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 MEDECINS DU MONDE INTERNATIONAL

Médecins du Monde has been involved in emergency and development missions inside and outside of France for 20 years now.

These have been 20 years during which the association has carried out programmes to help and to assist persons weakened by war, sickness, and economic or political oppression.  Among them, it is the women and children who are the most vulnerable everywhere: high-risk pregnancies, difficult access to health care, social and cultural pressure, the lack of health education, domestic and social violence, restrictions on their freedom, prostitution … everywhere the Médecins du Monde teams find themselves having to cope with a reality which is unacceptable at this beginning of a millenium.

Maternal health, the fight against AIDS, emergency missions in wartime … so many programmes carried out by Médecins du Monde and which affect women very particularly.  On each occasion,  women’s health is tackled overall, going beyond the purely medical, taking the social, economic, cultural and family context into account. Our aim may indeed be to improve access to health services and the quality of health care and information, but it is also to promote the real participation of women in decision-making and respect for their rights.

Since women are also vectors of the social nexus, of solidarity, we wanted them to bear witness.  From expatriate women to members of the local teams, and including women who attend the missions, these pages will give you their testimony, the stories of lives, of suffering, of encounters.

We wanted this dossier to make you want to meet these women, to find out about their situation and the response, partial, it is true but still necessary, that the Médecins du Monde teams try to provide.  To help the advent of that day when women, at long last, cease to be invisible victims.

Women and maternal health
In the developing countries, it is women who are the most exposed to poverty and to the lack of access to health care.  Illiteracy, early marriages, a high fertility rate, running their households … so many factors which relegate women to the rank of a breeder, without a word to say in decisions concerning their health choices.  The victims of a lower social status, women are also more vulnerable to sickness.  In those countries that already suffer from a lack of medical centres and staff, any pregnancy or childbirth may well become a tragedy. Maternal mortality is fifteen times higher in the developing than in the industrialised countries.

Médecins du Monde has established maternal health programmes in many countries.  The aim of this action is to improve women’s health and to reduce pregnancy- and childbirth-linked risk by better access to health care, particularly gynaecological and obstetric care.  Based on a wide participation of the community, these programmes also endeavour to disseminate messages on prevention and health education, to train health workers so as to increase women’s participation and provide them with the means to gain a greater control over their lives and their health.

AFGHANISTAN

Statistics

-     Maternal mortality: 1,700 per 100,000 births

· Average number of children per woman: 7

· Infant mortality: 152 per 1,000 live births

· Women’s literacy rate: 10%

· Girls’ schooling: Koranic apprenticeship up to the age of 9.

In Afghanistan, women are deprived of their elementary rights.  Social and religious customs have traditionally excluded women from education and access to health care.  90% illiteracy, very early marriage, repeated pregnancies and a lack of access to health care make women particularly vulnerable, especially in rural areas.  The coming to power of the Talibans in 1996 established a discriminatory policy against women, through a very strict application of the sharia.  A series of prohibitions was imposed: women were forbidden to work, save in nursing; schools for girls over the age of 9 were closed; no woman could go out alone; it was compulsory to wear the chadri, a length of cloth which completely covers the body and leaves only a cloth mesh in front of the face.

These rules have had a dramatic effect on health.  Women can only be auscultated by women doctors.  The Faculties of Medicine were closed to women for a long time.  The risk is that there may soon be no one to care for women.

Present in Afghanistan since 1982, Médecins du Monde today works in Herat with refugee and displaced populations, and in Kabul.  Since the Talibans took power, programmes have been re-focussed on mother-and-child protection.

Today, Médecins du Monde supports three mother-and-child protection centres at Herat and four in Kabul.  They offer gynaecological consultations, prenatal care, malnutrition screening, and paediatric consultations, vaccination sessions and general consultations.  The Médecins du Monde centres are kept very busy (1999 figures: 1050 gynaecological consultations a month in Herat, 980 in Kabul, 670 obstetrical consultations per month in Herat, 790 in Kabul, 660 general medicine consultations per month in Herat).

Health education programmes are offered in these various centres to teach women about breast-feeding, neonatal care and malnutrition.

In Herat, Médecins du Monde works in three displaced persons’ centres, training traditional matrons.

The main pathologies encountered are infectious, diarrhoeic and respiratory diseases.  Many women are anaemic, because of malnutrition, pregnancies at short intervals and parasitic infections.  Vaginal infections are frequent.  Hidden depression which is often the source of diffuse pains, and sleeping problems, affects a large number of the women who come to see a doctor (70% of general medicine consultations). This is the result of daily confinement and 20 years of civil war. Cases of burns as a result of domestic violence are also frequent (1% of general medicine consultations and 25% of bandaging consultations).

 Médecins du Monde relies on a local staff of almost 40 persons as well as its two expatriates.  The local teams are almost exclusively female, as are 2/3 of the medical staff.  To care for other women, to be at the side of the women doctors, is to support the resistance of all women.

Recently, the Kabul Faculty was re-opened to female students who had not been able to complete their studies.  Is this a real and lasting sign of change?  For how long?  Under what conditions?   We must remain on our guard.

Testimony

· M. doctor (male), 40-years old

“I think it was the previous Friday, I was on duty, this woman arrived, she had been turned away at the other hospitals.  I didn’t have the right to admit her because, the politicians had decided there would no longer be any women’s beds in this hospital.  I said to those around me, “this woman is injured and I don’t have the right to admit her”.  I did dress her wounds, nevertheless, and asked her relatives to take her to another hospital.  Since I knew that in this other hospital they would not find a female surgeon to care for the injured woman, I advised them to transfer her to Peshawar. (…)

I was awaiting the arrival of Professor X in front of his office, when a Taliban, accompanied by two armed men, asked me to follow him.  (…) I tried to run away but the Talibans caught up with me, beat me and took me to one of their barracks. (…)

They tied my feet and a Taliban said to me, “Now I am going to show you what is man’s law and what is women’s.”  I was first beaten with a Kalashnikov, then with an electric cable, there were 10 or 15 of them, some beat me, others insulted me. (…)

The chief Taliban asked his men to bring him two big cables and he said to me “You’re against the government’s policy, that is why tomorrow we’re going to blacken your face (…) and we’ll show people what happens to those who are against the government”.  And they started beating me again and I lost consciousness very quickly.  I came to in the street.  I had been thrown into the street. (…)

I had not left Afghanistan throughout all those wars, but today I am afraid for my own safety and that of all my family”.

For safety reasons, Dr M. had to flee to Pakistan.

· S. (female), 35-years old

“Previously, women had to obey the rules imposed by the family, now they also have to obey the laws imposed by the government. Even the preceding governments had wanted to impose Islamic rules, but since the Talibans arrived, things have got worse.  The chadri is like a sack; you are almost blind in it.  At the beginning, they said that if we wore the chadri we could go out into the streets.  We accepted.  But now we haven’t even the right to go out without being accompanied by a member of the family.  The only member of my family is my husband.  If he isn’t there I can’t go out and buy food for my children.  My husband can’t always go with me.  We accepted the chadri for our children, “Alright, we’ll wear the chadri, but you’ll open the schools for our children.”  But they closed the schools for our girls. (…)

Half of Afghans are women.  All women hope that they will regain their rights.  We have to fight to regain the rights that Islam gave us.  In fact, now in my own way, I am fighting the Talibans.  They closed the schools for girls.  But I give lessons in my house to women and girls.  The Talibans don’t want girls to go to school.  So the girls come to my house.  This is my way of fighting. (…)

Of course, before the Talibans, it was already like that for women.  But we did hope that we could change things with education.  Now it’s no longer possible.  For women it’s a step backwards.  (…)

I am a graduate.  But now, my children are illiterate. (…).” 

· Isabelle, a former volunteer doctor for Médecins du Monde  

We have experienced some very distressing moments when the women in our teams were beaten in the hospital courtyard and within a week were transformed into black and blue ghosts alongside us. (…)

A glimmer of hope comes from this woman who had sworn that she would never veil her face.  When she was being beaten by the Talibans, she started taking off her clothes one by one; her chador, then the veil over her hair, then her jacket, the Talibans went away.  Before I left I passed her in the street and she wasn’t wearing a chadri.

MALI

-
Total population: 10,400,000

-
Life expectancy: women, 54.6 years, men, 52 years 

-
Maternal mortality: 1,200 per 100,000 live births

-
Average number of children per woman: 6.6

-
Infant mortality: 145 per 1,000 live births

-
Death rate for children under 5: 239 per 1,000 live births

-
Literacy rate: women, 28.3%, men, 43.1% 

-
Children in full-time education: girls 20%, boys 31% 

-
Real GDP per capita: $740

-
Human development index (out of 174)
: 166th place

-
Economic activity rate of women (15 years of age or older): 44.6%

-
Percentage of women in the government: 6.2%

In Mali, the geographical relief and the rarity of tarred roads are a considerable hindrance to travelling and medical evacuation to dispensaries or hospitals.  Most women give birth without any medical care.  Whilst one woman out of two has her first child before she is 19 and the fertility rate rises to 6.7 children per woman, maternal mortality is very high: a woman of child-bearing age has one chance out of 24 of dying from the consequences of pregnancy or childbirth.

To deal with the medical complications due to childbirth and the problems of access to health care, Médecins du Monde has opened a mission in the Mopti region to prevent and treat vesicovaginal fistulas, and is running a community health programme and training matrons in the Goundam Circle in the north of the country.

Mopti mission

A vesicovaginal fistula is a perforation of the vaginal wall that establishes a communication between the vagina and the bladder and/or the rectum.  It is caused by long and difficult deliveries, particularly among young women who are not yet fully grown.  The women affected become incontinent and 93% of them have stillborn babies.  In Malian society, where social status is closely linked to the capacity to bear children, a handicap of this kind is a source of social and economic marginalization.  The women run the risk of being repudiated or abandoned by the husbands on whom they depend financially, and so of being excluded from the community.

Since 1993, Médecins du Monde has been running a programme to prevent and treat vesicovaginal fistulas in the Mopti region.  This problem is very widespread in this isolated region where the qualified surgical staff at the hospital is insufficient.  In 1998, records showed 9 fistulas for 10,000 pregnancies in the area (against 5 for 10,000 in 1996) and 600 new cases a year in the country as a whole.  The aim of the programme is threefold: to carry out screening, to raise awareness and carry out a prevention campaign among women, to ensure and finance reparatory surgery for vesicovaginal fistulas and to train Malian surgeons in this type of operation.  In 1999, six two-week campaigns were organised, allowing surgeons to operate on more than 40 women in the Mopti hospital.

A new programme with a greater emphasis on prevention has just started.  Its aim is to reduce the incidence of fistulas in the Mopti region by 15% over a period of four years.  This new part of the programme targets midwives, women’s groups in the villages and women leaders.

