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PRAISE FOR
HAITI AFTER THE EARTHQUAKE



“Paul Farmer, doctor and aid worker, offers an inspiring insider’s view of the relief effort.” —Financial Times


“A day-by-day account of [Farmer’s] experience of the disaster, as well as a treatise on why Haiti was particularly vulnerable and how it should be rebuilt. The book’s greatest strength lies in its depiction of the post-quake chaos. . . . In the book’s more analytical sections the author’s diagnosis of the difficulties of reconstruction is sharp.”


—The Economist


“To his discussion of this receding tragedy, Paul Farmer brings passion, medical expertise, and a long and intimate engagement with Haiti. His account of the year following the earthquake works on three levels: personal, practical, and analytic . . . laden with anecdotes and emotion. . . . Farmer’s passionate book . . . [brings] Haiti’s appalling tragedy back to the world’s attention.”


—Foreign Affairs


“His honest assessment of what the people trying to help Haiti did well—and where they failed—is important for anyone who cares about the country or international aid in general. . . . Farmer uses the personal triumphs and essays to explain that Haiti’s hope for a better future need not be in vain. The international community’s failure does not have to continue along the same dead-end path.”


—Miami Herald


“To humanize what could have been merely an academic study, and as a reminder of why it matters, Farmer and twelve contributors recount their experiences during and immediately after the quake. The recollections of people like Farmer and his colleagues, working around the clock as the bodies piled up, serve as chilling and sad examples of the horrors the world’s inequalities can render. . . . Farmer provides an in-depth look at the causes behind Haiti’s ills and presents solutions for the country’s revival.” —Montreal Gazette


“A gripping recollection of the quake’s ruin, chaos, and despair, and the story of remarkable persistence, hope, and love in the aftermath. Once you’ve seen Haiti through Paul Farmer’s eyes, you’ll never see Haitians, or any of the world’s poorest people, quite the same way again.”—President Bill Clinton


“This is a gripping, profoundly moving book, an urgent dispatch from the front by one of our finest warriors for social justice. With eloquence and wisdom, Paul Farmer shows how we cannot fully comprehend one of the great natural disasters of history without understanding the man-made suffering that Americans and others have inflicted on Haiti. The talented colleagues he enlists here to help tell this story only make it richer and deeper.”


—Adam Hochschild


“A valuable book filled with insights. . . . The book is at its best when the emergency and reconstruction efforts are seen through Farmer’s filter in his dual roles as a doctor leading an NGO and as U.N. deputy envoy for Haiti.” —Philadelphia Inquirer


“Haiti After the Earthquake is a captivating book about not just what has happened in Haiti in the past eighteen months but why recovery has been so difficult, and how the next unnatural disaster can be prevented. It is a story of the extraordinary strength and courage of the Haitian people, and of their great need now and in the years to come. . . . Paul Farmer has written an empathetic, critical, and informative analysis of the modern aid structure, Haiti, and how the two must be reconciled if the Western Hemisphere’s poorest nation can ever hope to stand on its own.”


—Washington Independent Review of Books


“While Farmer’s book contains valuable insights into how to improve humanitarian aid both in Haiti and in general, it is most powerful when he presents stories of individual projects in Haiti, or patients he encountered after the quake.” —Daily Beast


“Through the sharing of his experiences and the essays of fellow relief workers and survivors, the book serves as both a first draft of history and a call to action for rebuilding a country devastated by natural and unnatural disasters. . . . Farmer deftly tells the story of his multiple roles—doctor, administrator, and diplomat. . . . His writing remains accessible, revealing hope amid criticism, and providing touches of humor in a unique personal narrative. . . . Readers will empathize with his anger over Haiti’s suffering as well as appreciate his insistence that the disaster should open the way for serious development and rebuilding in a country long ignored.”


—Madison Capital Times


“Farmer demonstrates his deep love for Haiti while at the same time pushing for the drastic foreign and domestic reforms needed to rebuild this troubled nation. Highly recommended for anyone interested in learning more about the history of, and recovery efforts in, Haiti.” —Library Journal, starred review


“A searing firsthand account of the earthquake and its aftermath. . . . An eye-opener of a report and a wake-up call that change is needed.”


—Kirkus Reviews


“Paul Farmer has written an essential book for understanding the country that was shattered by the earthquake of January 12, 2010. . . . The uniqueness of Farmer’s written contribution to this new stage of Haiti’s history is the piercing historic and social/political dimensions he offers to the reader. He brings to its pages a deep examination of Haiti’s vulnerability to the devastating blow it suffered and the sharp shift in policies and practices now required if the country is to move forward. In so doing, he offers insights into why, eighteen months later, the relief and reconstruction effort is bogged down.”


—Globe & Mail


“Farmer, currently UN deputy special envoy for Haiti, offers candid insider analysis of what is truly required for a healthier, just, and sustainable Haitian future. Farmer’s clarion and moving chronicle is followed by powerful essays by other doctors, community organizer Didi Bertrand Farmer, author Edwidge Danticat, and radio journalist and UN advisor Michele Montas-Dominique, who writes, ‘Through coups d’état, hurricanes, and earthquakes, we have been rebuilding Haiti, seemingly from scratch, for two hundred years.’” —Booklist


“Haiti After the Earthquake is a beautiful, harrowing illumination of the greatest natural disaster of our times, and the complex history—and structural violence—at the root of Haiti’s tragedy. The narrative is both personal and national, giving voice to a collective experience of grief and profound loss. Paul Farmer’s fine scholarship, natural leadership, and deep love for the country and people of Haiti shape each page of this remarkable text, a gift to all of us who are privileged to work there.” —Ophelia Dahl


“This important new book connects us all to the tragedy in Haiti, to what came before, and to what must follow if we are to fulfill the promise of recovery and reconstruction. Paul Farmer and the other contributors together lead us through the events of January 12, 2010, and their aftermath—teaching us, in the process, about the natural and unnatural disasters that have befallen a people and a nation.”


—Michaëlle Jean, former governor general of Canada
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To Al and Diane Kaneb,
and all those who stand with the Haitian people




Then Jesus cried out again in a loud voice and breathed his last.


At that moment, the curtain of the temple was torn in two, from top to bottom. The earth quaked, and the rocks were split. The centurions and those with him who were keeping watch of Jesus, saw the earthquake and what took place and they were terrified. . .


—Matthew 27:50–52, 54, Palm Sunday Liturgy


The dead are always looking down on us, they say. While we are putting on our shoes or making a sandwich, they are looking down through the glass bottom boats of heaven as they row themselves slowly through eternity.


They watch the tops of our heads moving below on earth, and when we lie down in a field or on a couch, drugged perhaps by the hum of a long afternoon, they think we are looking back at them, which makes them lift their oars and fall silent and wait, like parents, for us to close our eyes.


—The Dead, Billy Collins
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Haiti was founded by a righteous revolution in 1804 and became the first black republic. It was the first country to break the chains of slavery, the first to force Emperor Napoleon to retreat, and the only to aid Simón Bolívar in his struggle to liberate the indigenous people and slaves of Latin America from their colonial oppressors. Tragically, this history of liberty and self-determination has drawn two centuries of political and economic ire from powerful countries resulting in policies which have served to impoverish the people of Haiti.


Feared by Thomas Jefferson for their successful uprising; extorted by France in 1825 for 150 million francs to compensate the loss of the Empire’s “property”—both slaves and land—(a debt the Haitian people completed paying, with interest, more than a century later); occupied by the U.S. military between 1915 and 1934 to stifle European influence in the Western Hemisphere; and disrespected in their quest for democracy by an unrelenting series of dictators and coup d’états backed by Western countries: the free people of Haiti have been continually re-shackled politically and economically.


In the wake of the January 12, 2010, earthquake, Haiti’s history of unrelenting struggle for justice is its greatest resource. This history, as Haitians remind us, is what makes Haiti mighty: mighty without material wealth, without natural resources, without arable land, without arms.


Amidst the rubble of the houses, buildings, and schools, and in front of the once grand National Palace, stands Nèg Mawon—the symbol of Haiti. Nèg Mawon at once embodies the marooned man, the runaway slave, and the free man. He symbolizes the complex history of the Haitian people: stolen from Africa, marooned on an island and liberated through a brave and radical revolution. Shackles broken, machete in hand, the free man does not hide; rather he blows a conch to gather others to fight for the freedom and dignity of all people. For the self-evident truth—that all men are created equal. Nèg Mawon is the indefatigable spirit of Haiti’s people, a people profoundly and proudly woven to their history.


When I arrived in Haiti on Thursday, January 14, 2010, I asked my friend who was driving, “Koté Nèg Mawon”—where is the free man? “Li la” he said—he is here. And as we rounded the corner behind the Champs de Mar, the plaza in front of the devastated palace where thousands had already made their homes—and remain today—there, rising from the dust of the still trembling earth, stood the statue of Nèg Mawon. I was drawn by the image out of the car and as I stood, weeping, an old woman put her arm around me; she too was crying. I said, “Nèg Mawon toujou kanpé!!”—the free man is still standing!! And she replied, powerfully, “Cheri, Nèg Mawon p’ap jamn krazé”—my dear, the free man will never be broken. It is with this surety that we must stand with Haiti, a country whose spirit and people will never be broken, and work in solidarity toward the future the Haitian people deserve.


—Joia S. Mukherjee
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WRITING ABOUT SUFFERING



Some years ago, after two decades of witnessing and writing about epidemic disease and violence of all types, I set out to write a book based on some lectures about violence and medicine that I’d given at the University of Rochester. The title of the book was going to be Swords of Sorrow, from a Gospel line (Luke 2:35): Mary learns that her soul will be pierced by a “sword of sorrow” because she is willing to be a vessel of grace. I liked the alliteration. But I never finished that book. What was the point, I worried, of writing another book about the suffering caused by war and genocide and other misfortunes natural and unnatural?


