Mennonite Mission Health Association
Board Mesting
October 10 and 11, 2008
Garden Park MB Church
Denver, Colorado

October 10, 2008, 7:30 Board Mesting

October 11, 2008, 8:00 AM Committee Meetings

October 11, 2008, 9:00 AM to 2:45 PM Board Meeting

October 11, 2008, 2:45 PM to 3:00 PM Separate Meetings of US and Canadian Board Members
October 11, 2008, 3:00 PM to 3:30 PM Executive Meeting

Present: Ferd Pauls (President), David Wiebe, Rick Hamm, Tom Klein, John Martens, Pakisa
Tshimika (MMHH), Dalton Reimer (MMHH), Helmut Huebert (Secretary), John Faul (Oct 10),
Joe Butterwick (Oct 11)

Regrets. Peter Kroeker, Ray Harms-Wiebe (MBMSI), Murray Nickel, Bob Buhr, Glen Miller,
Gail Newell, Doug Cressman, Dean Gaddam, Frank Duerksen

October 10, 7:30 PM meeting chaired by David Wiebe
1) Introduction of each person present

2) Opening remarks and prayer by Steve Johnson, pastor of the Garden Park MB Church. He
emphasized that Christ on a number of occasions mentioned that those who want to save their
lifewill loseit. Those who lose their life for the sake of Christ will saveit. Thismay in some
instances be talking in eschatological terms, but can also apply to our present lives. Message:
Invest your life in someone else, and gain your own life!

3) Recognition
a) Dr Peter Kroeker
b) Sarah Peters
Both will be honoured in a special ceremony in Winnipeg within afew weeks
Dr Kroeker is also recommended to become an Emeritus member of the board

4) Democratic Republic of Congo
a) Traumatic Fistula Training Center in eastern Congo
Walungu Hospital is our base for this program
Gail Newell and Dr Kim Smith have reviewed the situation. At the moment it appears that
most of the fistulasin the region are actually obstetrical in origin. Thisinformation is on the
basis of a number of clinics aswell as asurvey of some villages. Currently we are partnering
in this project with MMHH, and have contributed roughly $8,000 dollars

Recommend that we investigate further to decide whether to continue with the project, or
possibly to switch the emphasis. M/S/C
b) Report by Murray Nickel (power point) aswell as input by Pakisa and John (see printed
report Appendix)



i)  AMMC Thisorganization is valued by the Congolese doctors. The expense of travel
to meetingsisarea hardship.

Recommend budget item of $5,000 for conferencein Tshikaji for April 2009 M/S/IC
i) Recommendations regarding education

Recommend budget item of $25,000, for three aspects of education
Internship (2) $5,000
Library $10,000
Translation of books $10,000

M/S/IC

iii) Medicine Credit Line

Original agreement was to work in 7 Health Zones, covering about one million people
Current MCC proposal isto work in two of these zones, Kgjiji and Mukedi

Should MMHA beinvolved in this modified proposal ?

Will be studied, with recommendation to come later during this board meeting

October 11 at 9:00 AM chaired by Helmut Huebert

1) Opening remarks and prayer by Helmut Huebert. In giving our lives for others we need to
take into account what Christ said, particularly as outlined in Matthew Chapter 5

2) Acceptance of minutes — Board minutes of October 5-6, 2007 accepted as circul ated

3) Matters arising from the minutes
a) Further discussion of the Medicine Credit Line/Health Zonesin DRC
Pakisa and John made a further presentation
Best would be for MMHA to develop a5 year strategy - to be implemented when funds
become available
MCC plan as suggested does not have measurable objectives
But to make the best of the current situation:

Recommend that we collaborate with MCC for the coming year (actually until March
2009), committing $10,300 to the project. After that to develop further strategy. M/S/IC

Thisinvolves only 2 Health Zones, Kgjiji and Mukedi
b) After further discussion regarding AMED

Recommend that we consider further involvement in more Health Zones, but wait for more
concrete proposals on the project from AMED. M/S/IC

¢) Regarding CIDA involvement



Recommend that we consider involvement with CIDA regarding Health Zones, but wait for
concrete proposals (MMHA possibly $41,000) M/S/C

4) Executive minutes of the August 9, 2008 tel ephone conference were ratified.
Recommendations regarding board appointments will be dealt with separately

5) President s Report - Ferd Pauls (see printed report Appendix)
We have the challenge of reaching into the community, from the point of view of attracting
members, of having interested board members and obtaining financial contributions. A
number of ideas were mentioned both as a result of this report and subsequent reports

Recommend that we have a series of regional meetingsin various areas of North America
to present the programs and stimulateinterest in MMHA M/S/C
Pakisa should be involved in these meetings, but also other board members
Regions mentioned: Wichita, Vancouver, Abbotsford, Goshen, Niagara Peninsula, Fresno,
Pennsylvania, and Winnipeg

Recommend that we beinvolved in the Mennonite World Conferencein Asuncion,
Paraguay in July 2009 M/S/C

Possible seminars, workshops

Possible booth

Possibly involved with MMA

Need to work at internet communication as a method to inform our own members and reach out
to othersin the USA, Canada and some other countries

Recommend that we propose an aggressive effort to develop internet technology to
facilitate a direct connection between local physicians on thefield and in North America, to
share expertise and further develop under standing of medical missions M/S/C

In the general discussions name change was mentioned, but most felt that MMHA quite well
covered the purpose and function of the organization

6) Financial Report - David Wiebe (Acting Treasurer) (see printed report Appendix)
a) Need to add $16, 251 on the US side, making the total $52, 448.50
b) Thereisapossible gift from adonor in Canada of $25,000, which has not been included
in the financia statement

