MENNONITE MISSION HEALTH ASSOCIATION
ANNUAL MEETING OCTOBER 30, 31, 2009

| Executive Meeting at Rae & Jerry’s Restaurant at 5:30 PM October 30
Chair Ferd Pauls, also present: David Wiebe, Bob Buhr, Glyn Allen, Glen Miller Helmut
Huebert, Tom Klein
Possible candidates for board membership were discussed
These names to be presented to the board
Possible future leadership of MMHA discussed

|| Board Meeting of MMHA Friday Evening October 30
Chair David Wiebe
Additional members attending: Peter Kroeker, Doug Cressman
1. Welcome - see A
Thisisthe ninth annual meeting of MMHA
Welcometo Glyn Allen, at hisfirst board meeting
2. Devotiona period by Portage Ave Pastor Travis Reimer
He mentioned that MMHA faces various challenges God' s grace forgives, but also
regenerates. Particular emphasis on Ephesians 3: 14-20
Prayer
3. Recognition of Dr Rick Hamm
Wife Barbara Hamm and her parents, Henry and Susie Loewen were present
Presentation by Ferd Pauls - see B
Rick was thefirst president of MMHA, then the treasurer
He played an active role in the work of MMHA, particularly in India
A Dr Rick Hamm Memorial Scholarship has been established for which the first recipient
has been designated
A memorial plague was presented to Barbara Hamm
4. Reception
5. Minutes of the Oct 10, 11, 2008 Board meeting were reviewed
Various aspects of the work were mentioned, and will subsequently be discussed
There was considerable discussion of medical projects presented at the Mennonite World
Conference in Asuncion, Paraguay. The international scope was highlighted
M/S/C that the minutes of the Oct 10, 11 2008 Board M eeting be accepted
6. Additional items from the minutes will be discussed according to the agenda
7. Minutes of the June 6, 2009 Executive Meeting were reviewed
M/S/C that the minutes of the June 6, 2009 Executive M eeting beratified
8. Demaocratic Republic of Congo
a) Health Zone involvement in Congo
Have participated $50,000 for the Medicine Credit program, and $7,000 for
administration
MCC is now recognizing MMHA involvement in the project
CIDA funding is not available at the present time




There are altogether 7 “Mennonite” health zones
MCC is considering 4 health zones, but their involvement is mainly with the main
hospital in the zone. MMHA is more concerned about the out-lying dispensaries
M/S/C that MMHA collaborate with the MCC in therole of Medicine Credit, increasing
thisto 4 health zonesif feasible
Our preferenceisfurther involvement of the entire health zone, not only the main hospital
in the zone
We need to continue the good communication between the two agencies
b) Internship program at Tshikaji
Current budget is for 2 scholarships at $2,500 each
¢) Our Partner in Congo - see subsequent report on relationships
d) Walungu Fistula project in eastern Congo
Another hospital in the area (Panzi) seemsto be treating these patients
Redlistically thereis now no need for us to continue this project
€) Bon Berger Project
There is now alarge active hospital near the airport in Kinshasa. It is doing well

11 Board Meeting of MMHA Saturday Morning October 31
Continental Breakfast 8:30 AM Meeting began at 9:00 AM Chaired by Helmut Huebert
1. Opening scripture, remarks and prayer, Helmut Huebert
2. President’ s Report - Ferd Pauls - see C
Showed pictures of the Mennonite World Conference
Presented some challenges, including working with partners, and succession planning
3. Financia Report - Glyn Allen
a) See Financia Statements D, and Consolidated Statement E
The Canadian Financial Statement has been audited
M/S/C that the Financial Statement, including the Consolidated Statement be accepted
M/S/C that Nick A Hildebrand continue as auditor for this coming year
That we undertaketo review the appointment for the following year
b) Financial Planning
A number of issues have surfaced
- Who should cover administration costs? Can we truthfully tell donors
that their donation will totally go to the designated program?
Our administration costs are actually very low
- Major donors may wish to direct the program
- can we entertain specific long term programs when we are not assured of
continued long term steady cash flow?
- Especially since 911 we need to be very precise with our use of receipts
- In the past the board has undertaken to pay the costs of administration
M/S/C that we continue to have the board support administrative costs, with additional
funds, if necessary, to be taken from undesignated funds.
¢) Budget
- Often cal it “Financial Projections”