I thought again about that truncated project shortly after an earthquake struck Haiti’s capital city on January 12, 2010. Preliminary estimates of the dead ran to six figures. The immediacy of rescue and relief soon gave way to a series of questions about the dimensions of what had happened, about why Haiti had been particularly vulnerable to such a disaster, and about how to respond to the unfolding “humanitarian crisis” (to use the jargon of the day). Suffering is never just pure suffering; it occurs in a particular place and time. My book would have examined histories of suffering in Haiti, Guatemala, and Rwanda—Haiti being the place that has taught me the most.


Knowledge of Haiti might not help a trauma surgeon attend to broken bodies pulled from the rubble. But deep familiarity with the place helped frame answers to some of the questions posed above and also helped guide actions in the aftermath of the quake and during the reconstruction that would follow. The relevant knowledge needed to be historically deep (because the damage caused by the quake and the responses to it were rooted in Haitian history) and geographically broad (because Haiti had for centuries been caught up in a transnational economic and political web, a condition very much on display before and after the quake). This may sound academic. I didn’t want to write a dispassionate study of the Haitian earthquake. Instead, I wanted to offer an account of a difficult time; to bear witness.


Bearing witness surely has a certain value, especially if it is linked to goodwill efforts to prevent unnecessary suffering caused by war or disease or insufficient preparation for natural disasters. Documentation by eyewitnesses can serve to inform people who are not on the scene but are in a position to help or hinder subsequent interventions. But was it appropriate for a physician, an American at that, to speak for the victims? Many in academia would argue vehemently that only the victims could speak for themselves, and that anyone who presumed to speak on their behalf would rob them of their agency. However, this is not always true: as far as the earthquake goes, the chief victims’ voices were stilled forever. Seeking to “echo and amplify” (to paraphrase Haiti’s former President Jean-Bertrand Aristide) the voices of those we encountered as well as those silenced was and remains our principal interest in writing about violence of all sorts.


I use we and our here because, a few months after the quake, a small group of friends and coworkers decided to put together an account of that terrible time. We’ve done our best to offer an honest rendering, even though no one had stopped to take notes amidst the maelstrom. It is also our desire to broadcast the voices of those most affected.


This book faces the same problems I encountered in writing Swords of Sorrow. In addition to clichéd (and overly academic) concerns about voice and representation, serious challenges are involved in seeking to write and complete a book in a few months. These challenges are heightened by publishing such a book in English because the primary victims of the quake do not speak English (or speak it less well than they do other languages).


We’ve tried to address these challenges in the structure of this book, which includes my own account along with a series of brief essays, photographs, and one drawing by friends, family, and coworkers. I describe the aftermath of the earthquake as experienced by a physician working alongside colleagues in Port-au-Prince and central Haiti both immediately after the quake and in subsequent months. I double back to revisit my personal history in Haiti, and that of Partners In Health and its Haitian sister organization, Zanmi Lasante, over the past twenty-five years.


This quarter-century has been, for us, one of satisfying growth in spite of disappointments and the dashing of many of the hopes awakened by the fall of the Duvalier dictatorship in 1986. If this book has a central metaphor, it’s one taken from clinical medicine: the earthquake can be understood as an “acute-on-chronic” event. It was devastating because a history of adverse social conditions and extreme ecological fragility primed Port-au-Prince for massive loss of life and destruction when the ground began shaking on January 12. For this reason, the account is not linear but rather follows clinical logic: it explores the acute-on-chronic disaster that occurred on January 12 and its origins in Haiti’s troubled history.


A sound account of the quake must go deep into Haiti’s history to illuminate what caused the chronic disabilities, engendered over five centuries by transnational social and economic forces with deep roots in the colonial enterprise. Haiti was born of resistance to this enterprise, and therein lies both the strength and disability of the new polity—the reactive and reticulated pattern of growth registered in the nineteenth century and in the past one, when Haiti became anchored more formally in the “American hemisphere” through a nineteen-year military occupation by its oldest neighbor. When the U.S. Marines withdrew in 1934, they left a superficial calm and a social class that relied heavily on the army as the arbiter of political transitions.


Historians often claim that their discipline reveals the significance of current social processes, and they are right: the decades preceding the quake set the stage not only for what occurred during the acute event but also for the challenge of reconstruction. Following a brief review of Haitian history—which is, necessarily, a review of the history of the New World—we return to the challenge of reconstruction after the temblor of 2010. In the years before it, we saw that Haiti had become a veritable “Republic of NGOs,” home to a proliferation of goodwill that did little or nothing to strengthen the public sector. Thus did clinics sprout up without much aid to the health system; thus did schools arise by the hundreds even as the Ministry of Education faltered; thus did water projects appear even as water security (like food security) was enfeebled.


This was the situation pre-quake, as described in this book. Efforts to rebuild after the quake needed to draw on the sudden attention of the world and the generous promises and pledges to craft a new way of doing business that did not further weaken the Haitian government. It’s hard to imagine public health without a public sector, and the same could be said for public education and public works. And so this book recounts efforts to stand up a “recovery commission” to address the dysfunctional system of humanitarian aid that, good intentions aside, has become another obstacle to Haiti’s recovery and sovereignty.


It’s the argument of this book that rebuilding capacity—public or private—in Haiti requires sound analysis of what, exactly, has gone so wrong in the previous four decades. To accomplish this—what doctors call diagnosis and prescription—we’ve had to abandon anxieties about representation and about intruding in the text both as narrators and as characters. Every account is personal. Most of those who contributed to the relief efforts described here are not included (though we’ve tried to thank some of them in the acknowledgments). We’ve also sought to focus on the shortcomings of the quake response, rather than the victories.


In academic circles, few rewards are given for this sort of candor, or for failing to include all the key actors on the scene. But knowing that a quarter of a million voices were silenced on a single night and that more recent problems (such as cholera) are part of the same tragedy encourages us to offer these personal and place-specific narratives.


Whether these narratives are termed “history’s first draft” or simple first-person accounts, they constitute our collective effort to recount and account: to recount what happened before it slips from our memories and to account for what placed Haiti, a country we all love, at such extreme risk well before January 12, 2010.


This book, with all its limitations, is offered as a humble tribute to those who perished that day, to those who live on with their injuries, visible and invisible, and to those who continue to stand with the Haitian people. Among them are the tens of thousands who responded to the suffering caused or worsened by the earthquake, including those who supported, quietly and from afar, the imperfect efforts described in these pages.





1.
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THE CATASTROPHE


On January 13, the day after an earthquake struck Haiti’s capital, I finally got through to Dr. Alix Lassègue, the medical director of Port-au-Prince’s largest hospital and a longtime friend. The hospital’s real name is l’Hôpital de l’Université d’Etat d’Haïti, but most people call it the General Hospital. I began trying to reach Lassègue a couple of hours after the quake. His cell phone number, like all the other numbers I tried, led to a recorded message or an ominous buzz. From what we knew at the time, the hospital was smack in the middle of the quake zone. The facility sat among a dozen government buildings, including the medical and nursing schools, and we could see from live reports that most of those buildings had collapsed—during business and school hours. It was clear that our work as health providers in Haiti would be changed forever.


So now what? It was hard to know how to prioritize anxieties, and as a doctor, I thought immediately of the General Hospital. It wasn’t hard to imagine the enormity of need in this struggling public facility which had, in the best of times, too many patients, too few staff, and far too few resources. After dozens of tries, it was almost a shock when I connected to Lassègue on a colleague’s cell phone.


“What do you most need?” I asked.


Lassègue would hear this question again and again over the next weeks and months, usually with scant practical outcome, but this was early in the game—less than twenty-four hours after the quake. Of course he needed just about everything, including electricity, supplies, salaries, and medications; the hospital had been scrambling for all these even before the quake. He gave me a long and fairly specific list. He needed materials and labor to repair the damaged parts of the hospital, and engineers able to assess the structural integrity of the buildings still standing. He needed help trying to save the lives of those still trapped under collapsed buildings abutting the hospital grounds, including not only the nursing school next door—“a total loss, I fear, and all in it”—and nearby federal buildings, but also houses, businesses, and schools. “It’s much worse than we thought,” Lassègue said. “Just managing proper disposal of the bodies is overwhelming us.” He needed help moving casualties out of the courtyards and into the morgue but couldn’t do that because the power was down. (“Why move bodies into the morgue,” he asked, “without means of preserving them?”) I didn’t say much during the call because I’d never contemplated such problems.


Lassègue kept talking. “What I need most,” he concluded, “are surgical teams—surgeons and anesthesiologists and nurses and postop care and medications. And generators.” It was a relief to hear these specific requests, because they were needs we could address. I promised to get the word out and to join him as soon as I could, but our connection was lost and I’m not sure he heard the last bit.


I’d been to the General Hospital many times over the previous twenty-five years, usually with a heavy heart. When we at Zanmi Lasante sent our patients to Port-au-Prince, it was never good. They needed something we couldn’t provide in central Haiti—usually a diagnostic test or procedure. Often, these patients had already been to the General Hospital or to some other facility in the city. They were almost always people who needed medical care but had been effectively shut out from receiving it because they were poor and couldn’t pay the fees most clinics and hospitals demanded for consultations, lab tests, and medications. “Free care” was never free because even the most basic services had hidden costs. The General Hospital was surrounded by scores of small for-profit private pharmacies and labs that counted on referrals and income for the sale of everything from surgical gloves, sold by the pair, to the most basic medicines and lab tests.