This training and awareness activity, even if it is still focussed on the problem of fistulas, should lead to better prenatal care for women and so reduce maternal mortality.

Insert

Each year, some 80,000 women throughout the world suffer from a fistula.  Most remain untreated.  All in all, today the problem must affect between 500,000 and 1 million women (source: The Progress of Nations, UNICEF 1996).

Insert

Excision affects 93% of the women in Mali.  This practice remains rooted in the local mentality. Three women out of four are favourable to a continuation of this practice because it is the custom (61%) or because it is “a good tradition” (28%).

(Source: Mali Ministry of Health planning and statistics centre).

Goundam Mission

The Goundam Circle to the north of Mali has more than 150,000 inhabitants.  Some 30,000 returned there from Mauritania, where they had taken refuge during the civil war that opposed Tuaregs and the Malian army from 1991 to 1996.  The population of the Goundam Circle is made up of Tamashecks / Tuaregs (47%), Songhais (39%), Peuhls (11%) and Moors (3%).  This semi-nomad population is dispersed over a vast, desert territory and lives in very precarious conditions.  It suffers in particular from very high maternal and infant mortality.

Since 1996, Médecins du Monde has been running a community health care programme through a sectorization and decentralisation policy implemented by the government.  Today, 13 health centres are operational. Located at places where the populations cross each other, they allow a first health contact.  The aim is to increase attendance at health services so as to ensure at least one consultation a year.

A large part of the programme is aimed at caring for women through mother/child awareness raising and the training of traditional midwives.  In each centre, a traditional midwife trained by Médecins du Monde carries out prenatal consultations and attends childbirths.  Based on a strong involvement of the community, the programme organises campaigns to make women aware of the importance of prenatal care and of having a midwife present at delivery as well as of malnutrition problems.

Testimony:

F.K., 18 years of age, one pregnancy and a stillborn baby.  She was treated by Médecins du Monde in February ‘99.

F lives in a village at the foot of a cliff, 50 kilometres from Bandiagara and 40 kilometres from Koro.  She is married and lives on her in-laws’ plot of land with her parents-in-law and her brothers-in-law.  She gave birth to a stillborn baby.

Meals are prepared together, she works in the family’s fields, each day she goes for water and firewood and does the housework.  She goes to the market to sell the farm’s produce and the money allows her to meet her needs and those of the family.

Since she came for her operation, she has been living with her sister in Mopti or with her aunt in Sévaré, sometimes she stays to sleep in the hospital with women friends who are patients.  She earns a little money by doing laundry and selling roasted peanuts.  Her family supports her financially and feeds her; she helps in the housework.

“My situation as a woman is good”, she says.  “The decisions in the family are my husband’s business, but it would be better if we talked them over.  The radio says that excision is not good but I don’t know what I’ll do with my daughters.”

When she was a child, her parents gave her the choice between the state school and the medersa; she chose the Arab school.  She related the conditions under which she gave birth.

“Labour began at dawn (5.30- 6.00 in the morning) at home, around eleven o’clock things were going badly.   They left for the Sadara health centre, an hour away by cart.  The matron was absent, and the health worker told us to wait for her return.  Two days later the matron arrived in the early evening (between six and seven); she examined me and decided to evacuate me to Koro.  We arrived in the middle of the night.  The midwife tried to get the baby out and in the morning the doctor arrived and I had a Caesarean.  Then they sent us to Mopti.”

F has been cured for 9 months now but she hasn’t returned to the village.  She doesn’t want to get pregnant again because she is afraid, but down there in the village, they won’t understand, which is why she doesn’t want to return.  At the same time she says that if she does get pregnant she will have a prenatal consultation and she’ll give birth in the hospital.

And what is the place of Médecins du Monde in all that?  “They cured me”, she says with a smile…

Catherine Loire, nurse, 32 years old, medical co-ordinator for the Fistulas mission in Mopti since December 1998.

“As she does every day, Sah greets me with a smile.  She has a fistula that we haven’t been able to treat.  She is 23.  Her husband repudiated her when she was 16.  She lives off the laundry that she does for the patients and staff in the hospital.  She is one of those women who are still waiting to be cured.  It’s Alima who arrives today.  Her look is evasive.  She is accompanied by her husband.  She is 18.   She lost her first child during childbirth that lasted three days in the village.  The only person to help her was the old woman who knew the “prayers”.  She has been constantly leaking urine for a year.  Alima has a quite simple fistula.  The operation takes place.  She is cured and returns to the village after a 20-day stay.  

When I met Fatouma she was 17.  She had her first child at 15 and labour lasted five days.  She has already had five operations.  Her vagina is so narrow that she will no longer have sexual intercourse.  She will come back in three months time for her sixth operation and she says that her life is already much better thanks to us.

Three persons who wanted to be cured, to be dry, to no longer bear the stigma of the smell of urine, to be able, at best, to have another child, at the worst, to be a single, but clean woman.  Three life stories which resemble those of all the women whom I meet here.  I like the challenge that this mission involves.  All these women have difficult stories and in spite of everything a very strong faith in life, which cannot leave you unmoved.  Because they are wet, because they smell, they all run the risk of being repudiated by their husbands, of being excluded by the community.  Sometimes, they exclude themselves, because they are ashamed.  Leaking urine is so degrading.  Often, after an operation I find them in tears.  They say that it is the first time in years that they are dry, at long last.   We want these women to come out of the darkness and recover their dignity.  Whilst most of the hospital’s medical staff are men, to be a woman at their side is a very strong feeling.  And every one of them commands my admiration for their simplicity, their joy of living and their ever-present hope.”

Estelle Delidais Goundam Mission Midwife

“I arrived at Goundam, my first mission, rather lost but so happy to realise a childhood dream of coming to work in Africa.  When I take the plane back to Paris, I am quite tired, happy to be going back to France but with a heavy heart at leaving Mali and all the friends that I have left behind there.  Between these two dates; sun, sand, working in the bush in a tent, heat, smiles, a lot of good times, some hard times too…

Goundam is like the back of beyond, a small “town” in the middle of the desert, where the Médecins du Monde base is located, only three expatriates, but a big local team which soon became my second family.  Most of the work is done in the bush, health education, training the traditional matrons and midwives, nutrition monitoring, for nomad or semi-nomad populations.  Squatting in the sand, in a tent, a child prepares the traditional tea for us.  This is where we try to put over what we know, it is also where we receive a great deal; the hospitality, the joy of living, the generosity of these people despite their poverty, really make you think!  And if the hours spent in a four-wheel drive vehicle, the discomfort, the sandstorms and the heat are sometimes difficult to bear, you soon forget them before a big bowl of camel’s milk offered in a nomad camp.

Tiny steps…

As far as my work as a midwife is concerned, the main difficulty was to make the women aware of the benefits of prenatal consultations and assistance at childbirth.  It was difficult to overcome the extreme modesty of these women, who conceal their pregnancy under their veil, who give birth in the greatest secrecy. … How could we convince them to call the matron when a woman often gives birth alone in the night, in a tent full of people, and when people are only awakened by the crying of the child?  It’s a long-term job, but mentalities are changing little by little and what a reward it is when you have the feeling that you have taken a step forward, a tiny step admittedly, but a step all the same!

In any case, from this Malian year I shall only retain marvellous memories and a very strong attachment to Mali and its inhabitants…»

NIGER

In Tuareg country, since November 1998 Médecins du Monde has been running, a primary health care programme similar to the Goundam programme in Mali.

Annick GERARDIN, Niger mission midwife

“1,300 kilometres to the north-east of Niamey, the capital of Niger, on the borders of Ténéré, we enter the Aïr massif in Tuareg country five years after the peace accords which followed the rebellion.

Médecins du Monde has been carrying out a three-year development and peace process support programme in the region for the past year and a half.  It  mainly entails support for the rural population by an extension of health cover and an improvement in the provision of health care; training matrons, supervising the nurses in the bush dispensaries, informing the population during infant consultations (malnutrition screening and vaccination); “advanced strategy” consultations for pregnant women, that is, in camps over 15 kilometres away from a dispensary.

We have been on the road for a week and we are 260 kilometres from the “base”.  This time I am accompanying our local team.  The aim of our field mission is “advanced strategy”.  The nearest dispensary is 40 kilometres away…

The team is made up of a driver-guide, a male nurse, a team leader (all Tuaregs) and myself.  We will be totally self-dependent for 11 days.  Each day, we halt to do our work in a spot chosen beforehand for its large number of tents.

Five o’clock, after an afternoon on the road, we finally arrive in the kori (a dried up riverbed) to pitch camp and meet the people.  The village headman, informed of our arrival, comes to meet us and after the usual greetings promises to warn his people about the morrow’s activities.  Part of the camp has been displaced close to the grazing grounds; it rained a lot last summer and the water sources are easily accessible.  The Tuaregs will only gather around the wells in a month’s time in the hot season.  All the same, I hope that there will be enough people for our consultations.

Eight o’clock in the morning, after a starry night punctuated by the barking of the jackals, I am barely out of my sleeping bag before the women and children are around us, curious but silent...  They are in a hurry for us to begin so that they can get on with their work (fill the water skins, water the goats, asses and camels, pound the millet).  The nurse and the leader gather together the men, women, and children up to five years of age; they begin the infants’ consultations; weight and size to detect malnutrition.  Once the thirty-odd children have been seen to, the women and the men listen to the team leader, who draws their attention to several previously chosen topics (hygiene, diarrhoea, contraception).  They listen attentively.  She concludes her talk by speaking of the role of the matron, as well as the advantages of calling her for childbirths.  Then we come to an essential question: are any of the women pregnant?  The men stand up suddenly, the women look at each other, silent.  Pregnancy is taboo here.  Some of them who know what the situation is through family links point to them; many keep their heads down, hiding under their black veil.

We set up our consulting room away from any indiscreet eyes, in the open air; a mat surrounded by a canvas sheet held up by stakes.  The team leader comes with me to translate.  After all, this is women’s business.  On the mat, still silent, the woman mutters her answers to our questions. “Meni issenan?  Maneket elanem?  Maneket bararen nam?  Maneket echouchifan nam? (What’s your name?  How old are you?  How many children do you have?  How many miscarriages have you had?) Head bowed, her hands occupied in pulling on the threads of her grass-skirt, she replies with onomatopoeias or with a few barely audible words.

The beginning of the examination is quite easy, but it’s still a hard job to get her on the scales.  We measure her too.  She looks at me questioningly and clumsily holds out her arm for me to take her blood pressure.  I look at her jewels; necklace with plastic pearls studded with cloves … one day’s perfume … silver earrings.  Depending on the camp and the caste (blacksmiths), they will be adorned differently.  Tazholt (kohl) around the eyes to deepen the gaze, but also to protect the eyes from the dust.  I have her stretch out on the mat; I suddenly feel that she doesn’t understand and is afraid: “adeynia teydis nam”, “I’m going to look at your stomach” these few words inTamashek make her smile and seem to reassure her, but all the same she undoes her many skirts slowly and timidly.