Recommend that the financial statement for 2007 be accepted as presented M/S/C

¢) Financial Strategies

It is recognized that the income/estate of many people is decreasing with the present credit
crisis

There will probably be some donations through the website

Need to work hard at interesting peoplein MMHA



7)

8)

Some concern was raised about sending groups of people to Africaand India, as to whether
the huge cost really trandates into later interest and financial contributions

Committee Reports

a) Executive - Ferd Pauls Already covered in other reports

b) Finance - David Wiebe

The committee met this morning. Members: Tom Klein, Rick Hamm, David Wiebe (Chair)
David Wiebe was thanked for hiswork as Acting Treasurer

¢) Communications - presented by Ferd Pauls

(see printed report prepared by Glen Miller, Appendix)

Appreciation was expressed for the excellent work of Glen Miller. The hope was expressed
that, despite his health problems, he could continue in this work.

MMHA Partnerships — Much of the work of MMHA is done in partnership with other
organizations
a MBMSI - Ferd Pauls
We continue to collaborate in some areas
b) MCC - Ferd Pauls
We need to continue to work with MCC
Will continue to work out specific detail s, sometimes from country to country
¢) MMHH - Pakisa Tshimika
MMHH now has representatives on our board, Pakisa Tshimika and Dalton Reimer. They
intend to ask MMHA to be on their board
There are three areas of work where we share interests:
i) Fresno based activities, especially First Five working in the poorest area of Fresno
i) Zimbabwe - building houses, helping orphans
i) Congo - Fistula Program and Kgjiji Hospital Zone
International Center for Professional Resources
Have purchased land. Will have abuilding; provide space for lodging and food, library,
performing arts
Areworking on a strategy for fund raising. Will need about one million dollars
d) AMMC - John Martens
Thisis aworthwhile project, highly valued by the Congolese physicians
€) Tshikgi - John Martens
Likely 2 more internships
Provides very valuable experience
Thereisagreat need for specialty training
f) Mtshabezi - Ferd Pauls (see Zimbabwe report)
g) EMMC - Alto Refugio (see Paraguay report)
h) MB Medica Centre Jadcherla- David Wiebe
Medical College continues to be the primary focus of Dr P B Arnold. The buildings are not
yet complete. There are, on atemporary basis, enough beds at the hospital to establish a
school. Needs to complete some buildings, especially to provide dormitory space Should it be



possible to have at least one medical class, it would improve the economic prospects.
Medical students pay up to $50,000 to enter medical school, then $2,500 per year
Unfortunately the resources of the hospital and the MB Conference are being drained to fund
this project

9) INDIA PROJECT
a) Thereisaneed for medical literature, both for residents and for physicians
We can provide actual books and journals
We can also provide internet access

Recommended that we collect books and journals and arrange for sending them (various
ways of doing this are available), and explor e the down-loading of resour ces from the
internet $10,000 for thisproject M/S/C

Recommend that we continueto offer the $5,000 subsidy for those professionals who need
financial help to go to work at Jadcherla M/S/C

At 12 noon lunch was graciously provided by the Garden Park MB Church. We thank the
Church, and the specific people who did the work, for their kind hospitality.

October 11, 12:30 PM meeting chaired by Ferd Pauls

Joe Butterwick reported on his November 2007 trip to DRC
Principal problems appear to be the uncontrolled military, transportation, health, belief in
witchcraft, lack of food, poor maintenance of buildings and equipment

10) ZIMBABWE PROJECT - Ferd Pauls
We have in the past dealt with a Brethren In Christ Hospital at Mtshabezi, and have sent
$2,000
They now have a doctor in the hospital
We can have a collaborative effort with MCC

Recommend that we provide $10,000 for medicinesfor the Mtshabezi Hospital M/S/C

We will have to be careful to send it in US/Canadian funds, since Zimbabwe has avery high
inflation rate

11) PARAGUAY PROJECT
HIV AIDS Hostel, Alto Refugio, in Asuncion
It isaproject of the EMC Conference of Canada

Recommend that we provide $5,000 for this project M/S/IC
12) ADMINISTRATIVE REPORT - Ferd Pauls (see printed report Appendix)



Recommend that the MM HA accounts be audited M/S/C

In Canada by an auditing firm, yearly
In the USA by an accountant, at least every 2-3 years

Recommend that the planned meetingsto stimulate interest in various parts of North
America be coordinated and funded through the administration. In view of thisthe
administrative budget should be increased from $8,000 to $10,000. M/S/C

The office structure will continue as at present
13) MEMBERSHIP
Need to further understand the possible use of the internet
Previous attempts to increase membership have not been very successful
It isfelt that direct personal contact is probably the most effective tool to gain more members

14) BUDGET (actually FINANCIAL PROJECTION) - David Wiebe and Ferd Pauls

DRC
Health Zones $35,300
AMED, CIDA $41,000
AMMC $5,000
EDUCATION
Internship $5,000
Library $10,000
Translation $10,000
INDA
Library $10,000
Professional Trips $5,000
ZIMBABWE
Mtshabezi Hospital $10,000
PARAGUAY
HIV AIDS Hostel $5,000
ADMINISTRATION $10,000
TOTAL $146,300

Recommended that we accept thisas our financial projection M/S/C

15) Requirements for Board Members - Ferd Pauls
The Board and its members need to be above reproach, must be of good moral character
Discussion mentioned agreements with various conference Confessions of Faith, MB,
Mennonite Church, Brethren in Christ