The dire need of Haiti’s destitute sick for even basic medical services was the reason we’d founded Partners In Health and Zanmi Lasante a quarter century ago. These organizations had grown significantly in the decade before the quake: our Haitian colleagues—numbering in the thousands—ran a dozen public hospitals stretching from the Dominican border to the coast at Saint-Marc. For many poor Haitians, these hospitals had become a last line of defense, and we tried never to refer patients to other facilities unless absolutely necessary. When we had no choice but to refer them, we would try to send patients along with any medicines or supplies they might need—from antibiotics to intravenous solutions to gloves for their examining physicians—as well as some cash. We also sent a doctor or nurse to accompany them, because in our experience, too many patients sent elsewhere were simply, in medical jargon, “lost to follow-up.” In the United States, the expression “lost to follow-up” means that a patient in question cannot be reached for the continuation of care. But in the case of Haitian public hospitals, without reliable partners to help with resources ranging from staff to medication to electricity, patients were sometimes lost to follow-up within the facilities themselves. In years past, I’d visited patients in the General Hospital who’d been occupying a bed for days and hadn’t yet seen a qualified physician. I’d also seen patients who’d gone without a proper meal in days. (Their families were expected to bring food.)


I do not mean to disparage the General Hospital. As the years went by, we had more and more sympathy for the country’s largest public hospital and for those running it. For the most part, these Haitian health professionals were doing their best but could not function without proper salaries and without the tools of our trade. Some senior doctors there were as talented as any I’d met in hospitals at Harvard and other parts of the world. And many had showed up within hours of the quake. Indeed, one of the constants in the days after the earthquake was the presence of Dr. Lassègue and the chief of nursing, Marlaine Thompson.


But the entire Haitian health system was underfunded, and its flagship hospital was in sorry shape. The shortcomings of the hospital could be readily traced to a lack of funding and the imposition of a fee-for-service model in a country where the majority of people, and certainly those most at risk for illness and injury, didn’t have money.1 Although a key function of a university hospital is to train health care professionals, the lack of resources to run the hospital or pay workers made it a difficult training environment. Before the quake, the General Hospital was rocked by strikes and work stoppages; key supplies were often out of stock. Some friends of the hospital had taken small steps to help colleagues there provide better services, including supplying meals to inpatients—especially to those admitted with some complication of malnutrition.


The shortage of trained clinicians able to provide care to the poorest patients remained an enormous problem; doctors and nurses left for other countries or were siphoned off to better-equipped and better-paying nongovernmental organizations and private hospitals. Given the weakness of the public-sector hospitals, and the faltering “flagship” public hospital, many of our supporters wondered why we sought to direct attention there in the hours after the quake. Why not aid the private (and NGO) hospitals instead? Most of those NGOs and hospitals were not mandated to provide care for all comers. Even if they’d been established to help the poor, they had no binding obligation—legal or otherwise—to open their doors to every patient needing medical attention. As mediocre as it was, the General Hospital remained Haiti’s provider of last resort. And it was smack in the middle of the quake zone. We knew from the beginning, from the hours after the quake, that the hospital would soon be overrun. That’s why we promised to help.


Within a day of making that promise, I hitched a ride, with surgeons and other doctors, on one of the first private planes bound for Haiti. Although my recent trips to the country had been as a UN Deputy Special Envoy, a volunteer post under Bill Clinton, I made it clear that I was making this trip as a private citizen and as a doctor. Traveling there “under the radar” on behalf of the United Nations had been difficult in previous months. But January 12 changed that. The UN headquarters had collapsed in the quake, and most of its leadership was unaccounted for. No one in that beleaguered institution was likely to object to violations of protocol.


I was soon reunited with many of my colleagues from Zanmi Lasante and Partners In Health, most of them doctors working in Haiti: Louise Ivers, an infectious disease specialist who weathered the quake as the only physician in sight in the midst of dreadful losses and injuries in a hard-hit part of town; Joia Mukherjee, the medical director of Partners In Health; and David Walton, an internist and former student who’d worked in Haiti for a decade or more. Claire Pierre, an internist who’d grown up in Haiti and then trained in the United States, flew in with me and rarely left my side in the first days. All were volunteers from Harvard.


I haven’t yet mentioned by name many of my Haitian coworkers. Most of them were fully engaged, a few at the General Hospital but most in the hospitals and clinics that we’d built up over the preceding years. These facilities were situated north and west of the epicenter, and from day one, my colleagues were preparing for waves of injured survivors fleeing the quake zone. By day three, the first wave had already crashed upon them.


There was so much to be done. But by day three, when we finally reached Port-au-Prince, we’d already missed two days to help save lives. Now we were surrounded by thousands of survivors—but many wouldn’t be with us long without the right care. The only gratifying moments in those first few days came from two sources: pulling people alive from under the rubble (there were far too few of these “saves”) and making sure that the injured received proper medical care (this occurred much more often).


As doctors and nurses, we were grateful to offer services to the injured, perhaps in part because the extent of the destruction made other needed activities, such as clearing debris or housing the homeless, seem overwhelming. Surely those tasks might be postponed for a few days at least, while we attended to the injured and tried to save lives? But from the beginning, we knew there were no simple answers. We could tend to the injured, but what about the homeless? We could treat the sick, but what about burying the dead? We could insert intravenous lines, but what about slaking, with clean water, the thirst of millions?


In those first few days after the quake, it seemed almost sacrilege to think about anything other than succor; the hard and inevitable work of reconstruction was difficult to even contemplate. And so we focused on alleviating the suffering right in front of us.
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But for those not new to Haiti, the big picture of rebuilding was always in the back of our minds, even as we tended to the injured and the dying. This had been our modus operandi at Partners In Health and Zanmi Lasante for decades: to struggle to serve those right in front of us even as we struggled to think about the big picture. We sought to provide modern medical care and social services—schooling, housing, food and water, security, jobs—to neglected rural areas. But the temblor had struck the heart of the city. Although we wanted to help, where in the city should we go? Spontaneous settlements were springing up in every open space, and the sick and wounded were everywhere. We had little time to think.


Dr. Claire Pierre and I, and soon other reinforcements, were left to keep a promise: one place where help was clearly needed was Haiti’s largest hospital. We weren’t the only ones to reach this same conclusion. Already cluttered on day three with the injured and dying, the General Hospital was a scene of enormous confusion. Relief workers arrived by the dozens and casualties by the hundreds. With no electricity in the morgue or anywhere else, the entire place smelled like a charnel house.


There was never enough time, in those first days, to take stock, but we soon knew that both relief and recovery would be hampered by losses in the medical community. As Dr. Lassègue had said, the nursing school had collapsed during class, killing students and faculty alike. The Ministry of Health had been destroyed, too. Many clinics and hospitals in the city were down. The state medical school and hospital, the country’s chief teaching facility, were badly damaged. Even for seasoned physicians, the quake zone was a horrifying scene. But more and more volunteers were streaming in to help.


Three days after the quake, the General Hospital campus was unrecognizable: the central courtyard, like the other open spaces in the city, was covered (or being covered) with tents and makeshift lean-tos fashioned from sheets and pieces of plastic, under which lay the injured and (if they were lucky) surviving family members and friends. Also there, although I was too dazed to see them, were almost fifty children with disabilities: the hospital’s unaccompanied minors, most of them orphaned in every sense of the word. We’d been trying to relocate them to a safe haven outside the city for weeks, but the quake found them still in the General Hospital. (I remembered these children only many hours later, at three or four in the morning, and could only hope that someone else on our team had a plan to get them all to safe haven.)


We soon learned that simply keeping track of patients within a single hospital was a full-time job. Although the courtyards were packed, most of the wards were half-full: patients and staff were afraid to go into even ostensibly undamaged buildings. They had their reasons. For days, aftershocks had rolled through the city.2 Rumors of approaching aftershocks emptied several of the wards as terrified and sick patients ripped IVs out of their arms in a rush for open space. The anxiety hung over the hospital, like the smell, and made delivery of medical care even more difficult.


This infectious anxiety endured for weeks, as did the aftershocks. To offer an example: late one evening, about a week after the quake, I spent the better part of an hour trying to convince a gasping, skeletal young woman, her lungs half-consumed by tuberculosis, not to join the exodus that had emptied the wards after yet another aftershock. We were both inside when the shaking began, and I remember putting a hand out to steady her oxygen tank, which weighed almost as much as she did. Never had I imagined such a scene: grasping the top of a heavy tank inside a trembling building and trying to comfort a patient, while wondering whether the whole place was about to come down.


The patient’s name was Natasha, and she was alone except for a young man sitting on the bed next to her. I assumed he was a family member, or perhaps a nurse’s aide. It turned out that he was a Good Samaritan who’d never met Natasha before. He had just traveled from a town south of Port-au-Prince with his own sister, badly injured when the quake destroyed their modest house. His sister had died a few hours before, he said, and he’d not yet decided where to go. So he lay down, alone in a fog of grief, in an empty hospital bed.


And then the ground started to shake again. He leapt up to join the general exodus, but saw Natasha straining against her lifesaving contraptions, including the oxygen tank. He stayed in the building and did his best to calm her. Blood was seeping from around the IV catheter in her arm; panicked, she was also tugging against the tube that piped oxygen into her nose. Claire Pierre and I arrived just then and begged him to stay with her until we could find a staff member to assume these duties. They were both there the next day, still unassisted, but by then he was sitting next to her, reading from a well-thumbed Bible. He had also gone out into the fractured streets and found her something to eat.
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Staff shortages at the General Hospital and elsewhere in the quake zone led some to assume that Haitian doctors and nurses had fled after the quake, unwilling to help. Our experiences suggested a different conclusion. Despite nursing their own wounds and losses, many Haitian health professionals were, in fact, back on the job within days or even hours. One assessment by an emergency medical aid group suggested that 95 percent of public-sector health workers had returned within one week of the quake.3 What was missing, in addition to the hospitals and clinics in which they worked, was decent pay. How could they take care of their families, or purchase and maintain the equipment they needed to do their jobs?