A little round plastic mirror appears among the folds of her clothes, the symbol of femininity.  Her stomach is streaked with stretch marks revealing many pregnancies, this will be her fifth child, and yet she is only 26.  “Bararen ichi frekrek?”  “Does the baby move?”  I palpate her stomach, measure it, I listen to the heart beat of her foetus with my “trumpet”.  Everything is alright.” No question of going any further, she gets up and quickly puts her clothes on.  The team-leader continues to give her advice on feeding and speaks to her about the medicines she should buy at the dispensary, against malaria (many of them have already given birth prematurely to a stillborn child), against anaemia and about vaccination against tetanus.  She says that she has understood and that she will go to the dispensary as soon as possible.  I give her a consultation and prescription paper so that the male nurse (often a Haussa who doesn’t speak Tamashek) will have no problems in understanding if she goes without an interpreter.  She thanks me and digs out a quid of chewing tobacco wrapped in a bit of skirt that she will take with a little natron to bring out the flavour.

The morning finishes with a bowl of tea and a piece of goat’s cheese, they are delighted with our visit.  We leave with a basket full of tomatoes, promising to return in two months’ time to continue our follow-up and information campaign.

We are invited to share their meal but it is already late, we have to fill the water cans at the well, load the fourwheel drive vehicle and arrive at the next place on our list before nightfall.

A few weeks later, I pass by on my way to supervise the male nurse at the dispensary in the area visited during the advanced strategy.  He tells me that some pregnant women had come to the dispensary to buy preventive medicines and vaccination.  “Do you realise it, they listened to you, they’ve done 40 kilometres on foot to come here”.  I smile.  This time we’ve won.  Is it the dawn of a new day?”

PAKISTAN

-
Total population: 144 million

-
Life expectancy at birth: women, 65.1 years, men, 62.9 years 

-
Maternal mortality: 340 per 100,000 live births

-
Infant mortality: 95 per 1,000 live births

-
Death rate for children under 5: 136 per 1,000 live births

-
Adult literacy rate: women, 25.4%, men, 55.2% 

-
Children in full-time schooling: girls 28%, boys 56% 

-
Real GDP per capita: $1560

-
Human development index (out of 174): 138th place

-
Economic activity rate of women (15 years of age or older): 20.8%

-
Percentage of women in the government: 2.6%

Each year in Pakistan, 30,000 women die from pregnancy- or childbirth-complications.  The lack of medical infrastructures, the insufficient number of women nurses, the absence of means of transport are the main causes.  Social, cultural and religious factors, purdah, which organises the separation of the sexes and the belief that during the prenatal and post-partum period a woman is capable of being possessed by spirits, lead to her being forbidden to go outside her house.  83% of women give birth at home with the help of more or less well-trained matrons.  Anaemia, malnutrition, and early marriages, illiteracy and the low status of the woman in society also contribute to the high death rate among women, particularly in rural areas.

Médecins du Monde has been running a maternal health programme in Pakistan since January 1997, in a rural region in the south of the Punjab.  The aim is to reduce maternal mortality by improving the quality of emergency services, by family planning and other reproductive health services in tandem with the Pakistani primary health care programmes.  In this area, the programme affects 42,000 women of childbearing age.

Médecins du Monde has rehabilitated and supports several health centres and has organised a maternity hospital with a high-quality staff.  Every month, some 800 women come for a consultation (general, gynaecological and obstetrical) and 70% of 100-odd deliveries are complicated.  The programme is based on strong community participation.  It has a marked community health education aspect that aims at increasing the use of the health services.  Community health workers, supported by Médecins du Monde, pick out the pregnant women, follow them and help in their evacuation to health establishments when necessary.  These community workers are exclusively young women from the village for which they are responsible.  They organise information meetings for the village women through talk groups so as to disseminate prevention information and messages: from daily life to health problems via their rights, all subjects are tackled.  At the same time, the Médecins du Monde community workers (men) organise committees for the village men.  The aim of these meetings is to make them aware of their role and the need to organise an evacuation system in cases of obstetric emergency.  The traditional midwives also have a primordial role to play in referring cases of difficult childbirth to the hospital.  It is with this in view that the training currently under way is oriented toward the recognition of obstetric emergencies.

The referral of obstetrical emergencies (taking the decision, organising the transport, accepting medical responsibility) is a major element in the reduction of maternal mortality.  In fact, taking them into care would reduce maternal mortality by 75%.

So the programme carried out by Médecins du Monde takes into account the overall view of maternal health by involving all the actors involved with women and childbirth, from the preventive aspect to emergency health care.  This programme, supported by the health authorities, regionally and nationally, is henceforth considered to be a pilot health programme that should be reproduced in other regions in Pakistan.

Testimonies

Nelly TRAVASSAC

Médecins du Monde Pakistan mission midwife

“Already, four months …Already hundreds of births and re-births, moments of intense happiness, tragedies which make you want to scream.  Already too many emotions buried deep down inside … Then suddenly the wish to write and to share things the time it takes to read stories of women and a midwife.

The delivery room is constantly full on this rather special morning; this is the day when we are tying Fallopian tubes by the dozen.

The most effective form of contraception in this country of very prolific childbearers, a “Welfare Population” team arrives at full strength with its army of women doctors, nurses and women organisers.  The operating theatre has been cleaned for the occasion, a table and two chairs block the entrance where all the multiparas with their age-old faces, all these women tired of having given birth to so many children dead or alive are registered.

The operation is done quickly, well, practice helps.  The women don’t budge, yet the tears flow, the only expression of suffering.

Then they are helped into their shalwar and the family arrives to transport these bodies which will never give life again to the big common ward, where they rest after the ordeal.

The tube-tying days always have a strange effect on this young midwife just out of school.

And then a woman in black raises her veil to complain …What’s the matter?

“None of the women in my village have been selected, there’s discrimination, why don’t you want to tie my patients? “ This community worker had motivated and organised the journey to the hospital of five women, for nothing.  The criteria are strict; we’re not there to do more harm than good.

In all this hustle and bustle, this ballet of burkhas whose eye-level mesh contrasts with the fine embroideries and the bright colours, in this muddle of mothers, a child is born.

Shabana, whose diploma is not even the equivalent of a nurse’s, is there, alone with Perveen and Janette, who will take the baby when it comes out and clean up afterwards.

Between six and nine centimetres have taken an hour.  Then it’s all there:  “That’s it, can I start the IV?” Shabana asks me.

I’m all stressed inside, as always when a breech birth is on the way …  The girls ask me to sing a song and I could think of nothing other than a Joe Dassin to welcome the little buttocks that you could see appear and disappear at each contraction.

It isn’t this woman’s first child and she pushes without being asked anything.  Elastic perineum, hyperflexed legs because of her fly-thin thighs, all the conditions are there to welcome this child.

Three thrusts and the shoulders are there.  Shabana’s movements are gentle but I can feel that she is tense.  “The most difficult part is the head”, she says.  Another effort and our pretty little miss is in our arms, a bit battered but very much alive.

Intensive care. Wipe her vigorously and rub her back energetically, check the heart, wrap up the child in her swaddling and leave her alone.

A natural delivery, complete. No tears, no problems.  Papers filled in, vitamin K administered, 3.3 kg. for our little slip of a girl.  But it’s a girl, the sixth in the family with only three boys: that is the whole tragedy of this story.

Another woman arrives, three months pregnant, been bleeding for the past two days: incomplete miscarriage.  Shabana does the curetting, and the woman leaves rapidly, just as she had come, with a prescription for a few more antibiotics and one problem the less.

A woman arrives, pale, almost in a state of shock: home delivery last week, end of delivery in the hospital three days ago, 5 gm of haemoglobin and refuses a transfusion … She has come back this Saturday morning with a temperature and cephalalgia.  Very weak pulse, low blood pressure … Laboratory closed, ambulance unavailable and no doctor on duty.

Finally we hire an old Toyota, which will serve as a taxi for the transfer of the stagnating induction and septicaemia to the big referral hospital in Khanpur, the nearest town.

Afterwards, we’ll see.  Tomorrow is another day.  We walk back home but our minds have remained with these women.

The sun sets with the same magnificent colours, the mosque alongside and the minarets of the entire town really belt it out when the time comes for them to call.

My thoughts go back to the camels, to the little asses and great buffaloes that we had crossed on the road today; to the fields of cotton, of sugar cane or beaten earth, and I wonder what I am doing there … Then all these stories of women flash past and I answer: “That’s why.”

Azra MANZOOR, community health worker, 31 years of age.

“During a visit, I come across a woman nine months pregnant.  She is swollen up all over, very anaemic and incapable of walking.  Despite that, she has received no medical care, no vaccination, she has never been to a hospital.  Her family thinks that she is possessed.  They refuse to send her to a hospital.  I try to explain to them the risks she is running, I tell them that she may even die, but even so, they refuse to transfer her.  For the family, her death is no problem; they’ll remarry the son … After long discussions, they agree to send her to the health centre in Nawankot, where she has a check-up.  In view of her condition, they decide to send her to the Khanpur dispensary, where, after additional examinations, they transfer her to the Rahim Yar Khan hospital which is better adapted to look after her.  Thanks to the treatment she gradually regains a normal blood pressure and is transferred from the hospital to the dispensary where she gives birth without any problem to a magnificent little girl.  A mother and daughter saved from certain, yet avoidable, death to our greatest joy, but also to that of the family,

IRIAN JAYA

Irian Jaya is an Indonesian province.  The following statistics concern Indonesia as a whole.  There are no statistics specific to Irian Jaya.  Maternal mortality in Irian Jaya is not known but is certainly very high.

-
Total population: 203.4 million

-
Life expectancy: women, 67.0 years; men, 63.3 years

-
Maternal mortality: 650 per 100,000 live births

-
Average number of children per woman: 2.6

-
Infantile mortality: 45 per 1,000 live births

-
Death rate for children under 5 years: 68 per 1,000 live births

-
Literacy rate: women, 79.5%; men, 90.6%

-
Children in full time education: girls, 61%; boys, 68%

-
Real GDP per capita: $3490

-
Human development index (out of 174): 88th place

-
Economic activity rate of women  (15 years of age or older): 37.9%

-
Percentage of women in the government: 1.9%

Irian Jaya, the western part of New Guinea, is situated at the confines of the Indonesian archipelago.  This territory constitutes the most extended and least developed of the Indonesian provinces.  Incorporated into Indonesia in 1963, Irian Jaya is now seeking independence and its political situation is unstable. Between January and April 1999, there have been frequent conflicts as a result of the “pacification” of the interior of the country.