There isaquestion of life style to be dealt with
Ferd will be responsible for further discussions

16) Appointment of Board Members

Recommend that Peter Block and Peter Kroeker be appointed to the Emeritus category of
our board M/S/C

Recommend that Glen Miller, Bob Buhr and Helmut Huebert bereappointed to the Board
M/SIC

Helmut to remain secretary, Glen to remain as Communications Director
Recommend that John Martensto be appointed to the Finance Committee M/S/C

David Wiebe will remain the Acting Chair of the Finance Committee

Vacancies on the Board
Ideally would like younger members, widely spread geographically, a'so more women
A number of people were suggested. Executive to discuss further

17) Next Meeting — Various sites were mention
Choice: Niagara Peninsula
Third week-end in October, 2009

18) Meeting adjourned 2:45 PM October 11, 2008
2:45 PM to 3:00 PM. The US and Canadian members of the Board met separately; both accepted
the decisions of the Board as recorded
3:00PM to 3:30 PM. The executive met, consisting of Ferd Pauls, David Wiebe Pakisa Tshimika
and Helmut Huebert
The entire group met at alocal Indian restaurant at 7:15 PM for a delicious meal and a good time of
fellowship
We thank David Wiebe for his diligence in making the arrangements for the meeting

Helmut T Huebert
Secretary
October 14, 2008



Appendices
PRESIDENTS REPORT 2008

This past year has been achallenge aswe have tried to implement the projectsthat have been approved and
to which money had been designated. Determining our role with new partners has been an educational
learning experience. The challenges will be evident as we update the various projects.

PROGRESS

1)

2)

3)

4)

5)

Our Communications division continues to show the greatest progress in making our Association
known around the world. In our August newsletter, Glen indicated the many access to our Web page.
Especialy interesting was the direct relationship of the distribution of our Newsl etter with the number
of hits. | have referred many contacts to our trilingual Web page to help explain to them who we are.
Our Newsletter #5 was distributed in August. We have tried to keep it to four pages but when thereis
information that should go out we have goneto six pages. | have often wondered how we can motivate
our readersto contributeto our projects. Thislast newsletter resulted in several donations. | trust thisis
abeginning.

The next Medication Credit project is scheduled to begin in October in collaboration with MCC in two
Health Zonesinthe DRC. We are also continuing to partner with MBM Sl asthey aretrying to persuade
CIDA to approve a Medication Project.

Gail Newell, one of our Board members hasvisited Kenyaand Eastern Congo thislast year to try to get
the Traumatic Fistula initiative off the ground. | am grateful to Pakisa and M1v11fl1 as partners for
working out the detail sthat need to bein place before the Training Centreisestablished. Thisillustrates
the amount of planning and site visitsthat are required before a project can be implemented with some
assurance of success and sustainability.

The employees at the Concordia Hospital in Winnipeg have contributed part of their charitable
donations to us in support of books for the Medical School library in Jadcherla. A book publisher is
prepared to transport any texts we buy for free.

Our administrative office continuesto meet our needs. Asnoted in the Administrativereport, amost all
of our communication is through the Internet. This includes copies of our Newsletter to the churches.

CHALLENGES

1)

2)

3)

4)

5)

Our Association isbuilt on Partnerships. It seemsthat each Partner has aunique way of doing business.
We need to continue to forge these Partnerships in order to be effective.

Wewill spend sometime at this meeting to strategize about meeting thefinancial challengesintoday’s
volatile market. Some of our donors have indicated that we can expect less because of the business
downturn in many areas.

Finding the right involvement in Indiais ongoing. | plan to spend aweek in Jadcherlain November. |
hope we can help establish the Medical School library and start Health Care Professionals visitson a
regular basis.

Zimbabwe presents a big challenge to us. They have requested a Medication Credit project similar to
what wedid inthe DRC. | have been encouraged in my meeting with one of their church representatives
in Canada who assures me that in spite of what is reported in the Press about the political climate,
providing financial assistanceto thelocal hospital for medication will bewell received. We areworking
with Doug Snyder and his group in Ontario to implement this request.

Succession planning is a priority for us. You will see some of the changes we can make as we fill
positions on the Board and Executive. | am optimistic that in the near future we will see more
generation and gender balance occur in MMHA.

Respectfully submitted,
Ferd Pauls President



ADMINISTRATIVE REPORT 2008

The role of the administrative office continues to be defined as our Association matures. At present, we
can describe it asfollows:

1)

2)
3)

4)

5)

6)

Communication - When the newsletter has been printed, the office sends out the paper copies to
over 100 people. Glen and | meet several times during the year and communicate by telephone and
e-mail. We recelve all donations and issue tax receipts where eligible

We administer donations to a Friends of Kulungu fund. This was established to support a Congolese
student studying in the U.S.A.

Communicate with Board and Executive - Addressing requests from people interested in our
organization. Thisincludes requests for assignments in low resource countries.

Finances - Assists the treasurer and our accountant in providing up to date information on the
income and expenditures of the Association. At present the spread sheet that was established by
Doug Cressman has been refined and allows current information to be available when required. He
gets a copy of the monthly bank statements and we meet several times during the year. Our
Accountant in producing an annual statement has all the current information required. We use a
Mennonite Credit Union for banking.

Our administrative budget has been $8000 per year but we have used about 20% mostly for printing
and mailing our newsletter. | can sec where this next year we will be spending some of the money
for travel aswe will need to participate in several partners annual meetings as well as doing an
administrative visits to India and Africa. We have indicated that the Board would fund the
Administrative budget. We need to look if it isrealistic to expect this commitment

We have no full time Administrative Assistant. Activities involving our Communications are done
by Glen. Administrative office requirements are done by myself with the help of an experienced
former church secretary as needed.