The consequences of a longstanding lack of investment in medical infrastructure and training were obvious: manifest, for example, in quarrels about who would take care of the sick and wounded at night. Many relief workers blamed security protocols: they couldn’t stay at the General Hospital at night without proper security, they said. But the hospital had never had funds for security. Most Haitian employees were not as concerned about security as they were about salaries. We all gave thanks for the Good Samaritans who struggled to save lives after the quake, even as we struggled with chronic problems such as low public-sector wages and lack of supplies.
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Giving thanks for Good Samaritans was one thing; coordinating them, quite another. On day four after the quake, it was clear that the wounded city was mobbed with rescue and relief workers. More medical care was available in urban Haiti than ever before. The coalition brought together by the disruptive force of January 12 included a veritable horde of highly trained health professionals, most from North America (including hundreds of Haitian-Americans) and Europe but also many from Cuba and across Latin America and from countries as far away as Israel, Japan, and China; Haitian health providers who had never or rarely left Haiti, most of them touched directly by the quake and already teetering between gratitude for and resentment of better trained and better equipped teams who, while volunteering in Haiti, had paying jobs at home; the recently injured, some minority of them long spared the risks of premature disease and death endured by Haitians living in poverty; the UN survivors (the peacekeepers in their barracks were largely spared the fate of the civilians in the UN headquarters, which had collapsed in the quake); and of course the people and patients we knew best, the rural and urban poor. There were also sudden appearances by celebrities, including some, like Sean Penn, who came with cash and supplies and settled in to stay. Never in my wildest dreams could I have imagined being smack in the middle of such a life-and-death mix, much less in a post expected to bridge such disparate worlds. (Isn’t that what envoys do?)


But such was our role and so were our tasks. As Dr. Lassègue predicted, one of the biggest problems was where to send patients in need of advanced surgical care. Some could be sent to the Partners In Health–affiliated hospitals in central Haiti, although our surgical capacity was limited; some could go to the new MASH units4 in the city, such as those erected near the airport by the University of Miami and the Israeli Defense Forces, although nursing and follow-up care there was limited. But for many, we didn’t yet have a plan. Even though thousands of relief workers were on hand, we were all waiting anxiously for the arrival of reinforcements.


What passed for Haiti’s most important teaching hospital was still, despite the destroyed buildings around it, receiving more and more of the injured: people from south of the city and those lucky few rescued after days under rubble. We knew some reinforcements would soon be steaming into harbor in the form of a giant floating hospital. A week and a day after the quake, the USNS Comfort arrived, an oil tanker refitted with one thousand beds (including almost a hundred intensive care beds), twelve operating rooms, a large and well-trained staff assisted by scores of volunteers, and diagnostic equipment (including CAT scanners).5 Even before the Comfort was stationed in the Bay of Port-au-Prince, helicopters wheeled overhead, some of them starting to ferry patients from on-land hospitals and other staging areas to the ship.


The Comfort towered over an armada of craft from a dozen or so countries in the harbor, including the USS Carl Vinson. It wasn’t the English Channel before Normandy, but Haitian waters hadn’t seen such traffic since Napoleon’s failed attempt to retake Haiti in 1803.


Using the Comfort effectively, however, posed problems. The difficulties of coordination were clear enough within the General Hospital; now its leaders also had to manage the surfeit of goodwill offshore. Everyone wanted to help, but no one knew exactly what to do. Each of the many tents erected by NGOs in the hospital courtyards became its own semi-autonomous world.


In one tent, two dozen cots were packed into a space the size of a suburban kitchen. The patients on these beds were mostly quiet, with x-ray printouts clipped to the end of their beds; a few were groaning in pain and, post-op, needed nothing more than pain meds, which were in short supply. Most still wore clothes they’d been wearing when the quake hit, though pieces had been sheared away to expose their injuries: a broken leg here, a crushed arm there. Many had multiple fractures, and some had already undergone amputations. Family members often hung close to patients, doubling the number inside the small tent.


A group of nurses from Boston, sweating in the close heat, managed to keep things together—even though they didn’t speak a word of Creole. These nurses were among the unsung heroes of the first weeks after the quake. Occasionally a surgeon—in this tent almost always an American—would come to check on a patient with whom he or she could not converse but whose life could be, and often was, saved by surgery. A few Haitian nurses’ aides were working in the tent, but they spoke no more English than the patients did. We were lucky enough to have a few young but experienced Harvard doctors—one, in addition to Claire Pierre, was an American internist, Evan Lyon—who spoke fluent Creole and performed superhuman feats of translating inside and outside the tents, while also providing medical care.


I watched my former trainees (and there were many others, Haitian and American) with pride and gratitude. Claire could not be dissuaded from working twenty hours a day, taking no time to mourn the loss of many lifelong friends or the fact that her mother’s home had been flattened, taking with it nearly every memento of her childhood. Evan stuck close to Lassègue, trying to help manage the influx of volunteers, some of them prickly, while nursing his own grief. (After a dozen years with Partners In Health, he’d lost friends, too.)


Claire and Evan were soon joined by a handful of medical residents from Boston, one of them Haitian-American and all of them willing to work on the logistics of connecting the disparate worlds of the patients, Haitian providers (from homeless, hungry medical students to returning nurses), volunteers, and even the military. The U.S. Air Force 1st Special Operations Wing took over coordination of the airport within days of the quake; working with them afforded the only means by which we could airlift patients to the ship or other remote sites.6


It was, for all of us, an entirely unprecedented circumstance. We were never sure what to do and were left with doubts about “disaster-relief expertise,” even when those we encountered proclaimed surety. We wanted to be rescued by expertise, but we never were—this was the long, hard lesson of the quake.
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To give readers a sense of what it was like in those first few days after the quake, at least for some of the doctors and nurses and patients, let me describe the events of a single afternoon and evening at the General Hospital. At least I believe it was a single night, a very long one, although none of us were taking notes. My guess is that it was day eight after the quake, because the Comfort was steaming into port and tents dotted the hospital grounds. These tents—a Red Cross tent, a Dartmouth tent, a Médecins Sans Frontières tent, and on and on—were at times like fractious federations. (There were even Scientologists in bright yellow t-shirts, though I didn’t know how to explain to my Haitian colleagues what they were doing because I hadn’t a clue what it was.)


In one tent, I spied a Haitian doctor standing anxiously over a thirty-four-year-old man who thought he’d escaped serious injury when his parents’ house collapsed around him but now presented in respiratory distress. He looked whole but was gasping for breath. I was surprised when he addressed me by name and in English: “Dr. Paul, I know you from Cange. Help me, please. I can’t breathe!”7 This was the first and only time a patient there addressed me in English, and I immediately recognized him as the son of an acquaintance from Port-au-Prince. I had stayed many times with my closest Haitian friends, Father Fritz and Yolande “Mamito” Lafontant, in a house across the street from the one the patient’s father was building in a neighborhood called Christ-Roi. (Mamito and Father Fritz had taken me in as a volunteer in 1983 and would later help found Zanmi Lasante and Partners In Health.) Much of the area, including the young man’s large stone-and-cement house, had been leveled by the quake, while the Lafontants’s house, though damaged, was still standing.


“How are you? What happened?” (I responded in Creole, not wishing to burden the man with a language that his wife, standing by his side, did not understand and which he spoke imperfectly even when not short of breath.)


His story came tumbling out in shreds: part of a wall had fallen on his legs; it took him an hour to free himself, but he was soon up and helping others in the neighborhood. “I felt okay,” he said, “but my right leg hurt.” He touched his right thigh. “It was only three days later that I suddenly couldn’t breathe.” The gasping itself was unnerving; his oxygen-saturation level suggested he should not be able to speak at all. I asked one of the Boston nurses, from Children’s Hospital, to give him morphine, which pretty reliably eases such respiratory distress. What we really needed was to get him transferred to the Comfort and hooked up to mechanical ventilation—a “breathing machine,” a procedure that would have been step one in a properly equipped hospital—while we tried to figure out what was wrong with him. But it was almost dark when he arrived, and the choppers needed to get him there were grounded for the night.


A physical exam revealed a high fever and minor abrasions on his legs. (Even these can be portals of entry for infection.) He’d been treated with antibiotics in another facility—the General Hospital was the third one in which he’d sought care—but an x-ray suggested severe pneumonia. We gave him a broad-spectrum antibiotic, and tried to treat him for blood clots that might have traveled from the large veins in his legs to his lungs. But we didn’t have the right formulation of blood thinner on hand.


In minutes, the morphine kicked in and he was feeling well enough to ask, in one of his first complete sentences, for something to eat. His oxygen-saturation reading had improved some, but we still wanted him out of the tent and onto the Comfort as soon as possible. Although the morphine was responsible for his improvement, it wouldn’t last long, nor would it treat his problems at their root. Fearing he wouldn’t survive the night without mechanical ventilation, Evan and others tried to line him up for transfer.