The density of Irian Jaya, peopled mainly by Me Papuans, is low and some villages are very isolated, making access to health care particularly difficult.

Médecins du Monde began work in Indonesia in 1998.  In February 1999, the association started a programme in the five sub-districts of Paniai to improve the quality of and access to health care in the six pukesmas (health centres offering preventive and curative care) in the province.  The improvement of health care requires access to well-equipped health posts in good condition and the presence of trained medical personnel.  So Médecins du Monde endowed these health centres with medicines, basic consumables, laboratory and sterilisation equipment and refrigerators for the vaccines. Rehabilitation work, in particular sanitation repairs, was also undertaken.

At the same time, a large-scale training programme of twenty-five training sessions was organised for midwives and nurses.  Finally, to improve epidemiological monitoring, working with the local and regional authorities, we introduced epidemiological compendiums.  In November ’99 a local NGO took over from Médecins du Monde in the Paniai district.

Testimonies

Agathe Pichelin, Irian Jaya mission midwife

“So we landed at Enarotaloi, the capital of Paniai, which we had chosen as the base for our mission because it was at the centre of the region.  Since it is situated on the banks of Lake Paniai, and with a “suitable” landing strip, we could go to the other mission target villages, on foot, by boat or in the Cessna.  The local Papuan authorities immediately gave us an enthusiastic and warm welcome.  The village chief, the Camat, speaking in the name of the whole community, stated that he was very touched by the interest that we were showing in them by coming to them with a project to help with their health facilities.  With the help of Dr. Baruh, the head of the Enarotali health centre, who came from Java and had been appointed for three years, I called a meeting of the midwives from around Enarotali to talk to them about our project and, above all, to learn what they expected from our future collaboration.  You can imagine how surprised I was to find myself facing some fifteen young women, all younger than I was since the oldest was 26 years old!  It quickly became clear what they were most concerned about; a lack of self-confidence because though they had finished the midwifery school after three years of theoretical courses they had had little practical experience.
  They were approached much more frequently for medical consultations, for which they had not been trained, than for obstetrics, which is why they were often confronted with situations beyond their competence. The distances separating them from the health centre with the only doctor in the region, too often led them to try to provide some sort of treatment in spite of everything.  The combination of ideas received during their studies, rehashed in their own way, sometimes produced very peculiar cocktails!  Moreover, the women in the community did not have much faith in these girls as far as pregnancy and childbirth were concerned.  The pregnant women were followed and advised by traditional male or female birth attendants who, with a wealth of experience gained over the years, had won their confidence.  It was very difficult, then, for these young midwives to be recognised and consulted, hence the low number of deliveries that they had performed since the end of their studies.  This only increased the fear that they wouldn’t know how to react adequately when there was the slightest complication.  It is a pity that the government, in its policy of stamping out Papuan traditions, is opposed to collaboration or exchange of knowledge between the traditional birth attendants and the young graduates.

So I focused my work on the practice of obstetrics with models and demonstrations (we often had a good laugh) and on reviewing the basics, both obstetric and medical.  The midwives were often very numerous in attending the classes, even those who had to walk for a day or two to be present.  They felt that the interest shown in them by the “white doctors” increased their prestige, and the training courses also enhanced the value of their qualifications in the eyes of the village community.  It was a mutual exchange of knowledge, for these midwives consult through touching, listening and intuition, whilst we westerners place more trust in apparatus than in our ears and our hands!  It is sure that attaining the aim of this mission would require repeating and increasing the number of these classes over one or two more years.  But that is another project which, I hope, will be able to convince the main decision-makers in Médecins du Monde, to the greatest joy of the young Papuan midwives.”

HAITI

-
Total population: 7.8 million

-
Life expectancy at birth: women, 56.2 years; men, 51.4 years

-
Maternal mortality: 1,000 for 100,000 live births

-
Average number of children per woman: 4.4

-
Infant mortality: 92 per 1,000 live births

-
Death rate for children under 5: 132 per 1,000 live births

-
Children in full-time education: girls, 24%; boys, 25%

-
Literacy rate: women, 43.3%; men, 48.3%

-
Real GDP per capita: $1207

-
Human development index (out of 174): 152nd place

-
Economic activity rate of women (15 years of age or older): 37.3%

-
Percentage of women in the government: 22.2%

Haiti is the poorest country in the Western Hemisphere and suffers from great political instability, marked in particular by the wave of repression from 1991 to 1994, when President Jean-Bertrand Aristide was in exile.  It was the women who were hit by the full force of this insecurity. Traditionally they have the main role in the family (48% of one-parent families in towns are the responsibility of women, against 33% in the countryside), they alone ensure the organisation of the home, the education of the children, and they administer the wages as well as doing unofficial odd jobs to survive.  Victims of political violence, particularly in 1991 – 1994, they continue to be the victims of daily domestic violence, despite the official recognition of equality between men and women laid down in Article 19 of the 1987 Constitution and the creation of a Ministry for the Promotion of the Status of Women in 1994.

Present in Hawai since 1994, Médecins du Monde has been carrying out two distinct programmes: one in Grande Anse, to the south west of the island, is working on the renovation of the health system, the other, in Port au Prince, offers medico-psychological support to victims of the repression.  These two programmes directly concern women.

Community health care programme

Médecins du Monde has set up a community health care programme in the Grande Anse region as part of its support for the decentralisation of the Haitian health system.  The programme covers a population of 170,000 persons, of whom 25% are women of childbearing age.

In health matters women play the main role in the administration of health care to their children and their close relations and constitute the major part of health workers. However, food contamination, pregnancies too close together, the lack of maternal and infant health facilities have dramatic consequences for women’s health.  35 to 50 % of women are anaemic, maternal mortality is one of the highest in the world, very widespread cancer of the cervix represents 73% of the female genital system’s tumours.

So a large part of the programme is devoted to women. Women are targeted by health education campaigns to make them more aware of mother-and-child health matters, STDs and AIDS, and food hygiene.  Meetings of women leaders are also organised in each community.   The programme relies on 60 women, picked out from the community, who propagate information on the main health problems affecting mothers and children.  Training sessions are organised for these women on identified health themes so that they can subsequently run awareness campaigns and activities for the community.  Furthermore, they work in partnership with the health staff of the dispensaries in each locality to ensure a better integration into the system and to train them, so that they, in their turn, can disseminate information.

In this way, the programme helps enhance the status of women by strengthening their role in the community and developing their awareness of their rights.

Human rights programme

In 1994, Médecins du Monde inaugurated a “human rights” programme intended to give medical and psychological support to the victims of the repression which marked the 1991 –1994 period after the coup d’état.

Médecins du Monde is working in close partnership with MAP VIV (in Creole, “I live”), a Haitian association for the defence of human rights which participates in the overall rehabilitation of the victims of violence.  The approach simultaneously blends medical and psychological rehabilitation through a Medico-Psychological Unit.  Legal rehabilitation allows the victims to constitute a file at the Ministry of Justice, and social and economic rehabilitation allows the person to be re-integrated into the community through income-generating micro projects.  90% of those who attend the programme are women.

This programme showed that the types of violence inflicted on women were mainly those perpetrated during the repression period  (rape, beatings, degrading treatment) but also those inflicted on women every day.  In Haiti, 37% of the women have suffered sexual violence, 33% physical violence and 6% political, social or economic violence.  79% of the women knew their aggressor: in 36% of the cases it was the husband
.  Not only does this domestic violence have a serious effect on the victims, it also affects the family circle, which then becomes the scene for the perpetration of violence; the husband beats his wife, who takes her revenge on her child.  Today, many women’s groups are organising to denounce the violence that they suffer. Médecins du Monde and MAP VIV accompany organised groups of women to denounce this violence.  There are several types of action used to facilitate the integration of these women into a loans co-operative and in the construction of community housing.  This is one way for them to regain their financial independence and their dignity.

The Médecins du Monde and MAP VIV team is composed mainly of women.  Apart from a Médecins du Monde woman co-ordinator, MAP VIV is represented by a doctor, a social assistant and a psychologist, all women.

Testimony

Florence Charles, a Haitian nurse, head of the Médecins du Monde  “women’s group” section, 30 years of age, single.

“The aim of my engagement in humanitarian action is to help women become aware of their rights, to enhance their identity, their citizenship and their status as women and to improve the condition of woman in the community.  I live in the same environment as the other women in my country, that is, in poor social and health conditions and in an omnipresent climate of violence and aggressiveness.  My situation as a single woman gives me an “atypical” status in the eyes of my rural and conservative community.  However, it’s my own way of resisting, of being available to militate on behalf of the promotion of the status of women in society in my surroundings and of being a living example against any form of discrimination and submission.

My status as a woman is a major advantage in my health education activities.  The women consider me as their confidante, their friend and, to a certain extent, their hope for a real improvement in their social condition.  This complicity in what we say (the same way of feeling things, the same words and the same needs) and in what we recommend would be impossible with a man, who, generally speaking, is considered as the source of this daily injustice and violence.

I think that the position of women in my country can indeed be improved, since the constitutional texts are there and all the means to apply them are available.  But what is lacking is the will to do so among this country’s leaders.  We must put an end to this double-talk which insists on the need to improve women’s and children’s conditions and their health in general, but which remains purely political and principally the way to attract donors.  It is time to engage in specific actions focusing on the woman as a human being.”

Jacqueline PAYAN, 44 years old, 8 children, of whom two were adopted (one from a deceased friend and another from her disappeared brother).  She was a street peddler for a long time.  A victim of the repression, today she works as a housekeeper in the Médecins du Monde / MAP VIV premises as part of her economic rehabilitation.

“My life was turned upside down by the 1991 coup d’état.  One day, a band of armed men broke into my house and wrecked it, looting and stealing all my possessions.  They killed my brother and my companion.  I myself, three months pregnant, was beaten several times and shot.  Suffering from multiple wounds, malnutrition and serious complications due to blows to my stomach, I was admitted to hospital.  I was totally destitute and above all helpless, disoriented.  I had lost everything: loved ones, a house, possessions.  To pay for my hospital treatment I was obliged to use the small savings that I had put aside over the years.  I had to give up my children and place the youngest in an orphanage because I didn’t have enough to keep him.  After the violence that I had suffered I was completely confused and I also suffered from amnesia about the exaction.  I was paralysed by fear in any steps that I had to take and even in my speech.  Even today, I still have hot flushes and pain from the beatings (fibroma and pain in the legs).

I decided to get involved with the FAVILEK women’s group, which works with MAP VIV and Médecins du Monde.  It encourages me to assert myself and gives me the strength to go on.  At present we are preparing a play about violence and its consequences.  It is a means of bearing witness and encouraging the victims of violence in other towns and countries who, like me, find themselves destitute, abandoned and not knowing what to do.”