Taking into consideration the present function of our Association | would recommend we continue
to maintain our office structure in its present form for this next year.

Respectfully submitted,
Ferd Pauls



Visits

8001
6001
400+
2001

MMHA Communication Report October 2008

Glen Miller, Communications Director

1) Website—Weare now averaging about 550 visits

(a more accurate indicator than hits) per month
over the past twelve months. (See Graph) This

compares quite favourably to previous years with

Website Visits by Month
Oct 07 - Sept 08
— averages fewer than 250.
= 1T a)
ﬂ‘ﬂ‘ newsl etter.

c)
I I QI¥¥>~C_IU)ID_I
538382283328

Many web users have downloaded the MMHA
Check-up as well as the PowerPoint.

b) Thereis a corresponding increase in website
activity after each publication of the

Several contacts have communicated with the
office to ask for information.

d) Full trandationsareavailablein English (EN),
French (FR) and Spanish (ES)

€) Thewebsiteisupdated with new information
asit becomes available and includes documents such as Board Minutes, Project PowerPoint (PPT)
Presentations, Medicine Credit Line (MCL), Newsletters, and Press Rel eases.
f) Send your electronic photos to the web editor to add to the MMHA Scrapbook.
g) Most Popular Pages— There are a significant number of visitors from Spanish language countries.

April 08 May 08 June 08 July 08 August 08 September 08
Most visited Projects (ES) Projects (ES) Projects (ES) | Paraguay (ES) | Congo (ES) Newsdletter (EN)
Most downloaded Project PPT Project PPT Project PPT MCL (EN) Project PPT Newsdletter (EN)

2) Newsletter — The MMHA Check-up has been published quarterly
with issuesin November, April and August.

3)

4)

a)

b)

c)

d)

In addition to the mailing to the MMHA mailing list, the Check-
up was sent electronicaly to all MB, MC, BIC, EMMC, EMC
churches for which | have email addresses.

French versions of Bulletin de I'MMHA were sent to French
speaking congregations and Spanish versions of Chequeo de la
MMHA were sent to the Hispanic churchesin Canadaand USA.
Publication and mailing cost about $350 per issue depending on
size and require approximately 250 hours of time including
writing, editing and formatting, trandation, mailing and emailing,
and website updating.

Input from Board members is necessary to keep the articles
current and relevant.

Power Point outlining the MMHA programs was updated in January
2008. CDs were sent to Board members. Thefileis available for download on the website
Brochures were prepared in January 2008 and distributed. Thefileis available for download on the
website.

5) Membership cardswere prepared.
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Date submitted: 15 September 2008

1. Plan Title: Menno-Santé: health carein western Congo
1.1 Country: Democratic Republic of Congo
1.2 Name of Implementing Group or Organization: Medical Coordination Offices of two
Congo M ennonite Communities
1.3 Name and Position of the Person Submitting the Plan: Suzanne Lind, Representative

2. Basics:
2.1 Start Date: 1 October 2008
2.2 End Date: 28 February 2009
2.3 Total Plan Budget: 80,300
2.4 MCC Budget: 70,000
2.5 Beneficiary Count: 10,000
2.6 Location: Kgjiji and Mukedi Health Zones, Bandundu Province
2.7 Brief Description (15 wordsor less): Provide medications, equipment, and management
training to two M ennonite hospitalsin western Congo; develop church-to-church connections
and service opportunities.

3. Goal and Plan Synopsis.
Immediate goals.

1. Provision of medicine and equipment to Mennonite Hospitals with management and accountability
training for al involved. FY 2008-09: Kgjiji and Mukedi Hospitals.
2. Development of opportunities for church-to-church connections and exchanges in Mennonite
communities related to these hospitals.
Long-term goals:
1. Preparation of Mennonite Hospitals to serve as training hospitals for graduates of medical schools at
the Christian University of Kinshasa (UCKin) and the Protestant University of Congo (UPC). 2.
Participation in health zone water supply and purification programs.

Plan Synopsis: MENNO-SANT E is a partnership with the Offices of Medical Coordination of the
Mennonite Brethren (CEFM C) and the Mennonite (CMCO) Communitiesin Bandundu Province to
provide public health support for two health zones: Kgjiji and Mukedi. Interchurch Medical Assistance
(IMA) and Mennonite agencies such as Mama Makeka House of Hope, Mennonite Medical Health
Association, and Congo support groups in Mennonite constituenciesin North America/Europe may
cooperate with MCC to provide funding for this partnership. An MCC Coordinator will provide the link
between MCC in Kinshasa and personnel in the zones. The goal will be to improve health in the selected
zones and to encourage increased contact and involvement through church-to-church connections between
Mennonitesin North America/Europe and Congo.

4. Indications of Change:
1 The K4gjiji and Mukedi Hospitals will provide better medical care in their health zones
due to the regular supply of reliable medicines and equipment. People referred to these
hospitals will experience improved health.

2. The CEFMC and CMCO Medica Coordination officeswill be able to train health
care and pharmacy staff to more effectively deliver, sell and monitor the use of
medications.

3. People in need of medical care will receive the medications they need at a reasonable

price from areliable source.
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4, Mennonites in North Americaand Europe will become more aware of what the
Mennonite Communities in Congo are doing in the area of health care, and will be ableto
contribute/participate in creative ways.