- We can change the designation of funds, in consultation with the donor
- Currently we have an aging donor base
- David Wiebe reflected on our future emphasis
Enlarge the participation and donor base
More cooperation with others
Wider Mennonite involvement
Involve other medical professionas
4. Committee Reports
a) Executive - Ferd Pauls - see subsequent items
b) Communications - Glen Miller - see F
Hits on our website have decreased a bit
Have experimented by sending our Newsletter to targeted areas
5. MMHA Relationships
MBMSI - they are partners who have input through Ray Harms-Wiebe, who is a partner
board member with voting privileges
Would it be appropriate for MMHA to at least have an observer at MBMSI board
meetings?
MCC - David Dyck is our contact person
We are now suggesting more collaboration in the Congo
Suggest that we should have a simple written statement regarding the specifics of
our relationship
Will contact David Dyck to discuss this
MMHH - Pakisa Tshimikais a partner board member with voting privileges
We have a good relationship with them and a good exchange of ideas
AMMC - we have subsidized their last meeting by $5,000 (largely travel costs)
Thisis an annual meeting of Congolese doctors
Propose to continue this project
TSHIKADZI
Funding 2 interns at $2,500 per year
There could possibly be other institutions where the training could be done
MTSHABEZI, Zimbabwe
Doug Snyder is our contact person
MCC has had a $100,000 donation for the hospital
We have offered MMHA expertise for the Medicine Credit portion of the
program.
We are currently waiting to be approached regarding this.
Will leave $10,000 in the budget as our contribution into the Brethren in Christ
area
EMMC - Alto Refugio, an HIV-AIDS hospital in Asuncion
Have budget item of $5,000, but did not receive the funds
Will leave in the budget
MB Medical Centre, Jadcherla
Buildings for the medica school are incomplete



Attempts are now being made to proceed with private funds, which would then
make it a private corporation
Medical school on hold for now
The hospital itself has come to avirtua standstill
6. INDIA Project Update
a) Junior College scholarships
MMHA currently funds public health aid program (2 year program)
$200 each to sponsor 20 students (total $4,000) Will expand this
M/S/C that MMHA sponsor 30 students at $200 each (total $6,000)
b) Dr Rick Hamm Memoria Scholarship has been established for medical students
$2,500 per year, criteriathe same as those that have been established for the
Kroeker Foundation scholarships
M/S/C that a Dr Rick Hamm Memorial Scholarship fund for medical students be
established, $2,500 for a medical student per year
Thiswill be funded by the MMHA whether or not directed funds cover the cost
) Seminary Public Health Teacher - $2,400 per year
M/S/C that this program be continued
d) JadcherlaLibrary
In view of the current situation with the hospital and medical college
M/S/C That the Jadcherla Library Project be cancelled

|V Board M eeting of the MMHA - Saturday afternoon, October 11
Started at 1:PM Chaired by Glyn Allen
1. Zimbabwe Project - see MMHA relationships, MTSHABEZI
2. Paraguay Project - see MMHA relationships, EMMC, Alto Refugio
3. Administration Report - Ferd Pauls - see G
More of the administrative areas have been turned over to Glyn Allen
M/S/C that the Administrative Report be accepted
4. Membership
A maximum of 12 people have applied for membership beyond our board
M/S/C that we no longer emphasize member ship, but concentrate on specific project
donations
5. Budget (Financial Projections?) - Glyn Allen
India
a) Junior College - $6,000
b) Dr Rick Hamm Memoria Scholarship - $2,500
c) Medical Scholarships (2 at $2,500 each) - $5,000
d) Seminary Nursing Training Scholarship - $2,400
DR Congo
a) Medicine Credit - $50,000
b) Residency Training (2) - $5,000
c) AMMC - $5,000
d) MMHH - $5,000




