving in a couple of weeks and it was evident that, psychologically, his mission was already over. He was worn out, just treading water till he got his ticket home. The nurse followed Marlon with a metal trolley, the wheels making a gentle squeak as we migrated from one bed to the next. There were patient notes piled on the trolley, a box of disposable gloves and a light-blue alcohol gel dispenser. A stethoscope dangled over the edge. The round was simple and monotonous. Marlon asked each patient the same questions, and usually offered the same plan too. The effort to avoid direct patient contact, never touching anyone without gloves, face mask and apron, together with the necessity of using the nurse as a translator, held Marlon at a distance from the patients. Regardless of the admission questionnaire, every patient was viewed through the lens of Lassa fever.


‘When on call, you’re responsible for all new admissions till the next morning,’ Marlon told me. ‘You rest the day after, and then return the following morning to see the ward patients and help the next person on call. The day after that, you work twenty-four hours again.’
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