5. Context:

Djokupunda, Kgjiji, Kalonda, Mukedi, Nyanga, Bangaand M utenaare famous namesin Mennonite mission
and medical work in DR Congo. They are names of mission stations which grew and thrived during the
early part of the 20™ century when many M ennonite and M ennonite Brethren missionaries planted churches
in the western provinces of what is now the Democratic Republic of Congo.

These are a so the names of seven health zones where the Mennonite Churchisresponsiblefor coordinating
health care for one million Congolese people.

At the moment, however, these seven health zones are not very “healthy.” They are struggling to recover
from years of war and political and economic turmoil. Although the western provinces of DRC have been
relatively calm for the past few years, the deterioration of transportation and communication infrastructure,
as well as amost total lack of government involvement in the development of medical and educational
facilities, haveleft the region impoverished and depleted of functioning institutions. Their survival depends
on strong leadership by the Mennonite churchesin DR Congo, and would be tremendously facilitated by
partnership with North American/European churches.

For nearly a decade North American Mennonite mission and service organizations have been discussing
how they might partner with the Congo Mennonite and Mennonite Brethren Communities to improve the
health care system which was once astrong and reliabl e source of care and ministry throughout the region.
Such a partnership would have two objectives:

1. Safeguard hard earned public health gains made from 2001 to 2006 in the health zones
which include these Mennonite centers.

2. Re-establish a sustainable partnering relationship between faith-based health systemsin
DRC and North American churches, many with historic tiesto DRC.

Background:

The DRC has an integrated health system which consists of 515 decentralized health zones, including the
health zones of Kgjiji, Mukedi, Kalondaand Nyangawhich were created in 1982 with the assi stance of the
SANRU I (Rural Health) project. These health zones became very functiona with assistancefromMBMSI,
CEDI, AIMM, SANRU I, and other partners.

Each health zone is a geographically defined area with a population of around 125,000 inhabitants. The
health zone includes a reference hospital to provide basic referral services and a health zone office for
technical coordination and supervision. The health zoneis subdivided into 10-20 health areas depending on
popul ation density. Each health areaincludesahealth center to provide preventive and curative servicesand
is run by a public health nurse. Outreach activities from the health center in collaboration with the
community are intended to provide immunizations and growth monitoring for every child.

Y ears of war and turbulence have had a catastrophic effect on health carein Congo, but health zones have
survived. In 2001, aWHO/UNICEF mission reported that “ The health zone system... ispossibly the only
system in the country still recognizable as anation-wide quasi-state structure. And even with critically little
or no support, it commands allegiance and support from health workers.”
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The Current Situation:

Between 2001and 2006 co-managed government-church projects called SANRU 111 and PMURR [projects of
Interchurch Medical Assistance (IMA) and the Protestant Church of Congo Medical Office (ECC-DOM)] helped
rebuild 75 health zones with funding from USAID and the World Bank. SANRU |11 was called “very cost effective
and amodel for other USAID-funded efforts’. The SANRU 111 final evaluation, conducted in Feb. 2006, concluded
that:

Good health results can be derived from a number of simple but effective technologies.
Partnership, including with faith-based organizations, is tremendously beneficial.

Despite the continued instability and economic depression in Congo, these projects made an impressive impact in
improving health servicesin 56 health zones and for a population of nearly 10,000,000 people. V accination coverage
increased from 30% to more than 70%. The projects have distributed more than a million long-lasting Insecticide
Treated Nets (ITNs) that have been shown to reduce maternal morbidity due to malaria by more than half.

The SANRU |11 project ended September 30, 2006. PMURR assistance (2003-2006) was extended through 2008.
While USAID isfunding afollow-on project to SANRU 11 (called AXxes), that project will concentrate on assisting
60 hedlth zones in Eastern, Southern and Central Congo. A few of the 56 SANRU |11-assisted health zones will be
picked up by projects funded by the World Bank, European Union or African Development Bank. However, 35 of the
56 health zones have been “ orphaned” and left without adevel opment partner. Thereisno money to continue even the
most basic immunization and drug supply.

IMA and ECC have searched, without success, to identify amajor donor to pick up support for thewhole SANRU 11
project wide area. Church health networks are unable, on their own, to fund the work of the hospitals established in
their regions. They are now asking North American and European church congregations and mission agencies for
support — one or two health zones at atime.

MCC Involvement

For several years, former Mennonite health workers, missionaries and MCC alumni have been suggesting that MCC
could play an important role in helping to restore the health care capabilities of the heath zones where many
Mennonite congregations are located. During the Study Period which MCC-Congo undertook in 2006-08 this
possibility received significant attention and encouragement. Asthe new MCC-Congo program devel oped thematically
and programmatically, it seemed thetime wasright to focus on public health devel opment in western Congo, sharing
in some way in a cooperative co-managed effort to support work in health zones in western Congo, primarily in
Bandundu province.

The decision about what style of program to develop and what partnership would be most effective hastaken ayear of
careful conversation, research and cooperative preparation. Aninitia interestin merely funding SANRU programin
two health zoneswas not in the end possible dueto insufficient funding options. A partnership directly with IMA for
imported medications was also alowed to recede from view as it became increasingly clear that purchase of
medicationslocally would be amuch better approach. A final decision to partner directly with the Mennonite Medical
Coordination Offices, with IMA as primary advisor, and with support and guidance from other Mennoniteingtitutions,
both North American and local, has at last permitted the proj ect to move forward with clarity of purpose and plansfor
afirst phase of modest but well-managed involvement.