Dr. Denise FABIEN, head of the MAP VIV health module and involved in the association since 1996.

“When the dictator seized power, men and women were arrested, raped and tortured.  The wolves broke into the little girl’s house (I was the little girl), they beat her father and demanded that the little girl strip so that they could look for arms.  The little girl would have preferred blows like her father, but they demanded that she show herself naked.  Why the difference?  Blows leave physical marks, they can be shown, but there is no way of expressing what you feel when you pull down your knickers: you have to obey and ask no questions.  The people who were there to protect the little girl were humiliated also, injustice does not exist just in a family, in a district, in a town, it also exists in the whole country, and it is by working at country-level that you can begin to fight and change things.

Choosing to be a doctor, was to be able at least to participate in curing someone else’s body, whoever he may be.  During the dictatorship, engagement in humanitarian work allowed a woman to act socially, particularly since the image of a woman in Haiti was that of an “apolitical” person, who had to bring up her children and look after her husband.  The action was necessarily hindered by how others saw you and spoke about you.  A woman who does something, always does so to show off and attract the limelight.  When you take up a challenge it isn’t because you want to change things but because of vanity, and the greatest difficulty when you are doing something is how others look at you.  The difficulty is also found at a personal level.  There is identification with the vulnerable persons who are the objects of our humanitarian work because often the victims reflect our image, all the more so since most of those who benefit from humanitarian work are women.

Most women live in conditions of poverty.  The few who are managers, teachers and other kinds of professionals are heads of their families, that is to say that they are trying at all cost to assert themselves, to create a place in society for themselves, they are fighting to get out of poverty, they are fighting to live.  Several women’s associations are being created or have been created.  Services are being organised for battered and abused women.  Steps are being taken from the legal point of view.  More and more women are getting into politics.  The change will be quicker when the idea that we are not on earth to be eternal victims motivates our action…»

Women and AIDS

Because they are not always in control of their sexuality, because sometimes they are subjected to it, because their health education in insufficient to allow them to avoid the risks, because they are compelled to sell their bodies to survive, women are particularly vulnerable to the AIDS epidemic.  Cultural taboos, polygamy, prostitution, the risk factors for women and their unborn children are numerous.

This is why Médecins du Monde is setting up STD AIDS missions in France and abroad to inform women of the risks, to make them prevention actors for themselves and for those around them, to inform them of their rights so that exclusion is not added to illness.  Some specific programmes, as in Tanzania, propose AZT treatment to pregnant women to limit the risks of materno-foetal transmission.  As with all health education programmes, and even more so with subjects as delicate as AIDS and sexuality, Médecins du Monde bases its prevention work on local teams, on peer education, for only an adapted presentation will guarantee the effectiveness of prevention and make it possible to check the dramatic development of the epidemic

CAMBODIA

Source, UNDP

-
Total population: 10.5 million.

-
Life expectancy: women, 55.0 years; men, 51.5 years

-
Maternal mortality: 900 per 100,000 live births

-
Average number of children per woman: 4.6

-
Infant mortality: 106 per 1,000 live births

-
Death rate of children under 5: 167 per 1,000 live births

-
Literacy rate: women, 58%; men, 82%

-
Children in full-time education: girls, 54%; men, 68%

-
Real GDP per capita $1290

-
Human development index (out of 174): 137th place

-
Economic activity rate of women (15 years of age or older): 52.3%

-
Percentage of women in the government: 2.4%

If armies at war transmit the great epidemics, it is to an army at peace that is owed the AIDS explosion in Cambodia: 25,000 UN soldiers, from all the continents settled there as a result of the Paris peace accords in 1993.  This intervention led to the arrival of a flood of prostitutes.  The first case of HIV was registered in 1993.  Since then, despite inaccurate and insufficient epidemiological data, Cambodia is known to be one of the countries most affected by the epidemic in south-east Asia.  The predominant mode of transmission is heterosexual contamination with prostitution as the main vector.  Policemen and soldiers, the traditional “clientele” of prostitutes, and consequently their wives, represent the second risk group.

 Médecins du Monde, present in Cambodia since 1990 in the Calmette hospital, very quickly found itself facing the problem of AIDS.  Patients with HIV turned up at the “paupers’” consultation opened by Médecins du Monde in the Calmette hospital in 1993.  Since then their numbers have continually increased and, in 1997, the active line was 850 out-patients and 300 in-patients.  So the mission’s programme changed when faced with this new emergency and a specialised consultation was opened in March 1996.

The number of persons infected is constantly increasing.  Médecins du Monde started a programme to improve the training of the Calmette hospital’s medical health staff in the medical care of HIV-infected patients.  In May 1997, three STD centres were opened in Phnom Penh: one at the military hospital, another at the police hospital and a third for prostitutes.

Training and prevention are all-important in checking the epidemic and improving patient health care.  Training seminars on STDs and HIV for medical and para-medical personnel are organised by Médecins du Monde three times a year.    At the same time, five times a week, information and awareness sessions are organised at the Calmette hospital for patients attending the Médecins du Monde general consultations, for the persons who accompany them and for in-patients.

Since the persons running the greatest risk are policemen, soldiers and prostitutes, the STD centres opened by Médecins du Monde, as well as offering treatment, put out prevention messages adapted to a very specific group of people: messages raising awareness of the risks, the prevention tools and screening.  A screening centre, anonymous and free, has also been set up by Médecins du Monde in the military hospital and, soon, there will be one in the prostitutes’ consultation centre to facilitate HIV screening, which is still insufficiently widespread.

This third SDT centre receives women and prostitutes, without discrimination or a “prostitutes’ consultation” notice board.  Healthy or SDT/HIV carrier prostitutes, women with high-risk partners (policeman, soldier, motorbike taxi, truck driver, migrant worker), or who have already contracted a STD are the active part of the 300 to 700 women who come to the consultation each month.

From information gathered in the centre, it is estimated that 96.5% of the prostitutes are under 30 years of age, and half of these are under 20.  Their marital status is very precarious (94% are single: unmarried, widows or divorcées), their education level is low (76.2% did not finish primary school), and they frequently have recourse to abortion (67.6%).

Unfortunately, it is clear that the systematic use of condoms has not yet been adopted (96.1% sometimes use condoms) and they have a high degree of HIV infection (between 20% and 60% of prostitutes are HIV-infected, depending on where they ply their trade in Phnom Penh).  So the consultation waiting room is an ideal place for prevention messages: photos, posters, viewing of videocassettes, all instruments are used.

In order to get through to these women, and particularly to the prostitutes, Médecins du Monde is working in partnership with a Cambodian association, “ Médecins Espoir Cambodge”.   An eight-person team every day visits the prostitution areas to inform the prostitutes and let them know about the medical service proposed by the Médecins du Monde STD centre.

Women are particularly vulnerable to the galloping epidemic which has struck Cambodia.  A prostitute, the wife of a “high-risk” husband, they are struck by the virus.  As everywhere else, that implies contamination of the unborn child, and the appearance of this new type of orphan, the AIDS orphan. 

Since1994, 87,057 HIV-infected women have been recorded of whom 14,768 in 2000

Since 1994, 9726 women have developed AIDS, of whom 3,303 in 2000

Since 1994, 8074 women have died from AIDS, of whom 2879 in 2000

In 2005, more than 35,000 women will have died from AIDS in Cambodia

Testimonies

Her name is Sreithy, she is 20.  Her parents are farmers and have had six children, three boys and three girls.  Sreithy reads and writes with difficulty.  We met her in the STD consultation waiting room, where she had come for a free SDT consultation.  The trivial story of a young woman who became a prostitute because she was poor.

Four years ago she married a motorbike taxi driver.  On the birth of her child, her husband left her.  Without resources, Sreithy left her province (Prey Veng) leaving her child with her mother.  In Phnom Penh, you can earn money.  Her aunt went with her and stayed a while with her before returning to Prey Veng.  She was the one who spoke to Sreithy about the possibility of working in Trolork Baik (a red-light district).

Since then, Sreithy had lived in a brothel with ten other girls.  It would cost her $30 to leave it.

Thanks to the help of the boyfriend, whom she met in Trolork Baik, she was able to leave the brothel a fortnight ago and now she is working in a clothes factory.  Her wages as a worker in the factory are $40, the rent of her small house is $10.  If all goes well, Sreithy will send some dollars to her mother to help pay for her child’s education.

She is called Laeng, she is 23, she can’t write, but can read more or less correctly.

She comes from Takeo province.  Eight years ago she decided to leave her native province, tired of the disputes and fighting between her mother and her stepfather.  All the more so since very often she was the one who was beaten.  She was only 15 then.  She reached Sisophon, where she met up with her father.  We shall not learn much about this period in her life.  When she was 17, she left alone for Pailin (the region was still in Khmer Rouge hands), where she found a boyfriend.  He trafficked locally in precious stones.  For four years, they lived together but one day her boyfriend was killed in a gangland dispute.  She then moved on to Phnom Penh to join one of her girlfriends working in Torlork Baik and ended up in a brothel, where she has been living for a year.  Her new boyfriend works in the Russey Keo district police, he rents a house for her for $50 a month, she says that she is free.

Laeng has about six clients a day; each one gives her 5,000 riel ($1 = 3,850 riel).  We screen her regularly for STDs, as we do all the prostitutes in this district in Phnom Penh.

Mrs. Navy

Mrs. Navy is 40.  She works for Médecins du Monde and the Khmer association, MEC (Médecins Espoir Cambodge).  She is a nurse and her husband is a doctor in the private sector.

Mrs. Navy meets many women here, she is afraid because since the end of the war, the economic situation is difficult.

“The breaking-down of family structures and poverty are increasingly apparent.  Between the close relatives or friends and the streetwalkers who say they can offer work in Phnom Penh, in the end the girls end up in a brothel.  Sold for $300!  Girls are sold to Cambodians working in the Ministries, the authorities set no example of good moral or social behaviour, as soon as they have a bit of money they are ready to sell or buy just anything.

Previously, people used to have values, now-a-days the family, culture, references have disappeared with the war and poverty.  In the villages, poverty leaves no choice; no school, no future, no money, sometimes poor harvests and hard work in the paddy fields.

A woman’s body, women’s bodies are the simplest way to get money quickly.  The long-term consequences matter little, what does matter is the next day.

In Neark Ka Voan, parents wait on the doorsteps of the bamboo huts for the brothel owners to buy their 13 to 14-year-old daughters for $300.  The girls will then be sold again for a week or less to richer people, Cambodians or Asians, for $400 or $1,000 if she is very pretty, or they will remain in a brothel.