We had many other patients to see that night. A slight elderly woman at the other end of the tent was wracked by the spasms of tetanus—the first of many cases we would see that week and the next. White-haired and weighing about ninety pounds, she had tears rolling down her cheeks. Every few minutes she would go rigid with potentially bone-breaking and suffocating spasms. The slightest stimulus triggered them; she needed to be in a dark, quiet room. But that would move her far away from medical care because, with frequent aftershocks shaking the foundations of the hospital, no one wanted to work inside.


At one point, I ducked outside for a breath of fresh air, and saw a young woman, perhaps twenty-five, lying on a stretcher outside, all alone in the pitch dark. Had she died? No, she was breathing and warm to the touch. I said hello and asked how she was feeling; she raised her hand and said, simply, “I think my legs are broken.” I looked at an x-ray that had been tucked under her feet: both of her femurs were fractured high up, near the pelvis. I asked if she’d received anything for her pain; she had not. She had no family present—that was clear. She feared that her parents and infant daughter had perished. “The roof fell on us,” she said and began to weep quietly. The best feeling I had during that wretched evening was bringing her pain medications, which soon led to what might have been her first sleep in days.8 Her orthopedic injuries could be repaired, but as far as the emotional ones, who knew?


On one of those first days, Ophelia Dahl, the director of Partners In Health, had come down in a plane full of supplies and surgeons. She had also been working in Haiti since 1983, and it had changed her life as it changed mine. She was at the General Hospital that night, if memory serves. “Why aren’t there more pain meds?” was one of her first questions. She was headed up to central Haiti to check on our teams there but was spending the night in the city. Ophelia and I were surveying the spectacle in the hospital—the misery and the pain, but also the mercy and compassion—and thinking the same thing: why Haiti?9


As would be the case on many evenings, we had no shortage of work and no reason to leave, except if we didn’t we would be exhausted and useless the next day. I tried to corral my coworkers into rest. It was almost midnight, and we’d made some progress: we’d secured for the young man in respiratory distress the promise of a transfer to the Comfort by helicopter at daybreak; the old woman with tetanus had received antibiotics and heavy doses of diazepam (she would make it, I thought, if she didn’t require mechanical ventilation); a number of patients with major trauma were now, like the young woman alone in the dark, resting thanks to pain meds.


As we prepared to leave, I heard an argument breaking out in English. A couple of Haitian-American doctors were yelling at some incredulous American surgeons. They were clashing over control of the operating rooms, which had never attracted much interest during all the years that poor Haitians in need of surgical interventions died unattended, even in this hospital of last resort.10 One of the surgeons seemed to want me to referee the argument, but although there was much to say, it seemed the very worst place and time to say it. No one had energy to mediate disputes. So I hid in Claire’s mother’s car, waiting for Ophelia, Evan, and the others, until we finally left the hospital for houses further up the hill, away from the worst damage. We were spent. As our car climbed through a wrecked and darkened neighborhood, a dog darted in front of us and we heard a thud. No one said a word.


Most of my colleagues were staying with Claire’s extended family. (Her godmother had taken in scores of volunteers and newly homeless family members, including Claire’s mother.) But I headed back to the wooden (and thus safer) house of close friends in Pétionville, arriving shortly after midnight. They lived far above the heat and odor of the vast, blacked-out city below. My host Maryse had even put flowers in my room, as she always did. There was a bottle of water by my bed and, aside from the white noise of a whirring fan, blessed silence.


But I couldn’t sleep. In the dim reaches of misery, insomnia is a constant companion, especially when twenty-first-century people die of nineteenth-century afflictions—minor injuries and simple fractures as well as pneumonia, tuberculosis, and other infections, such as tetanus, preventable with a vaccine available for pennies. I was pursued by the sights and smells and sounds of the day: the unrelieved pain; patients and doctors sprinting outside during an aftershock; the young man in respiratory distress (Had we given him everything that might tide him over until he reached the ship? If only we had more blood thinners and the right lab equipment!); the arguments and competition between different dispensers of “disaster relief” over the privilege of looking after people who had long been neglected; the grief of my former students (among the most competent of the lot, but they too were spent); the solidity of the hospital’s Haitian leadership; the unrelieved pain (Why didn’t we have, at the very least, more analgesia for those with awful trauma?); and pervading all, the charnel-house odor from the morgue and under the rubble. I tried especially to forget the morgue. But counting sheep kept turning into the grim process of counting the dead. I even thought of the hapless dog. The image of the man who couldn’t breathe was still with me as dawn approached. (Had he survived the night? Surely the floating hospital could save him?)


Hanging on to this hope, I fell into a deep sleep. But after just an hour or so, I was shaken alert by a large aftershock. The wood of the house strained and creaked; the paintings in the room tilted; the water bottle at my bedside started to tremble. My host yelled for us to “get out of the house right now!” The sun was coming up, and I watched impassively as the water bottle fell to the floor. I heard those in the house scrambling to get out, and saw, in my mind’s eye, the crushed limbs of people trapped in countless other houses during the quake. I knew I should move and thought of my children, who had spent the recent holidays in Haiti but, by the grace of God, had been spared the fate of so many a few days after they left. It would have been prudent to bolt down the stairs and into the street.


But I didn’t move a leaden muscle and did not wake again until the sun was high in the sky.





2.
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PRAXIS AND POLICY


The Years before the Quake


Although many of those who came to Haiti right after the quake claimed to have expertise in disaster relief, there was ample reason for skepticism. From the beginning, we struggled to help the injured and otherwise afflicted, but it wasn’t always clear what needed to be done. We continued in this emergency mode for days, furnishing direct care to the injured and displaced, while trying to make (or help others make) decisions about the coordination and delivery of services. This tension was everywhere: on the one hand, a particular injured or sick person, but on the other, decisions about shelter or clinical services for hundreds of thousands of displaced people. Most of the policy decisions were, of course, not being made by physicians. But never before had my medical colleagues been pushed to think harder about challenges so far removed from clinical care.


In many ways, however, this tension—between serving those right in front of you and seeking to reduce the longer-term risk of others ending up in front of you—has been the chief tension of my work for years. This tension has animated the work of my students, trainees, and coworkers, too, because poverty and inequality are the drivers of most of the diseases and misfortunes we see. Even an earthquake is not only a “natural” disaster, just as the destructiveness of Hurricane Katrina and the storms that struck Haiti in 2004 and 2008 were influenced by many factors besides weather. These events reveal the social roots of disaster.1 It’s an undisputed fact that, even before the quake, Haiti, Latin America’s first independent nation, was plagued by political, economic, and ecological fragilities. Part of this book’s project is to examine how Haiti and its institutions became so weak: to lay out the history of the chronic ailment. The other main topic of this book—beyond an account of the quake—is this tension between praxis and policy: the struggle between direct service, which is what doctors are supposed to provide, and policy, which is what politicians and legislators are supposed to formulate with, in theory, the guidance of the citizenry they represent.


For years, I’d sought to face this challenge through direct service to the poor—especially those affected by infectious diseases—and, as a professor at Harvard Medical School, by writing and teaching about the large-scale forces that shape vulnerability to suffering and premature death. This dual mandate is, as I’ve said, a fact of life for my students, trainees, and for all my colleagues at Partners In Health. We work in a dozen nations—including the United States—where the poor suffer disproportionately. During my first decade in Haiti, I mostly left policy alone, except to critique it. In books and articles, my colleagues and I sought to bridge the gap between service and policy or at least to help inform policy discussions. But writing for an academic audience is not the same as sitting through policy meetings and diplomatic conferences. Academic physicians, including those in the field now called social medicine, would be hard-pressed to show concrete ways in which research and writing shape health policy or lead to improved implementation of services.


Health care does not exist in a separate universe from politics. Fiscal policy, infrastructure, wages, taxation—all affect the practice of medicine, and we learned, over the years, that seeking to improve health policy was one of the best ways to defend the modest gains we’d achieved for our patients. This effort to link praxis and policy started at the local level. For example, our work with Haiti’s national tuberculosis and AIDS programs in the late eighties began in a handful of towns and districts. A few years later, thanks in large part to Dr. Jim Kim, another founder of Partners In Health and then also a Harvard faculty member, and to Dr. Jaime Bayona, a Peruvian colleague, we became more engaged in international health policy debates about tuberculosis, including the more difficult-to-treat forms of drug-resistant tuberculosis. “Difficult-to-treat” did not mean “untreatable,” we argued, again and again, in meetings and in obscure medical journals.2 Unlike many in the international agencies we sought to persuade, we had direct clinical experience treating patients with drug-resistant tuberculosis, and we could claim some degree of authority thanks to high cure rates in Haiti and Peru.


These debates led us to Russia, which was facing epidemics of drug-resistant tuberculosis, as the United States had faced a few years prior. In Russia and elsewhere in the former Soviet Union, these epidemics were large and were proving especially deadly inside prisons.3 The financier-philanthropist George Soros had donated more than twelve million dollars to provide tuberculosis care in Russian prisons. He’d asked our team to help because conventional treatment approaches were failing to cure patients with drug-resistant strains. But the program as conceived still did not have enough financing for second-line medications (needed to treat drug-resistant tuberculosis) or enhanced lab capacity, which would permit clinicians to discern which patients needed such drugs. When we asked Soros for more money, instead of saying yes, as we expected, he said no. It would be a mistake, he explained, to let governments off the hook.


It was this work (and Soros himself) that led me in the 1990s to visit the White House, where Hillary Clinton became a patron of our efforts to raise the standard of tuberculosis care in Russian prisons and elsewhere. (TB was not a regional epidemic, but a global threat.) She soon also became a friend and mentor. Over the next decade I saw firsthand how high-level policy interventions could open up new—and sometimes vast—possibilities for improved delivery of services to the poor and marginalized. In one prison in western Siberia, we worked with the Russian Ministry of Justice, to bring case-fatality rates from 26 percent (more than a quarter of those on treatment died) to close to zero within two years.4 The drugs were expensive, but they worked, and better planning and pooled procurement would drive costs down further. In its first year of operation, the Gates Foundation supported an ambitious program to scale up these complex interventions in Peru while also augmenting efforts in Russia.