Mennonite Medical Health Association (MMHA), MamaM akekaHouse of Hope, and IMA arethe primary advisory
groups for Menno-Santé. A unigue and creative relationship with MBM SI’ s local devel opment partner, Mennonite
Development Association (AMED) will permit Menno-Santé to focus its initial phase of work on two Mennonite
hospitals, while AMED works, using CIDA funding, on a broader based program of medical and community
development assistance in the same health zones.
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6. Plan Development:
This plan has been many years in the making. Pakisa Tshimika of Mama Makeka House of Hope,
Frank Bair of IMA, former missionaries and MCC workers have suggested for years that MCC
find away to support public health work in areas surrounding the former Mennonite mission
hospitals which are now being managed by Congo Mennonite Community structures but which
suffer from lack of adequate support. Asthe MCC Study Period progressed over the past two
years, it became increasingly clear that there was significant support both locally and
internationally for MCC-Congo to be involved in this type of work.

The collaboration between MCC-Congo and alarge group of interested institutions and
individuals has been a very good experience. Many people with awide variety of skills, expertise
and knowledge about the health care system in Congo, the current situation of the hospitals and
options for shared support have generoudly given time and energy to sharing ideas for the
development of what has finally become Menno-Santé.

SANRU and IMA staff in Kinshasa have provided frequent and in-depth information about
structure. AMED has been generous and cresative in sorting through the questions related to
sharing the project or working independently-but-complementarily. Frank Bair, Pakisa, Ferd Pauls,
Dr. Murray Nickel, Dr. John Martens, Mel Loewen have brought years of experience to focus on
the new plan. Mennonite and other health/program management professionalsin Congo have
advised and given model documents, as well as experientia reflections, for the program’s
development. Final plansand MOU’ swill be studied by alocal lawyer.

Two MCC volunteers will arrive in February 2009 to accompany and coordinate the program as it
develops. The Medical Coordinators of the CEFMC and CM CO Medical Coordination Offices
will manage the details of purchase and distribution of medications and equipment, and will
oversee training of hospital and pharmacy personnel. AMED will provide expertise for the training
and management aspects of the project. Medical Directors of the two hospitals will receive
adequate financial support to ensure that their offices are able to manage the receipt, sale and
accountability for medications and equipment.

Study Period committee members and the Medical Coordinators have visited the two hospital
locations and have met with local and national church leaders to explain how the program will
work and how it will benefit the Mennonite Communitiesin the area. Local support has been very
positive.

The MCC volunteers will be responsible to become acquainted with all aspects of the program,
and with all the people working on the different levels. They will help the Medical Coordinators to
supervise and document the movement of the medications and the effectiveness of the trainings.
They will ensure that reporting happens properly at al levels.

The MCC volunteers will also learn to know the Mennonite Communities around the two hospitals
and in other Mennonite centersin the area. They will eventually work with local parishes and
institutions to create new church-to-church opportunities and connections.

Several Memos of Understanding are needed to ensure clarity of purpose and responsibilities. An
MOU with the Health Zone Administration in each health zone will ensure that government
approva has been granted. An MOU with each of the two Medical Coordination Offices will
ensure that Mennonite Community authorities have approved the program. MOU’ s with the

14



depot/pharmacy from which medications will be purchased will ensure that the financial processis
handled in a professional way.

7. Beneficiaries:

Each Health Zone has approximately 125,000 people living in it. There is one General Reference
Hospital (GRH) for each health zone. Both Kgjiji and Mukedi are the General Reference Hospital
for the zones in which they are located. People who need medical care go first to the small clinic
which islocated nearest to where they live. If that clinic can not handle the case, they are referred
to a health center in alarger town. Finally, the most difficult cases are referred to the GRH. Thus,
ideally, most people are treated in clinics or centers near their homes. So only a small proportion of
the population will actually be treated in the Kgjiji or Mukedi Hospital. But having a GRH which
iswell equipped and from which good medications can be moved on to the clinics and centersis
extremely important to make the whole system work. It will be good to be working beside the
AMED/CIDA project, which will be managing a system which takes the medications they
purchase all the way to the clinics. With Menno-Santé focused on upgrading the hospital, and
AMED developing a solid distribution system beyond the hospitals, the entire system should be
strengthened.

8. Basdline Information:

Basdline information is available in the Medical Coordination Offices, through SANRU and
IMA. The MCC volunteers will be responsible to assemble, utilize and publicize the
baseline information.

9. Plan Report Schedule, Monitoring/Evaluation Plan:

An extensive reporting system is being devel oped by the Medical Coordination Office, which will
be responsible to prove that the money MCC providesis used exactly as agreed in the MOU’s. The
MCC volunteers will help with this process when they arrive. MCC Kinshasais responsible to
gather, interpret and provide required reporting to MCC International Program Department and
financial offices.

A schedule for evaluations at al levelsis not yet elaborated, but by mid-2009 a serious evaluation
must be underway in order to decide about further phases of the project and continued funding.

10. Plan Objectivesand Activities:
10.1 Objectives: Between 1 November 2008 and 1 M ar ch 2009:
1. Lay asolid foundation for the provision of medicines and equipment.
2. Implement the project for the first time.
3. Incorporate and orient new MCC workers.
4. Document and evaluate the project.
5. Refine the process in preparation for second purchase and distribution.

10.2 Activities:
1. Lay a solid foundation for the provision of medicines and equipment.
(October 2008)
Write, legalize and sign MOU’s: 1) MCC and Health Zone Management Team (Equipe
Cadre) in Mukedi and Kgjiji Health Zones; 2) MCC and Medical Coordination Office of
CEFMC and CMCO; 3) MCC and the depot(s)/pharmacy(ies)

15



2.