How can they earn money? In the clothing factory, sometimes they have to pay to be taken on. Wages stand at around $40 a month.  Here, in Médecins du Monde, I have a good wage.  And then above all, I can help my compatriots.  I feel that it is the best way to make a difference in people’s lives.  Here (Psar Thmei STD centre), consultations are free, which is good for the people.  And fighting STDs and AIDS is really a priority here.  I also work for the prostitutes’ retraining centre, and that’s important.  This centre was set up with Médecins Espoir Cambodge funds, it proposes six- month sessions with lodgings and training in sewing and cooking for girls who have decided to break with or succeeded in leaving the prostitution world.  The flesh traffic revolts me!”

MADAGASCAR

-
Total population: 14.6 million

-
Life expectancy at birth: women, 59 years; men, 56 years

-
Maternal mortality: 490 per 100,000 live births

-
Number of children per woman: 5.4

-
Infant mortality: 96 per 1,000 live births

-
Death rate for children under 5: 158 per 1,000 live births

-
Children in full-time education: girls and boys, 39%

-
Real GDP per capita: $930

-
Human development index: (out of 173) 147th place

-
Economic activity rate of women (15 years of age or older): 41.8%

-
Percentage of women in the government: 1.8%

In Madagascar, the AIDS epidemic is not yet widespread (HIV incidence under 1%), whereas sexually transmissible diseases are very frequent. A lack of access to health care, to condoms and to prevention provides a breeding ground for the spread of HIV.  The risk is all the higher since sexual relations start very early and sexual practices are often multi-partner. Prostitutes, increasing in number on the island with the development of tourism, are among the most exposed.

Present in Madagascar since 1985, Médecins du Monde opened an STD/AIDS programme in Antanarivo in 1993, then in Tulear in 1999.  These programmes, which are part of the national anti-AIDS programme, aim at reducing the risk of STDs by giving health care and information to the prostitutes.

At Antanarivo and Tulear, Médecins du Monde has opened dispensaries with essentially curative activities.  But the patients, most of whom are women, also come to be able to speak to the doctors and receive information from them.  The doctors take advantage of all these opportunities to listen to the patients and make them aware of STDs and AIDS.  Beyond being made aware of the risks and the means of prevention, patients are offered anonymous and free HIV screening. Medical and psychological care is ensured for those who are found to be HIV-infected.

In 1999, 3370 women attended the dispensary (i.e. 67% of the total) and 19% of them were prostitutes.  The most frequent infection among the women was chlamydia-gonorrhoea which affects 40% of them.  Problems linked to illegal abortions, rape and the sexual abuse of minors have also been observed.

Médecins du Monde also acts outside the dispensary with prevention activities for the prostitutes.  Night rounds are organised in the streets and bars to meet the prostitutes and their clients and distribute information pamphlets and condoms.  In particular, a large-scale promotion campaign is under way on the use of the female condom.  Peer teachers, prostitutes, are also trained through information, education, advice sessions to raise awareness among these people of the need to prevent AIDS and STDs, and to use condoms, and of the consultations proposed in the dispensaries.  53% of those attending the dispensary were contacted by this work on the streets.  So the prostitutes are directly associated with the programme, a way to make them take charge of their own health and an invaluable intermediary for putting across the prevention messages.

The Médecins du Monde team of expatriates: a co-ordinator, an administrator, both women, a doctor.

A local staff of 28 persons, 13 of whom are women (doctor, nurse, educators, facilatators, secretary).

Co-operation has been established with women’s associations (such as Femmes et Développement on family planning).

Testimonies

NORO, 41 years of age, 4 children, facilitator at the Médecins du Monde dispensary

“Generally speaking, my living conditions are average, it’s the economy which is difficult.  With this economic situation, life is not easy.  But it's all the more difficult when you're a woman.  Our rights are not yet grounded.  For example, for a long time in a marriage contract, possessions were split up 1/3 for women and 2/3 for men.  Should the husband die, the wife is eighth among the heirs. 

Even though I work, it is always the man who is boss at home, we are always quarrelling. Sometimes it’s even more difficult than it would be if I didn’t work.  The problem is the lack of leisure activity.  We have a five-day working week, on Saturdays I work for the women’s association, and on Sundays I go to church and I look after the family.  The men can come home late, no problem, they play cards, dominoes.  Women don’t have the time; they look after the children and their education, and even if we do have the time, we don’t have the means.

On Saturdays, I ‘m a facilitator in the women’s association; we educate the women, raise awareness about education, family life (women’s health, mother and child health, sources of income, management, family planning, complete feeding with little money).  We want to encourage women to have identity cards and a civil status for their children, we offer marriage assistance, cleaning up, help against poverty.  At the same time, we offer Information, Education, Advice for men on these problems.

I find it important to commit myself, I used to be always at home, I did embroidery.  Now, I am in an open environment, I’m calm.  I used to have heart problems, I was always disturbed.  Now when there is something hard, difficult, I get a lot of support from them.  For example, when there are quarrels with my husband, now I keep silent, gently I let him get on with the quarrel and then he calms down and I can speak.  It’s the same with my children and the family.  It’s not always considered a good thing for a woman to do humanitarian work.  The man says, “You’re killing time, why do you do volunteer work?”  Men don’t like women to be always going out.”

CATHY, 45 years of age, 8 children, a facilitator in the Médecins du Monde dispensary.

“Like a lot of mothers, I’m no longer married, I’m a mother and single.  I have to take all the responsibility for the education of the children, for their social life.  But it’s just as difficult to educate children when there is a father.  If the mother tells the truth, the father doesn’t agree.  There are some men who accept all the truth, but only a few, not all of them.

A woman’s position is quite difficult.  Men think that a mother is a thing that has to be kept at home, but not a partner; even for something or other that we have to decide together, it’s always the men who decide.

Our hope is that women are all aware now, they respect the men, but you need to define what sort of respect is their due.  This is more the case on the high plateaux than on the coast.  On the coast, they have accepted polygamy, when the women get old they are the ones who ask for it, to have someone to do the housework.  But it is the men who don’t respect the conditions that the women propose, to remain faithful to each other.

The woman suffers in her social life, the “gentleman’s” wages are not enough for daily needs, she can work to help her husband, but if there are a lot of children, she can’t do very much, she contributes little, she suffers because she can’t do things to bring in a little extra cash.  The “gentleman” does not accept family planning, he wants to “find his relief” all the time, the woman can’t refuse, otherwise, it’s war.

I worked with prostitutes before the dispensary opened, and seeing my friends plagued with diseases that they don’t treat, seeing them ill, makes me ill too.  And I have worked for nothing for the Ministry of Health to persuade them to go for treatment.  This Médecins du Monde dispensary is a great success for the physical condition of the Madagascans, so that people will no longer be ill.

Before, the girls had ulcers, and they worked on!  That makes me mad!  I asked them, “Can you work with that?” Seeing little children with ulcers all over their bodies …  have you never seen that?  It’s really disgusting, as if they had been burned by boiling water.  That’s syphilis.  But when you treat them, they get cured.

And to see women weeping all the time because they are sterile (because of their STDs).  That too is a woman’s life; when they have no children, the husband leaves them, when they have too many children, the husband leaves them ... you don’t see what you can do!

There are women who don’t appreciate what we do.  It’s poorly thought of, because we work with prostitutes.  But I explain the why and the wherefore, that they could be our sisters or someone from our family, that someone has to look after them, and they are sick, too!  Those who don’t understand are those who don’t yet realise what the situation is.

Ever since I was little, I have wanted to get involved; I wanted to be a doctor or primary school teacher. Now, at the dispensary, I train people, I educate people, and that has made me … not very happy, but … it has given me back a lot of energy.”

TANZANIA

-
Total population: 31.4 million 

-
Life expectancy at birth: women,49.1; men, 46.8

-
Maternal mortality: 770 per 100,000 live births

-
Number of children per woman: 5.5

-
Infant mortality: 92 per 1,000 live births

-
Death rate for children under 5: 143 per 1,000

-
Adult literacy rate: women, 62%; men, 81.7%

-
Children in full-time education: girls, 32%; boys, 33%

-
Real GDP per capita: $580

-
Human Development Index: (out of 174) 156th place

-
Economic activity rate of women (15 years of age or older): 50.1%

-          Percentage of women in the government: 9.6%

Tanzania is particularly affected by the AIDS virus, with around 10% of the population infected.  At present, the country spends only $5 per capita per year on health, which means that anti-retroviral therapies are beyond the means of those with the disease.  It is in Bukoba, in the northwest, a region considered as the cradle of AIDS in Africa and also one of the poorest in the country, that the highest incidence is recorded (18.4%).  Many women are AIDS victims but are totally ignorant about the disease and the ways that it is transmitted.  The large number of children per mother and breast-feeding increase the risk of transmission from mother to child, estimated today at 25%.

Médecins du Monde has been taking part in the national AIDS programme since 1992 through a preventive and curative programme for HIV-infected persons and those suffering from AIDS, for their families and for high-risk persons.

An AZT treatment programme for pregnant women was started at the Bukoba hospital in May 2000 to reduce the mother-child HIV transmission rate.  Out of the 2,000 deliveries every year in the Bukoba maternity ward, 450 are by HIV-positive women.  The aim of the programme is to reduce mother-child transmission in this region by at least 50%.  Screening is proposed to all pregnant women attending the hospital.  If they are HIV-positive, pregnant women are given AZT therapy.  The programme also includes screening and information, particularly to reduce the risk of contamination at childbirth and to encourage substitution feeding, mainly with cow’s milk, widely available in this cattle-raising region.

Counselling (socio-psychological support) is also offered to HIV-negative pregnant women to inform them of the risks they run in their sexual life and the consequences for their children. 

Médecins du Monde is also working on a curative action plan with the rest of the population.  Patient care consists in treating opportunistic infections (tuberculosis, mycoses...) and providing psychological assistance. A home-based care system was set up in collaboration with the governmental medical staff and the local community.  A mobile team visits house-bound patients and proposes psychological support to them and their families.  A large number of them are women with AIDS, often widows and mothers of young children.  A support programme was also launched in the Bukoba hospital and maternity ward, where voluntary and free consultations and screening are offered together with psychological support.

For prevention, Médecins du Monde promotes the use of condoms and peer education.  Groups are organised in the villages, made up first of all of women, then of men, then mixed, to provide information on the ways that the illness is transmitted and can be prevented, but also on the rights of women, particularly as far as their sexuality is concerned.

Insert

The transmission of HIV is responsible for 5 to 10% of new cases of HIV infection in the developing countries.  In these countries, transmission rates vary from 25% to 35%.  The virus is transmitted during the last month of pregnancy, during labour and/or during childbirth.  The risk of transmission by breast-feeding is 3% per child/year of breast-feeding.