The tuberculosis pandemic was one complex health problem among many, and neither Russia’s prisons nor Lima’s slums were the world’s poorest settings. Other epidemics were spreading in Africa, even as science gave us new tools to fight them. By the close of the millennium, it was obvious that we needed a radically different approach to the health problems of the poor. Existing models were premised on the idea that public health and medicine should be cheap. But these anemic approaches wouldn’t do much to lessen the burden of disease on the poor. Those on the front lines encountered millions with AIDS and tuberculosis and malaria, and also every imaginable cancer and noncommunicable disease. Because these patients were poor before they became sick, we needed something other than fee-for-service models. We also needed heavy investments in infrastructure, training, and direct services, especially for the bottom billion—the poorest and most marginalized. Implementation was the biggest challenge—and figuring out how to finance it.


AIDS was not only the leading cause of adult death in many of the places we worked; by the year 2000, it surpassed tuberculosis as the world’s leading infectious killer. As we showed in central Haiti, effective diagnostics and therapeutics for AIDS could be delivered to even the most destitute sick with the help of community health workers.5 But few seemed interested in funding AIDS care in poor countries. Policy debates pitted prevention against care—as if these were competing priorities rather than complementary ones—and many thought doing both would be too expensive. Partners In Health had been able to finance AIDS treatment in central Haiti because of the generosity of people such as Tom White, a Boston contractor who had given us millions of dollars over the years. But dependence on angel investors wasn’t going to save millions of lives in Africa, much less integrate prevention and care and strengthen weak health systems. “You need billions, not millions, of dollars,” Jeff Sachs, a development economist and colleague at Harvard, observed.6


In December 2000, Sachs and his wife, Sonia, a pediatrician, came to central Haiti to meet some of our AIDS patients, most of whom were flourishing with the help of antiretroviral drugs—the very drugs that many health policy experts argued were too difficult to administer in such poverty-stricken settings. On the spot, Sachs promised to work with the United Nations and several governments to create new funding mechanisms to respond to AIDS, tuberculosis, and malaria, three diseases that by 2001 were claiming six million lives a year. He kept his promise. I was lucky enough to travel to New York with the Haitian delegation, led by another health advocate, First Lady Mildred Aristide, to the first UN general assembly on AIDS. We collectively pushed for new resources to respond to what was then a fairly new and now global threat. A group of Harvard faculty also published a consensus statement arguing that AIDS care and prevention needed to be integrated in the settings hardest hit by the disease.7


A year later, with the help of Sachs and many others, including heroic AIDS activists, the Global Fund to Fight AIDS, Tuberculosis, and Malaria was born. One of the Global Fund’s first major grants went towards AIDS programs in Haiti. That same year, a group of physicians lobbied the new U.S. administration to pursue the same agenda, and before long, George W. Bush launched the U.S. President’s Emergency Plan for AIDS Relief. Together, these two programs brought billions of dollars to bear on the neglected diseases of the poor, and saved—no exaggeration—millions of lives. We believed that these disease-specific programs could, if designed properly, be used to strengthen health systems generally, as they had done in central Haiti.8 Jim Kim left Harvard for the World Health Organization to pursue this vision—bringing better medical services to the world’s bottom billion—on the level of global policy. (Jim later became president of Dartmouth College and was responsible for Dartmouth’s significant presence in Haiti in the first weeks after the quake.)


It was during these years, when I was shuttling between Haiti and Harvard, that President Clinton launched the Clinton Health Access Initiative (CHAI) and became another mentor and colleague. At an AIDS meeting in Barcelona in the summer of 2002, he made plans to come to Haiti and encouraged us to work in Rwanda. “You watch,” he predicted then, “Rwanda will become a model of smart development.” Shortly thereafter, Ira Magaziner, the other driving force behind CHAI, also visited AIDS patients—many of whom had to all intents and purposes risen from the dead after receiving the right treatment—and facilities in central Haiti.


By 2003, when President Clinton arrived to announce his foundation’s intention to help out in Haiti, we were ready to extend our work throughout the center of the country. Indeed, we’d already started and had a crackerjack Haitian team led by Fernet Léandre, Maxi Raymonwille, Loune Viaud, and many others. It was about that time that Louise Ivers, David Walton, Evan Lyon, and Joia Mukherjee, introduced earlier, joined the Haiti team to scale up our efforts within the public sector health system. With support from the Global Fund, we designed our effort to help not only AIDS patients but all patients, and to focus on prevention at the same time. The idea was to work in public facilities (such as the General Hospital, which is where Clinton made his announcement), rather than competing with or supplanting them. The Haitian government was squarely behind the plan. I was as enthusiastic as I’d ever been about linking direct service to training (at Harvard and in Haiti) and research that might inform health policy.


We’d also launched, with Cuban colleagues and the Aristide Foundation, a new medical school that would focus on improving the health of the Haitian poor, especially in rural areas.9 (The great majority of Haiti’s health professionals worked in Port-au-Prince.) We were set for a good decade, I thought, and so did our students and trainees at Brigham and Women’s Hospital (the Harvard hospital where I trained and where we’d launched training programs for young doctors committed to global health).


But then came the February 2004 coup in Haiti, which further weakened the public health infrastructure.10 Haiti’s president and his wife, our staunchest advocates in the fight against AIDS, were spirited away to the Central African Republic in a way that resembled nothing so much as the “extraordinary renditions” of suspected terrorists described in the popular press. Haiti’s elected government was replaced by a group of unelected officials (unelected by Haitians, in any case), and the Prime Minister, Yvon Neptune, was tossed in jail without charges. It was a dispiriting time, in large part because of the lies and distortions that figured prominently in many official policies, including some of my own country.


Although the Global Fund efforts went forward, the Clinton Foundation declined to work in Haiti under the régime installed after the coup (an honorable gesture, which made absolutely no impression on the de factos, as they were called). Instead, the Clinton Foundation urged Partners In Health to launch a major rural health initiative in Rwanda with the national government’s health authorities. I’d visited Rwanda before and admired its governance, born of horrible circumstances and still subject, at the time, to legitimate critique and negative propaganda (some of which came from France, some from surviving architects of the 1994 genocide, but also some from more credible voices in human rights circles). In the fall of 2004, we made a long-term commitment to begin a comprehensive rural health initiative in Rwanda.


From 2005 on, we continued to expand our work in the public hospitals across central Haiti, while some of us, including leadership from our Haiti team and Harvard Brigham colleagues, began setting up shop in southeastern Rwanda. We were first dispatched to a long-abandoned hospital in an area of former national parklands where as many as 60 percent of the population had been displaced, at one point or another.


It was satisfying work. By the summer of 2008, it was easy to see the power of good public health governance when linked to funding and to decent implementation capacity. Working with the Rwandan Ministry of Health (which had also received support from the Global Fund) and the Clinton Foundation, Partners In Health recruited and trained two thousand health workers, rehabbed a dozen clinics, rebuilt two hospitals, and broke ground on a third. (We’d been sent to three of the four districts in Rwanda that lacked any working district hospital; the country has thirty districts.) If the work remained on track, we would soon be serving as large a population in Rwanda as we served in Haiti, where the effort had taken two decades.


But Haiti exerted a hold over us all, and we felt it more sharply in times of trouble. The country had known plenty of troubles, even compared to Rwanda, and the situation was about to get worse. During these years, I flew between Haiti, Harvard, and Rwanda, and my family moved to Rwanda’s famously spotless capital city of Kigali in 2006. Kigali was in many ways the mirror opposite of Port-au-Prince. Although Haiti’s capital in 2007 was no longer being termed “the kidnapping capital of the world,” as it had the year before, progress there was slow.11 Haiti was disheveled and disorderly and unsafe. The de facto government had been replaced by one led by René Préval, Aristide’s former prime minister, but his government was unable to find firm footing. In April 2008, a worldwide spike in food prices (which had almost nothing to do with Haitian policies and more to do with biofuels and U.S. and European agricultural subsidies), commodity speculation, and lopsided trade policies, led to riots throughout Haiti; attacks on UN peacekeepers stationed there resulted in several deaths, most of them Haitian. Yet another government collapsed, and for months the country had no prime minister because the Haitian parliament refused to ratify the proposed successor, Michèle Pierre-Louis, an economist who had worked on education initiatives and headed up George Soros’s foundation in Haiti.


The riots and political impasse had shaken the eight-thousand-strong UN establishment in Haiti. Leadership in the local UN offices and in New York pushed for a shift of focus, from peacekeeping and policing to what some called “human security”—decent jobs, food security, education, access to clean water, and medical care. From Rwanda, where we’d experienced the effect of that country’s commitment to development and human security, we cheered this shift.