3.

4.

5.

in each zone; 4) Medical Coordination offices and the General Reference Hospitalsin each
Zone.

Write out procedures for 1) transfer of money; 2) purchase and distribution of medicines
and equipment; 3) reporting and accountability. Provide trainings/initial orientations for
doctors, nurses and pharmacy staff. (Liaise with AMED.)
Implement the project for the first time. (November-December 2008)
Transfer funds to pharmacy(ies) to establish lines of credit.
Transfer fundsto Medical Coordination offices and Directors of Hospitals.
Medical Coordinatorsin consultation with Hospital Directors make first orders, receive and
distribute medicines.

Orient new MCC workers. (February 2009)
MCC coordinators John Clarke and Anicka Fast arrive in February. Orientation in Kinshasa
and preparations for first visit to Hospitalsin March.

Document and evaluate the project.
MCC Kinshasa manages |PD reporting and budget preparation for 2009-10; supervises
pharmacy reporting.
Medical Coordinators provide meticulous and immediate narrative and financia reports
from purchase, distribution and end-use processes.

Refine the processin preparation for second purchase and distribution. (January-

February 2009)

Consult with AMED, IMA and other advisors; review process, reporting.
MCC coordinators review and analyze process.

11. Operational Assumptions and Risks:

1.

This plan has developed with advice/counsel from many experienced sources, is based on
MCC-Congo’s new program guidelines, and has the good will of all involved, thus has a
high probability for success.

This plan is smaller and more focused than any of the initial planners and current
participants anticipated, thus has a medium risk of disappointing partners and participants
dueto lack of initia visible results.

Similar plans/projects in the same regions have struggled with inadequate accountability
on the local level, where desperation drives participants to misuse money and resources;
thus, thereis areatively high risk of problems related to use, reporting and accountability.
This plan includes financing and personnel for training and supervision at each level of
the processes, thus the likelihood of participants understanding the importance of
adherence to proceduresis increased.

This plan is based on the agreement that it will grow quickly if the first round of
implementation goes smaoothly and accountability is meticulous and immediate. The clear
understanding from the beginning of the project isthat if the processis not successful at
any point in a particular region, that region will not receive further funding. Thus the risk
of repeated problems related to use and accountability is decreased.

12. Material/Financial Resour ces:

12.1 Monetary:
-Other than MCC, who is contributing to this budget? Mennonite Medical Health
Association.
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-What portion will MCC provide? $70,000 = 87%

-When are finances needed? 1 October 2008

-Are legal requirementsin place to receive financial assistance from MCC? Yes.
-What accounting systemisin place? Are accounts audited externally? Partner
groups are required to have externa audits.

Menno-Santé -- Budget -- FY E 2009 (1 June 2008 to 28 February 2009)
Expenses

1. Purchase medicines, supplies 25,000 x 2 zones 50,000
Medicines; 20,000 x 2
Supplies: 5,000 x 2

2. CMCO/CEFMC Medica Coordinators Office Support 500/month x 2 x 4 months (Nov,
Dec, Jan, Feb) 4,000
Office expenses
Per diem
Supervision
Fue for motocyclette
Telephone cards
Report preparation

3. Motocyclettes for medical directors and
MCC coordinators 4000 x 2 8,000

4. Mukedi/Kgjiji Hospital Medical Directors Office Support $500/month x 2 x 4 months
(Nov, Dec, Jan, Feb) 4,000
Office expenses
Per diem
Supervision
Transport medicines, supplies
Visit depot and bank every three months

Report preparation
5. Organizational meeting June 2008, Kinshasa 2,000
6. Evaluation meeting February 2009, Kinshasa 2,000
7. Trainings, accounting materials 1,000
8. MCC Rep sitevisits + contacts with CMCO/CEFMC 2,000
9. Administration and development costs (10%) 7,300
Tota 80,300
Revenue
MCC 70,000
MMHA 10,300
Total 80,300

12.2 Material Resources: Nonerequested.

13. Personnel Information:
See Health Projectsand Church Connections Coordinator job description.
The participation of MCC coordinators will be recorded in the MOU'’ s signed with partner groups,
thus will be approved by government and church officials.
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14. Partner Information:
14.1 Partner Name: Medica Coordination Offices of the Mennonite Brethren Community and the
Mennonite Community of Congo
14.2 Address and location: Kikwit and Nyanga, Bandundu Province
14.3 Name/Email of Contact Person: Gaspard Mahuma [gasmahuma@yahoo.fr]
Benza Baudouin (benzkul @yahoo.fr)
Suzanne Lind (lindsuzanne@yahoo.fr)
14.4 Describethe partner in 23 words or less: The Mennonite churches coordination offices work
to ensure that Mennonite facilities in the region are as effective as possible. They work within the
government health zone system.
14.5 I dentify the type of organization (Faith-Based, Non-Govt. Org, €tc.)
Faith-based.