Testimony:

Isabelle Heard, head of the AZT programme

“ In August 1998, we did a feasibility study on a programme to prevent materno-foetal transmission of HIV.  The pregnant women in all the hospital services quickly spotted us in the maternity wards, in the mother and child protection service and in paediatrics.  At the beginning the women were disappointed at not receiving AZT treatment immediately.  But we didn’t have any treatments.  Our main concern in those days was to find a solution to limit the risk of transmission by breast-feeding.  It was the women themselves who found it; the mothers of children in the hospital would feed and milk the cows.  Today, the AZT programme has just been launched.  The local decision-makers and the actors in the field are increasingly motivated.  They are very enthusiastic about the project!»

In Uganda, Médecins du Monde has also run a prevention and health care programme for persons suffering from AIDS in Kakuuto County, in the south of the country, since 1993. An “education by peers” programme has helped raise the awareness of women and young people through various information campaigns and cultural activities. Curative health care is also available through home-based care, combining care and psychological support.

Laurence BIOTEAU

Co-ordinator of the Kakuuto/Uganda Programme

“ The AIDS programme in Kakuuto in Uganda has existed for 7 years now.  We quickly realised that women were the most vulnerable persons confronted with this epidemic.  So we focused our prevention activities on them by creating women’s groups.  We felt that it was obvious that if we wanted our message to have an impact, it would also have to be heard by the men.  So though we have kept the title “Women’s group”, up to now there have been as many men as women at our meetings.

During this programme we explain, of course, the means to prevent AIDS, particularly with demonstrations of condoms, making sure that the women too can have a go.  We also tell them about family planning techniques.

In Uganda, the decision-making power of women is very limited.  Tradition has it, for example, that on the decease of the spouse, all their possessions go to the husband’s family and the wife finds herself with nowhere to live and no source of income.  To cope with that, we turned to an organisation of Ugandan women lawyers, FIDA, and they helped us to draw up wills.  We distribute these wills during our sessions on the laws of succession.  We also explain how to behave in cases of sexual violence.  The fact is that rape is common in Uganda and is often hushed up.  Women have the right to know that they are victims of a crime that is punishable in law.

As co-ordinator, the fact that I am a woman gives me a privileged contact with the women in the team and the women with governmental and institutional responsibility.  I have indeed noticed on many occasions that women rightly feel a certain pride in their position, and this pride is strengthened by the recognition of a Western woman.  You cannot but be encouraged by the emergence of these women in a culture where submission is still the rule.”

FRANCE
Faced with the growing problem of exclusion,  Médecins du Monde created its first France mission In 1986.  Today, Médecins du Monde operates in 34 towns with reception and free health care centres, with programmes focused on particularly vulnerable people, excluded because they are exposed to addictive practices, such as drug addiction, or simply because their financial and social situation is insecure.  The difficulties of access to health care and to information, uncontrolled or imposed sexuality, the combination of economic, social and cultural factors make women, here as elsewhere, particularly vulnerable.

In Nantes and Le Havre, two distinct programmes have been set up.  Both are designed to tackle the health of these women in toto, taking into account their social and cultural circumstances so as to treat both their health and their social and psychological situation.  At Nantes, as at Le Havre, we had to seek these women out in their daily lives, to start up a dialogue and provide specific and effective answers to help them in their vulnerability, particularly where pregnancy and AIDS are concerned.

NANTES

In Nantes, a port, prostitution is an age-old activity.  Today it is estimated that there are 1,000 persons who ply the trade.  There are several types of prostitution: street-walking in the town centre, that of bar girls who are paid according to the number of bottles drunk in night clubs, homosexual prostitution or again prostitution by youngsters in the deprived districts, which is booming.  These people are especially vulnerable from the health, social and psychological point of view.

The Médecins du Monde prostitution programme in Nantes sprang from a 4-year experience with the Needle Exchange Bus.  It was created in January 2000 to respond to the needs expressed by the prostitutes encountered during street work. The aim of the programme is to promote health among prostitures, to facilitate access to health care and prevention and to provide the health and social information necessary for them to retain their dignity.

This programme involves a team of 20 volunteers (doctors, nurses, reception workers, social workers, psychologists).

A bus drives around at night twice a week to reach out to the prostitutes.  The teams propose a reception, an open ear and information.  They also deliver medical care and guidance and assistance in contacting legal services.

Médecins du Monde is developing a network of medical and social links to optimise assistance to prostitutes and to make the special difficulties  of prostitutes known to the various reception facilities.  Talk groups are also organised with prostitutes to allow them to put their difficulties into words and to become aware of their situation.

 As well as their work with street-walkers, Médecins du Monde is undertaking specific action on behalf of other types of prostitution; those of the young people in the districts, homosexuals and women working in the night clubs.  Thanks to a partnership with the public actors and the associations working with these specific group of people, a think-tank was started with the aim of finding proposals for action.

Considering that prostitution makes its practitioners vulnerable, from the point of view of both their physical and their psychological and social health, Médecins du Monde is developing an overall approach to their health.  Without condoning the system, it is reaching out to these people to be closer to their expectations and their needs.

Testimonies

Paul Bolo, head doctor at the mission

“That evening we “ tried” a new parking place.  After five minutes one of our Nantaise woman friends came up and we began to talk about “how to stay healthy”, ten minutes later two Cameroonian girls plonked themselves at the bottom of the steps holding out a kilo of coffee, “we promised you, you protect us, this is the least we can do ”, they came up and a transvestite staying outside joined in our conversations which lasted about 45 minutes.  When the two Cameroonian girls left, back to the Nantaise to tell her that that was doubtless the first time that these two had spoken to each other without fighting.  …A little consolation, being present, some advice, some protection, a recognition of them as human beings, the ability to help them to go beyond their mutual aggressiveness …we had built our project around these simple ideas and straightaway they made us feel that we were thinking along the right lines.

Béatrice Monnier, 29 years of age, volunteer psychologist

“When I was asked to participate in the prostitution project, I didn’t really know what to expect, since I had never thought of working in this particular field.  But I was strongly attracted by the project because these women and these men seemed isolated, excluded from society and to reach out to them seemed interesting, because I felt that these people needed help, listening-to and recognition.  This experience is very enriching for it brings me in touch with people with whom I would certainly never have rubbed shoulders otherwise.  It has opened my eyes to a reality as harsh as the exploitation of young girls, to a real isolation.  What astonished me was the way the prostitutes received the project.  I have a feeling that there was an expectation and a need for someone to do something about their situation at last, to talk with them about their lives but also just simply to talk with them about everyday things (not about rates and practices), in short, that someone should communicate with them.  Through this experience I have met brave, sensitive people who largely deserve that something should be done for them at long last.”

Hélène Lepoivre, volunteer doctor

“If I chose to work in this mission, it was because it was targeted at a vulnerable sector of the population, often suffering health, social and psychological distress.  I was very touched by their request for health information and for support.  The idea that they have of their body is shattered, and the scorn of which they are often the object destroys their self-image.  For me, it’s important to help these men and women to take charge of their health, to bring them a little warmth and support, in an overall public health approach.  And even if I see them more as a doctor than as a woman, I feel the assault on their physical integrity perhaps more instinctively than would a male doctor.  I think, furthermore, that being a woman, it is easier for me to go up to people (men and women) because I am not taken for a client, there is no passing hesitation when we make contact.  For me, prostitutes are first and foremost men and women, broken by life, and not one of them has ever told me that she or he enjoyed being a prostitute.  They are or began to be one in response to a socio-economic difficulty or under duress.  Prostitution is an attack on fundamental human rights and dignity.”

LE HAVRE 

 The Médecins du Monde health care centre in Le Havre is attended by a large sub-Saharan population (Mali, Mauritania, Senegal).  They only benefit from a late screening for AIDS.  The risk of contamination among these people is considerable because of the cultural taboos about illness, about polygamy and because of frequent trips to Africa.

Since 1995, Médecins du Monde Le Havre has been running a global health programme in the districts and the hostels where these Africans live.  Several subjects, such as prenatal care, contraception, vaccination, the fight against excision, STDs, knowledge of the body, in particular the female genital system, have opened the way to tackling AIDS-linked problems.  The aim of the programme is to facilitate access to information and contribute to a change in behaviour.  Such a subject could be discussed only with the agreement of the men and women in the community and after having won their trust, mainly through the action of the African women mediators from the partner associations.  Based on a wide community participation, the programme relies heavily on women.

Thanks to this participation of the community, early detection of AIDS became possible, despite the cultural taboo about AIDS, and the African women and their husbands regularly  visit the screening centre.  Alongside the information meetings, women leaders were trained to pass on the prevention messages within their community.

Among African women, women without rights, lodging in men’s hostels, are undoubtedly the most vulnerable and the most difficult to reach.  The historic links of Médecins du Monde with these hostels made it possible to introduce preventive action among these women, discussing their general health problems and ending up talking about AIDS.  At present, Médecins du Monde is working on making the female condom better known, with the help of the AIDES association and the mediator.  To general surprise, the “device” has been well received and accepted.  In this way, women are gaining control over their bodies.

The frequent trips to Africa increase the risks of contamination.  Médecins du Monde has created a travel document, “the passport for a good trip”, for Africans returning home, so that they come back in good health and HIV-negative.

To ensure a complete approach to the question, the team also made a trip to a village in Africa to train health intermediaries on the spot.  By spreading prevention messages, here and there, the programme tackles the problems linked to AIDS by integrating African culture, with the community participation of the women.

Testimony

Arlette Seifert, the doctor at the head of the Médecins du Monde Le Havre unit

“Starting with joint training with the African mediators on the prevention of AIDS, we began to think together about how to act within the African communities.

First of all, thanks to the male mediator in one of the associations, we met the notables recognised (as in Africa) as “village chiefs” in the communities.

They allowed us to speak to their wives on Sunday afternoons.  During this time the fathers looked after the children.  We were all the more motivated since we had found several HIV-positive men and women during the Médecins du Monde consultations.  The men never wanted to tell their wives that they were HIV-positive.

To be more relevant and recognised in our action, we had arranged through the Corail association for a visit by Dr. Mustapha Gaye, a doctor whom we had met in Dakar and who was responsible for AIDS prevention in Enda Santé.  Working with him we went into several hostels housing African immigrants in particular.

Our more specific action with high-risk women continued at their request.  The acceptance of the female condom makes us think that they are becoming responsible for their own prevention.

One anecdote strengthens us in our action: a woman refusing all sexual intercourse with her husband on his return from Africa until knowing the results of the test she had demanded were known…”

Néné LÔ, health facilitator

“The action was targeted on the Gustave Brindeau hostel where African women live. These women have virtually no contact with the medical world. I accompany the women from the SONACOTRA and AFTAM hostels to the Médecins du Monde premises and to the anonymous and free screening centre.  Being an African woman and speaking their language, it is clear that contact and messages are easier and relations of trust have been established between us.

This work is difficult because the cultural, religious, taboo problems, etc. are not inconsiderable, but with a facilitator who can communicate with them, they feel safe.