Late August of 2008 found many of us in Rwanda, when, during a visit from President Clinton for the groundbreaking of a new hospital, we got more bad news from Haiti. Another hurricane (on the heels of two before it) had struck northwest Haiti and Cuba with great loss of life in Haiti (but almost none in Cuba, which had evacuated more than a million citizens from harm’s way).12 Haiti’s third largest city, Gonaïves, was under several feet of water. I headed back there and, on September 6, hours after returning from the drowned city, drafted a letter to our supporters. I’ll quote it at length because the sentiment that “Partners In Health is not a relief organization, but we’ll do whatever we can to help” would prove relevant again only fifteen months later. So too would our understanding of the sharp limitations on Haitian officials who lacked the resources to respond to such circumstances. Here is the letter as it was posted:


I am writing from Mirebalais, the place where our organization was born, having just returned from Gonaïves—perhaps the city hit hardest by Hurricane Hanna, which, hard on the heels of Fay and Gustav, drenched the deforested mountains of Haiti and led to massive flooding and mudslides in northern and central Haiti. A friend of mine said this morning: “I am 61 years old, born and raised in Hinche. I have never seen it under water.” Gonaïves, with 300,000 souls, is in far worse shape, as you’ll see from the other pictures I append. The floodwaters in Hinche are dropping, but as of 5 P.M. last night, when we left Gonaïves, the city was still under water. And hurricanes Ike and Josephine are heading this way as I write.


Everyone copied on this note has already heard, most probably directly from PIH, about these storms and their impact on Haiti. I apologize for writing again and for asking my own colleagues and friends to consider sending more resources—we need food, water, clothes, and, especially, cash (which can be converted into all of the above)—so that Zanmi Lasante, and thus all of us, can do our part to save lives and preserve human dignity.


The need is of course enormous. After twenty-five years spent working in Haiti and having grown up in Florida, I can honestly say that I have never seen anything as painful as what I just witnessed in Gonaïves—except in that very same city, four years ago. Again, you know that 2004 was an especially brutal year, and those who work with Partners In Health know why: the coup in Haiti and what would become Hurricane Jeanne. Everyone knows that Katrina killed 1,500 in New Orleans and on the Gulf Coast, but very few outside of our circles know that what was then Tropical Storm Jeanne, which did not even make landfall in Haiti, killed an estimated 2,000 in Gonaïves alone. . . .


We’re faced with another round of death and obliteration. Haiti’s naked mountains promise many more unnatural disasters. We know that a massive reforestation program and public works to keep cities safer are what’s needed in the medium and long term. But there’s a lot we can do in the short term to help out with disaster relief.


None of us regard Partners In Health as a disaster-relief organization. Together, we’ve built Partners In Health—meaning the network of locally directed organizations working in ten countries—to serve a different cause. We wanted to attack poverty and inequality and bring the fruits of modernity—health care, education, et cetera—to people marginalized by adverse social forces. It seemed likely, as reports came in this week, that many other institutions and organizations would be far better able to respond to the aftereffects of storms and floods. I’d been told, as the American Airlines flight passed over flooded Gonaïves, that the city was cut off from outside help, but even as I heard this, I knew that our own colleagues were there, volunteering what meager resources we had on hand, and a few hours later I was there, too. I was hoping that we’d find that the city was receiving the expert attention of organizations trained to do disaster relief. So imagine my surprise, yesterday, when I discovered that very little in the way of help had reached Gonaïves or the other flooded towns along the coast.


Although it’s not true that Gonaïves cannot be reached by vehicle, it is true that the city center is still under water, and that the road into the city is well and truly flooded. Between Pont Sondé—the only way to the coast (since the major bridge between Port-au-Prince and Gonaïves is out, as is that to the north)—and the flooded city, we saw not a single first-aid station or proper temporary shelter. We saw, rather, people stranded on the tops of their houses or wading through waist-deep water; we saw thousands in an on-foot exodus south towards Saint-Marc.


We saw a couple of UN tanks rolling through the muddy water over these streets, some Cuban doctors, and two Red Cross vehicles (one of them stuck in mud at least 10 miles from the city), and heard and saw helicopters overhead. But for the most part the streets were full of debris, upside-down vehicles, and dazed residents looking to get out before the next rains. Our friend Deo from Burundi was there and said it reminded him of nothing so much as what he’d seen there, and in Rwanda, at the time of the genocide in 1994—long lines of people carrying little more than their children, goats, and balancing sodden bags and suitcases on their heads.


A speedy, determined relief effort could save the lives of tens of thousands of Haitians in Gonaïves and all along the flooded coast. The people of that city and others have been stranded without food or water or shelter for three days and it’s simply not true that they cannot be reached. When I called to say as much to friends working with the U.S. government and with disaster-relief organizations based in Port-au-Prince, it became clear that, as of yesterday, there’s not a lot of accurate information leaving Gonaïves, although estimates of hundreds of deaths are not hyperbolic. We had no cell phone coverage there and had to wait until last night to call people in Port-au-Prince. One sympathetic American friend, following up on our distress calls about the lack of relief, told me this morning the retort she’d heard from an expert employed by a UN-affiliated health organization: “Three days without water is nothing. People in southern Haiti affected by Gustav went ten days without water.”


No human can go ten days without water. Food, perhaps. But not water. So we can expect that the people you see in these photographs, which I took by borrowing the digital camera of a Zanmi Lasante employee from Gonaïves (whose family, like all those you see, lost everything), are at great risk of falling ill with water-borne illnesses. There is also a lot of dead livestock floating down the streets of the city. The stench is overwhelming.


We are familiar with a lot of the Haitian officials charged with responding to this tragedy, which is, agreed, widespread. They showed up in Gonaïves: the district health commissioner, who is from the city and felt lucky to have avoided drowning; the coordinator of the government’s disaster response; nurses and doctors we’ve known over the years. They are doing the best they can with scant supplies. They are tired, thirsty themselves, hoarse-throated. Even Haiti’s newly appointed Prime Minister, on her first day on the job, showed up this morning in Mirebalais, keeping a promise she made many months ago, long before she was directly involved in politics. She now has to install a new government, perhaps this afternoon, and respond to multiple disasters at once. These people, who are trying to help their fellow Haitians, deserve our help.13


I wrote this letter a few hours before Ike, the fourth storm, hit Haiti. Pierre-Louis’ first official visit was to the shabby Mirebalais hospital, which sat in a place everyone called lòt bò latem—“on the other side of the river.” The bridge connecting the town center to the hospital was also the span that connected central Haiti to the coast. A modest bit of infrastructure, the bridge was nonetheless a key artery. (Although there’s no reason that the new prime minister would pause to make such an observation any more than might any of those accustomed to crossing it.) But that night, as Hurricane Ike drenched central Haiti’s deforested mountains, a flash flood hit a UN base (home to a battalion of Nepalese peacekeepers) and swept scores of empty cargo containers into the river. The containers—with “UN” marked in huge black letters—struck the Mirebalais bridge with enough force to bring it down, and the Central Plateau was cut off from the coast for months. The only way to reach the hospital was in dugout canoes.


This letter became Partners In Health’s first online appeal. (The generous response to this letter would later be dwarfed by the heartening response to our appeals after the earthquake.) After returning to Harvard, I forwarded the Gonaïves letter to a number of current and former U.S. government officials. We heard back from several of them, including President Clinton, who called within hours of receiving the appeal. He underlined the need to link palliation of suffering—disaster relief—with strategy and longer-term investments to grow Haiti’s economy. To paraphrase his comments: “What can I do to help? We have to provide relief, but we need to focus on the big picture: Haitians need more and better jobs, and perhaps some of them could be in reforestation and public works, like during the American Depression.” Clinton called as I was about to begin a lecture at Harvard Medical School, and I thought, once again, about how disparate were the worlds we spanned: Haiti and Harvard, New York and rural Rwanda.


Clinton had been in northern Rwanda for a hospital’s groundbreaking. But while there (with his daughter Chelsea), it seemed he spent more time talking about Haiti than he did about our medical work in Africa. (By then, we were working together not only in Rwanda but also in Malawi and Lesotho.) After the hurricanes, we made plans to meet in Haiti and to travel to Gonaïves together within the next month or two.


With food riots, storms, the collapse of a shoddily built school full of kids,14 and an entire city and some of Haiti’s most fertile regions under water (which led, in part, to widespread hunger across the country), 2008 seemed apocalyptic. Few imagined that something much worse was in store.


[image: Image]


I was still trying to think and write and teach about health and development. Any doctor practicing in Haiti knew very well that the country’s refractory poverty, worsened each year by political instability, unfair trade policies, and environmental disasters, rendered our patients sick. In other words, large-scale forces beyond the traditional scope of clinical medicine were the chief drivers of illness and misfortune among the poor. The story was similar everywhere we worked, from Russia to Rwanda: our patients needed jobs. Most would have been happy with almost any kind of steady employment. The jobs we’d created over the years were mainly for community health workers. They had long been paid too little in part because of the social fiction, encouraged by influential economists and policy mandarins, that such workers should be unpaid “community health volunteers.” Development experts (themselves compensated) claimed it was not “sustainable” or cost-effective to pay community health workers.


For years, we’d encouraged medical students to listen to their patients. The more I listened to patients, the more I revised my views on the matter of jobs. In a book written almost two decades previously, I railed against the offshore assembly industry in Haiti, which, it had seemed then, did little more than exploit grotesque differentials in labor costs.15 In 1971, Eduardo Galeano noted “the wages Haiti requires by law belong in the department of science fiction,” and nothing that had happened there since changed my mind about the imperative of decent pay and better conditions for workers.16 But scores of Haitians were fleeing the depleted countryside, where we worked, for the Dominican Republic or the often-illusory promise of factory jobs in Port-au-Prince. Again, these forces, many of which originated far from Haitian soil, were beyond the control of those buffeted by them. President Clinton himself had publicly apologized for pushing legislation that undermined Haitian rice production: U.S. agricultural subsidies meant that Haitian farmers could not compete with U.S. agribusiness.17 Haiti, once the world’s leading exporter of sugar, was also now a net importer of subsidized sugar from the United States and elsewhere.