14.6 Partner Capacity Building:
Objectives and activities:
1 Inspire and reinfor ce the Mennonite Hospitals to provide reliable, affordable medicine and
carefor al the peoplein their health zones.
Work with the Medical Coordinatorsto develop a process that rewards honest and successful
distribution and use of medicines.
Provide trainings that clarify and effectively teach appropriate procedures at al levels.
Provide MCC coordinators who will walk along with the process to encourage, reinforce
training, and help with reporting and planning.
2. Cooper ate with awide range of interested party to elicit maximum support and creativity for
the program.
Consult with and utilize the expertise of IMA, SANRU, MMHH, MMHA, mission boards,
interested alumni, AMED, Mennonite Community leadership and professionals.
Include networking as important aspect of MCC Coordinators assignment.
3. Facilitate opportunities for church-to-church connections and participation in a growing
enhancement of health care in health zones where Mennonite Hospitals are located.
MCC Coordinators will become acquainted with the broader communities where hospitals are
located and will look for possibilities for donations, exchanges, etc.
Ensure that the Mennonite Communities in Congo and internationally are aware of the
Menno-Santé program and the opportunities it offers for stronger connections with DRC.

Other Relevant Documents:
Attach additional documents such as government registration, last year s annual financial statement,
list of board members, etc., as seemsrelevant or asis determined in consultation with MCC
Representative.
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1)

2)

3)
4)
5)

6)

7)

8)

Menno-Santé and AMED: Cooperation for Rural Health
Menno-Santé
Immediate goals:
a) Provision of medicineand equipment to M ennonite Hospital s with management and accountability
training for al involved. 2008-09: Kgjiji and Mukedi Hospitals.
b) Development of opportunities for church-to-church connections and exchanges in Mennonite
communities related to these hospitals.
Long-term goals:
a) Preparation of Mennonite Hospitalsto serve astraining hospitalsfor graduates of UCKinand UPC
medical schools.
b) Participation in health zone water supply and purification programs.
The Menno-Santé program will be coordinated by M CC volunteers (John Clarke and Anicka Fast) and
the Medical Coordinators of the CEFMC (Dr. Benza Baudouin) and CMCO (Dr. Mahuma Gaspard).
The Menno-Santé program will have an agreement with the Central Health Zone Office and Director
that approves this limited participation in broader Health Zone work.
The Menno-Santé program will not be responsible for provision of medicinesto health centersin the
Health Zones.
The Menno-Santé program will establish two lines of credit with the Catholic Depot in Kikwit, onefor
each hospital, for use by the Medical Directors of the two hospitals with supervision by the Medical
Coordinators. The hospitalswill sell the medicines at the price for which they were purchased. 50% of
the profit from medicine saleswill be used by the hospital; 50% will be returned to the depot for future
purchases.
Menno-Santéwill purchase expertisefor trainingsfrom AMED and/or SANRU asneeded. AMED and
Menno-Santé personnel will meet together regularly and will cooperate on trainings, conferences and
possibly travel whenever possible.
MCC and MMHA arethe primary financial participantsin thisproject. IMA and MamaM akekaHouse
of Hope provide additional direction and counsel.

AMED (based on information in MBMSI-CIDA Project draft August 08)

1)

6)

7)

Goal: To improve access to health carein the Kgjiji and Mukedi Health Zones by:

a) Providing accessible medication to the community (particularly women and children).

b) Purchase of basic diagnostic equipment.

¢) Empowering the local CODESA (volunteer community health and devel opment group).

The AMED program will be coordinated by AMED personnel and Health Zone staff.

The AMED program will work directly with and through the Central Health Zone Office, the General
Reference Hospitals and the Health Centers.

The AMED program will train and supervise staff in al levels of the Health Zone system.

The AMED program will work out their credit program with selected depots/pharmacies and in
cooperation with Health Zones, Hospitals and Health Centers. This system will be separate from
Menno-Santé credit lines and accountability.

AMED and Menno-Santé personnel will meet together regularly and will cooperate on trainings,
conferences and possibly travel whenever possible.

This AMED project will be funded by CIDA and grows out of MBM SI mission partnering in Congo.
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1)

2)

3)

4)

MMHA Report on the DRC - 2008
Murray Nickel

AMM C: The hope was that we could plan a meeting of Congolese Mennonite doctorsin
September. This appears to be falling through due to the lack of interested Mennonite doctors from
North America. John thought that he had a quorum of doctors interested, however, plans have
changed. Both john and | would like to organize an AMMC meeting around a tour with North
American doctors visiting al the facilities. Particularly in the Kasai area where the needs are the
greatest.

Internship: Our first candidate, Dr Narcisse Tshinyama, completed his internship successfully and
isawaiting atrip out to Kgjiji to serve the next 3 years. In the meantime, he has been working at the
Libotaclinic in Kinshasa. Dueto rising travel costs, the program cost will be going up another
$200. In fact, in order to cover the costs, | donated another $200 to Narcisse' s program to get him to
Kagjiji. The other problem we encountered was that Narcisse was given too much money at the
beginning of the program which Narcisse used to pay for his school debts. Thiswas a
misunderstanding since the program was not intended to cover these expenses. As aresult, we are
short atotal of $650.

MMHA is sponsoring another CMCO intern at Tshikaji presently. The CEFMC is ready to send
their next candidate.

Other education programs through MBM SI: Programs to educate doctors and nurses at Bon Berger
Clinic has been on going. The program has changed to changing needs. Nursing education has been
supported on a punctual basis both scholarships and supplies however, there has been no activity in
2008 in this area. We have had 3 visiting North American physicians (Dr Mark Shelly, Dr Don
Duerksen and Dr Arnie Voth) who have been involved in teaching.

ER Book: The book is officially at the press and should be out in the market in July. John and |
would like to see money raised the printing of King's surgical textsin French.

Medicine Credit Line: CIDA funding has fallen through, at least temporarily. AMED will be
coming up with a project for the Kikwit area which should be ready by the end of the month. They
also may be recruited to work in the Kgjiji-MCC sponsored project.
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