The team has always tried to live with things as they are, that is, with the lack of punctuality, missed appointments, etc.  The work, more often than not, is done individually in the rooms because the women don’t want to speak about AIDS in public, but for the other general subjects (alcohol, tuberculosis, food hygiene, etc.) we hold collective meetings.  I have lived in Le Havre for ten years and have seen that the African women who live in the districts or in the hostels have a lot of problems, particularly health problems.  This is due to their husbands’ behaviour. The woman has to stay at home and look after the children and nothing else.  So I decided to choose the “ social cases of women”, particularly of immigrant women, as my professional project.  Since then, I have worked only from this point of view (literacy, mediator, interpreter, etc).”

Women and conflict

Today, civilians are the first victims of conflicts, be they  “ethnic” wars where one group attempts to exterminate another or to drive it from its territory, or destructured conflicts where the State is incapable of controlling the violence …  On each occasion the civilians are in the front line.  Women and children represent 80% of the world’s displaced persons and refugees.  Forced exile, verbal or physical aggression, rape …  Women have become the innocent victims of these new conflicts.  Often separated from their husbands, who have remained behind to fight, they find themselves alone to ensure the survival of the family, to feed the children, clothe them, keep them healthy.  To the physical wounds are added the wounds which are not seen, those of trauma, anxiety and anguish.

Because these women have specific needs in wartime, Médecins du Monde‘s emergency missions are directly geared to women.  Through mother-and-child health programmes, the association comes to the help of refugee or displaced women and provides prenatal care, gynaecological and obstetric care and health education for young mothers.  With the mental health care programmes, teams of psychiatrists and psychologists take individual care of traumas and create talking areas where women can express their suffering in words and recreate a semblance of a social link.

KOSOVO-BALKANS

The crisis, which struck Kosovo from March to June 1999 first and foremost affected the civilians.  Victims of exaction and violence by the Serbian soldiers and paramilitary forces, a large part of the population was compelled to move en masse to the frontiers to take refuge in Albania, Montenegro and Macedonia before returning home to a devastated province where everything had to be rebuilt.

Most of the refugees who fled to the frontiers were women, children and old folk.  As always in armed conflicts, the women were among the first victims.  Finding themselves alone when their husbands were dead or at home fighting, exposed to violence on their way to the frontiers, once they arrived in the camps they were obliged to ensure the survival of the family all by themselves.

Present in Kosovo since September 1998, Médecins du Monde took these particularly vulnerable persons into account and, from the outset of its emergency mission, started programmes especially intended for women.  Be they mother-and-child protection programmes or care for psychological traumas, for Médecins du Monde it was a question of looking after both physical and mental wounds.

Médecins du Monde has intervened three times in Kosovo and in the Balkans.  From September 1998 to March 1999, the association launched an emergency mission to come to the help of the Kosovar population, victims of the Serbian repression and of a lack of access to health care.  Mobile clinics were organised in the Drenica valley to provide medical assistance to the villagers.  A mother-and-child protection section was set up for women to provide prenatal care to pregnant women, to provide gynaecological and obstetric care and propose health education and hygiene sessions for young mothers.

From March to June 1999, Médecins du Monde, obliged to leave Kosovo, redeployed its activities in Albania, Macedonia and Montenegro to come to the help of the Kosovar population who had sought refuge at the frontiers.

In Albania, a mother-and-child protection programme was set up in Kukes and in Durres to provide prenatal care for pregnant women,  ensure deliveries in the refugee camps and provide health care for the children.

In Macedonia, a women’s mental health care programme was started in the Brajda refugee camp (16,000 persons).  Many women had collapsed into depression due to their living conditions in the camps, to the shock caused by the violence that they had suffered or of which they had been the witnesses during their exile, to the worry about their close relatives of whom they were without news. Left to their own devices and without their husbands, very often the survival of their families was on their shoulders alone.

Médecins du Monde, on the fringe of its medical activities, organised meetings for women open to all.  The aim was to allow them, through this talk-shop, to bring up the worries of daily life (safety, hygiene, food, etc.), to give them confidence again by giving them responsibilities.  Each woman was responsible for a sector of the camp and responsible for disseminating information.  This was a way to recreate a semblance of a social link through the women.  The Médecins du Monde teams also used these meetings to spread information about psycho-trauma and the importance of psychological care.  At the same time, therapy groups of a maximum of 10 were started to provide care for mothers and children under three.  Alongside these meetings, Médecins du Monde also set up individual psychiatric consultations open to all.

At the end of the war in June 1999, Médecins du Monde returned to Kosovo.  Today, part of its activities is specifically devoted to women. A Mother-and-Child Health programme is underway, as before the war.  As well as the Albanian minorities, the association today has turned toward the Serbian and Gypsy populations, who are the first to be deprived of health care.

Testimonies

Anne Philippe, nurse

Arriving in mid-November 1998 in Kosovo, I was given the task of setting up a health education programme.  Its aim was to make the women in the Drenica villages aware of the real danger of epidemics.  (…) The village where we went was warned of our arrival; two groups were formed, first the young girls and then their mothers.  The difficulty was to make them aware of a danger which was invisible and which might seem unreal when compared to the suffering around them.  In many cases it was the first time that these women had come together since the beginning of the conflict.  Some of them rapidly began to tell us about their experiences.  It was a way of unburdening themselves of everything that they couldn’t tell their families.  At long last, someone was listening to them!  Others, however, had the opposite reaction and didn’t want to talk about their situation; they said that they had come to learn, to listen to us and sharply cut short those who spoke about their problems.  (…)  I was struck above all by the courage and the will of these women to go on living as normally as possible.  Some of them turned up wearing make-up: they had put on the best clothes that they had left and it was hard to imagine all the distress concealed behind those faces.  (…)

Béatrice Stambul, head of the mental health programme

(…) In the second tent, Véronique, our nurse, several times a week organises women’s group meetings focused on the concerns of daily life in the camp: hygiene, food, clothing. A great dignity prevails in the meetings; each one speaks in her turn, they listen to each other, they answer, there are even moments of joy; then suddenly a young primary school teacher talks of her anguish and her uncertainties about the fate of her parents who have remained inside the country; she starts to weep silently and in a few seconds all the women are weeping and their faces are bathed in tears.  A long distressing moment of silence reigns that speakers and interpreters do not wish to break.  When, later on, we proposed therapeutic talk groups led by Kosovar psychiatrists, where they could talk of the psychic traumas that they had suffered and put into words what they had experienced, there were many volunteers and our tent was constantly full.  For we can explain to them that the exactions that they have suffered or of which they have been witnesses are wounds just like those from blows or bullets, that the ability that they will have or that we will give them to express, to bring out from inside the unspeakable, is a means, if not to cure, at least to overcome the shock and prevent it becoming a traumatic neurosis.  There are some whose state alarms us, we try to pick them out before it’s too late, these are the ones who are too fragile or too battered, who couldn’t be cared for, listened to, helped in time and in whom the work of abreaction, as the psychiatrists put it, has not been carried out.  Their life, then, is a terror. Traumatic images incessantly haunt their sleep, their anguish is permanent, and they are cut off from the real world. (…) 

Henriette, midwife

Henriette, one of the two midwives who work for Médecins du Monde in Kosovo, goes twice a week to the health centre in Malishevë, to the Southwest of Pristina.  When she arrives in the morning, a score of women, who have often walked several kilometres from their homes, are already awaiting her in front of the hastily improvised consulting room.  To avoid indiscreet looks and create a minimum of intimacy, Henriette usually brings a piece of white plastic, which she hooks on the window as best she can.

All in all, Henriette has been working with Albanian women for almost a year.  Little by little she has become familiar with the difficult living conditions of these women.  Obviously, the war is mainly responsible because it made the life of a large part of the population very insecure.  But these material difficulties are compounded by those linked to the status of women, for the women from the countryside are much less emancipated that those from Pristina.  They live in the shadow of their husbands and most of them experience their sexuality passively.  The increase in the number of pregnancies since the month of June is not surprising for people that have just come out of a war and, what is more, comes from a traditionally peasant society, with a marked patriarchal structure.  Consequently, many of the women who open their hearts during the consultations are haunted by the fear of being repudiated by their husband if they don’t give him a child.  In that case, it is not rare for the husband to take a second wife.  In any case, it is indeed very difficult to get the husband to admit that perhaps he is the one who is sterile.

This pressure on the women is sometimes even harder to bear, for in the eyes of the husband and the family, the birth of boys is always considered better than that of girls...  This giving pride of place to the male has consequences which are sometimes astonishing.  For example, a mother of eight children replied to Henriette that she had five because three were girls.  Or again another, 16 years married, who came for an examination complaining that she had no children.  After checking, Henriette learned that she already has a one-and-a-half-year-old girl. … Finally, there was the woman in her forties, who already had seven girls, who absolutely wanted to have an eighth pregnancy in the hope of giving her husband a son, whereas with her health problems another pregnancy would endanger her life.  Then, on the other hand, there are many women who already have several children and find it hard to make ends meet, who live every month with the anguish of becoming pregnant.  Pregnancy, when all is said and done, is rarely experienced as a happy experience.  In any case, the woman and her children too belong to the husband’s family and the role of mother is often thankless.  For example, Henriette regularly sees a pregnant woman whose husband has died recently.  This woman already knows that her baby will be brought up by her husband’s family and that she herself will be remarried to another man rapidly after she has given birth.  It is difficult under these conditions to become fulfilled in her role as a mother.

 Henriette hears stories such as these every day for, when all is said and done, her consultations are the opportunity for these women to confide, to exteriorise something of their anguish and their frustration, outside the stifling framework of their family.  It is also a privileged moment, when someone looks after them as individuals.  And then, to hear Henriette talk of her patients, it is easy to understand that her consultations are indeed something more than a mere medical examination.
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� Accurate data about Afghanistan are rare.  Afghanistan is not one of the 174 countries surveyed by UNDP.


� Source WHO 1998.


� The Human Development Index is calculated from 3 elements: life expectancy at birth, the literacy rate and percentage of children in full-time education, and Real GDP per capita. 


� In the Punjab region, where Médecins du Monde operate, maternal mortality is estimated to be between 800/1,000 per 100,000.  There are very large differences in maternal mortality between the urban and the rural areas and between educated and uneducated women.


� It is important to make clear that they are part of a Ministry of Health project, which, to placate the demands of the Papuan people, had introduced at the basis of the health system very young midwives chosen from the villages to study obstetrics, after an often rudimentary education.  Returning from their studies, they are often the only ones in the village with some notions of medicine and medicines.


� A national study commissioned by the Comité Interagences Femmes et Développement and carried out in 1995 by the Centre de recherches et d’Actions pour la Promotion Féminine.  It focussed on a representative sample of the population; 1904 persons questioned in 1705 families in 9 departments.
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