Haitian agriculture continued to be hammered by the forces of nature, by the punishingly unfair political economy (to use an old-school term), and by the simple fact that few young Haitians wanted to work in a sector that offered diminishing returns. Those who did want to farm had no access to credit, good seeds, fertilizer, or the tools of their trade. Addressing these problems required massive pro-poor investments in agriculture, which would do more to alleviate Haitian poverty than fifty thousand new assembly jobs. But did development need to be a competition for scarce resources when all other parts of the Haitian economy needed investments, too?


Deforestation was a case in point. Halting or reversing the steady disappearance of Haiti’s forests would reduce the risk of floods and avalanches and erosion but would require multiple interventions at once. Everyone knew, for example, that Haiti needed a new energy source, at least for cooking, that left the few remaining trees standing. Rural people felled trees to make charcoal, which they used for their own daily needs and sold as a cash crop. Alternative cooking energies wouldn’t solve the problem unless they truly became available to all and unless simultaneous investments were made in agriculture, food-processing plants, and fair trade.


Just after the fourth storm struck, I wrote in the Nation that progressives needed to spend more time thinking about how to expand the Haitian economy by improving conditions for smallholder farmers while creating new job opportunities in manufacturing and public works (and, of course, in health care and education). Allow me to cite the Nation essay at length as it shows why doctors who listen to their patients can find themselves far afield from clinical medicine, and why it’s important to understand Haiti’s history in seeking to make (to use medical jargon) a diagnosis and treatment plan. Because Haiti’s new prime minister took office on the day of the fourth storm, I started by referring to the challenges before her. These were rooted in Haiti’s history:


Pierre-Louis, an economist new to politics, knows that these disasters are not purely “natural.” She also knows that the rural poor cut down trees to make charcoal because they have no choice. Only alternative fuels and reforestation, linked with other public works, and thus jobs, can reverse Haiti’s deforestation. Jobs outside the agricultural sector are urgently needed if reforestation is to happen. This should make progressives slow to disparage new jobs in the tourist and apparel industries, dealt severe blows by the political unrest of the recent past.


That Haiti is a veritable graveyard of development projects has less to do with Haitian culture and more to do with the nation’s place in the world. The history that turned the world’s wealthiest slave colony into the hemisphere’s poorest country has been tough, in part because of a lack of respect for democracy both among Haiti’s small élite and in successive French and U.S. governments. During the first half of the nineteenth century, the United States simply refused to acknowledge Haiti’s existence. In the latter half, gunboats pre-empted diplomacy. And in 1915 U.S. Marines began a twenty-year military occupation and formed the modern Haitian army (whose only target has been the Haitian people). After the fall of Duvalier in 1986, Washington continued to support unelected, mainly military, governments. Indeed, it was not until after 1990, when Haiti had its first democratic elections, that assistance to the government was cut back and finally cut off. The decay of the public sector—through aid cutoffs and neoliberal policies—is one of the chief reasons Haiti, unlike neighboring Cuba, is unable to respond to hurricanes with effective relief.


Haiti needs and deserves a modern Marshall Plan that rebuilds public institutions and creates jobs outside of the worn-down agricultural sector. Without one, it will have a hard time surviving the hurricane season. And next year will be worse.18


It was an easy prophesy: next year would be much worse. Through Zanmi Lasante, Partners In Health had created thousands of jobs in health care and education, and quite a few in construction, but we worried that they were not generative enough. What would a Marshall Plan for Haiti look like? Again, the agricultural sector needed massive investments to make farming more remunerative. Reforestation efforts also needed to be linked to real incentives for Haiti’s smallholders. But what else deserved more support? Something in light industry, outside the perilously crowded and fragile capital city? What about fish farming? Support of women entrepreneurs? We turned to a small group of Partners In Health supporters with business experience and challenged them to launch a project called “1,000 Jobs for Haiti.” With their help, we created many pro-poor jobs in central Haiti.


But Haiti needed millions, not thousands, of decent jobs, and this meant intervening at a policy level. When Hillary Clinton accepted the job of Secretary of State, in January 2009, I was faced with an entirely new dilemma: should I join the government and work with her full-time on development issues? Red flags came up as I contemplated the role. Some of the people I conferred with raised doubts about my working full-time on policy. Others suggested that my work for Partners In Health, for which I’d always been a volunteer, might be seen as a conflict of interest rather than relevant experience. Even more troubling was another open question: Would I have to give up clinical medicine and teaching? I would surely have to give up a certain freedom of expression in a highly partisan environment that was unpleasant for the conflict-averse. I couldn’t imagine a life without clinical work, teaching, and writing whatever I felt was right; nor could I imagine a life without volunteer work for the destitute sick. Harvard Medical School had given me that freedom, and for perhaps the first time in my life I understood what a gift it was to be in academic medicine.


It was at this time, as I struggled with a decision that had been made public against my will,19 that President Clinton accepted the honorary post of UN Special Envoy for Haiti. He knew how anxious I was about failing to be the sort of effective bureaucrat that our government and the development enterprise deserved. He asked me to be his deputy at the United Nations, which had a huge, largely military, presence in Haiti. I would share the rank of UN undersecretary-general; each of us would be paid a dollar a year. This meant I would not have to give up my teaching and clinical work but might still have a voice in policy discussions about Haiti. I sought the approval of the dean of Harvard Medical School, who offered it without reservation. “You are linking research and training to service, and you involve your students and trainees,” he told me in August 2009. “That’s what global health needs to be about.” My chief at Brigham and Women’s Hospital was supportive for the same reasons.


Jeff Sachs helped me try to recruit Garry Conille, a Haitian physician schooled in the ways of the UN, to head the team. But Conille was otherwise occupied, the UN told us. I insisted on bringing Haitians onto the team—none had been proposed—and colleagues at Partners In Health and the Clinton Foundation, led by Laura Graham, Clinton’s current Chief of Staff. Graham was a force of nature: she invested uncountable hours in every issue she worked on. The bureaucratic challenges in this arena were significant, but a young Egyptian journalist, Jéhane Sedky, who had worked with Clinton in his previous role as Special Envoy after the 2004 tsunami, knew the ropes; she helped Jennie Block, a theologian and friend, and me pull together a team to help Clinton stand with Haiti. Our focus would be to “build back better” from the 2008 storms by pushing for long-term investments in sustainable development. We also sought to address sharp deficits in public health and public education. Foreign assistance needed to be built back better, too, and our little team shared another aspiration: to move the focus from military assistance to development assistance, from security to human security, towards freedom from want.


Three weeks later, I made my first trip to Haiti as a diplomat. Such travel was an experience familiar to President Clinton, but was, after hundreds of trips to Haiti, new to me. I moved about in an armored car and in a motorcade; I had a bodyguard (a Haitian-American policeman from Atlanta, who politely termed himself “a personal protection agent”). Clinton counseled me to focus on two broad agendas: the medical and public health issues I knew best but also the economic issues that influenced who got sick and who did not. I later learned that my trip had merited press coverage in the Miami Herald:


A prominent Harvard doctor and Haiti advocate completed his first visit to the Caribbean nation Tuesday in his new capacity as the United Nations’ deputy Special Envoy.


Paul Farmer made the five-day visit as part of a follow-up trip that UN Special Envoy Bill Clinton made last month to Haiti, which suffered extensively last year because of back-to-back storms, food riots and a nearly five-month political crisis. The trip’s goal: gauge how best to support the Haitian government in its national recovery plan.


During his visit, Farmer met with Haitian President René Préval and Prime Minister Michèle Pierre-Louis and other government officials, as well as with business leaders and representatives from the UN and nongovernmental organizations. Farmer also visited the Central Plateau region and Cap Haïtien, Haiti’s second largest city, where he met with local leaders and tourism officials.20


This all sounded good, and I believed in the mission. Haiti had a terrible reputation internationally for dozens of reasons, most of them wrong. But it wasn’t possible to claim that anti-Haitian propaganda was based purely on fantasy. After the public meetings mentioned in the press, I dragged the UN security team to visit the widow of a friend and colleague. Our lead surgeon, Dr. Josué Augustin, had been murdered in Hinche on August 31. (Although I struggled to believe it was murder, and not an accident, what meager forensic evidence we had was clear enough.) It was impossible to begin a cheerleading campaign for Haiti as a safe place to invest when a protégé had been killed that same week. I wrote a eulogy for Josué:


All of us are still reeling from the loss of Josué Augustin, whom we have known as student, intern, resident, colleague, and friend. Above all, we knew him as Dr. Josué, a level-headed and thoughtful surgeon and the driving force behind our collective efforts to make sure that surgery did not remain the “neglected stepchild” of our work in Haiti. Josué combined a rigorous pragmatism with a broad vision of what could be done to improve complex medical services, and surgery especially, in settings in which such endeavors are too often dismissed as impractical, not cost-effective, or even (absurdly enough) unnecessary. What this meant in terms of everyday practice was that he was there to round on patients, to scrub in, to organize a team of people (many of them from rural Haiti, others from far away) to provide care to those who would otherwise not have it. What this meant in terms of his own agenda was that he was always willing to engage people from all over the world (and especially from the United States and Cuba) who believed in his mission. It meant he was willing to go to where the pathology was, whether that meant Cange, Boucan Carré, Saint-Marc, Belladères, Petite Rivière de l’Artibonite, Lascahobas, or Hinche, where he was taken from us, and from his family and patients, just last week. What this means for us, beyond our grief, is that we must fight hard to make sure that Josué’s vision of equitable surgical services for the poor is one that remains front and center, not just in Haiti but in those other regions, regions full of people in need, too readily written off as unsuitable for surgery. We honor Josué by making sure that such an important mission outlives him or any other one person.
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