Zimbabwe - $10,000
Paraguay - $5,000
Administration - $5,000
M/S/C that the budget of $102,900 ($97,900 without MM HH) be accepted
6. Murray Nickel Report - see H
Note that we have accepted a number of his recommendations, such as the contribution to
AMMC and the internship program
7. Fast and Clarke Report
Conclusions have been tranglated into English
8. Appointment of Board Members
The executive has suggested a number of people to be contacted for possible board
membership. Theoretical considerations. gender, age, geographic distribution, other
health care occupation (besides MD)
M/S/C that all can be asked, so they need not beranked
9. Continuing leadership
There was alengthy and wide ranging discussion of the leadership of MMHA
A number of proposals were mentioned, but the eventual actual motion that was
formulated was as follows:
M/S/C that we continue with the present executive for thisyear (specifically Ferd Pauls
president, David Wiebe vice-president). Executive to actively pursue recommendations for
possible changes, e.g. possibly another member on the executive.
10. Next Meeting: Sept 17, 18, 2010 in Winnipeg
Possibly Sept 24, 25 if scheduling is better
11. One member of the board expressed the wish to actually see the DR Congo, since we make so
many decisions about it
12. Meeting adjourned about 3:45 PM
13. Ferd Pauls was thanked for the effort, time and energy he had put into the meetings. Ruth
Pauls was thanked for her work, especially regarding the food
14. Official meeting of the US members of the Board accepted the recommendations of the
MMHA Board
15. Official meeting of the Canadian members of the Board accepted the recommendations of the
MMHA Board
16. Board members and the wives who were present in Winnipeg had a delicious Indian meal at
6:00 PM at the India Palace Restaurant, 770 Ellice Avenue
Helmut T Huebert
Secretary, MMHA
November 2, 2009



Appendices

PRESIDENTS REPORT

OCTOBER 31, 2009

| look forward to the time we spend together as a Board. It may be only a short time, but the review
of our activitiesand the challengesthat come out of our discussionsisan encouragement to carry on.
In the past we have talked about the evolution of our Association. As we review this year, | have
noticed signs of changesthat are hel ping us to mature but areas where we continue to struggle as an
Association.

PROGRESS

1) International exposure hastaken abig step forward with our presentation at the Medical meetings
at the Mennonite World Conferencein Paraguay. As previously reported in our Checkup, MMHA is
demonstrating how an International Mennonite A ssociation of Health Care Professionalsismaking a
difference especially in the Education and Medication provision. | was encouraged by what we
brought to the meetings. Thanks to Glen for the presentation. Also to Grace and Ruth Klassen
running adisplay table and translating. | trust wewill be at the table again at the next MWC in 2016.
2) Our Communication division under theleadership of Glen Miller remainsinnovative and keeping
many people informed as to our activities. Time and again Checkup provides positive comments
from many readers. The mix of hard copy and electronic versions allows us to reach many people.
We have been testing the sending of a small number of hard copies to churches for distribution to
Health Care Professional sacross North America. Thismay help to devel op alarger network of those
who we are not aware of .

3) My trip to Indiain December, 2008 was helpful. It clarified our increasing role in Health Care
Education. It also helped us come to our meeting today with specific projects and our continued
consultation as to involvement in the Medical School in Jadcherla.

4) With the present amount of work being done by our Administration, no organizational changesare
anticipated. This may well changeif there is a shift in our organization to more Human Resources
responsibility.

5) | attended the Board meeting of one of our partners, MMHH oneweek ago. Their Board Chair and
Executive Director have been at our Board meetings for severa years. | appreciated the common
interests we share and the ability to sharein projectsin the DRC.

CHALLENGES

1) Working with Partners. MBM Sl challenged us asto the appropriateness of our Board membership.
MCC took two yearsto determine what our partnership might look like. We are continuing to work
at Congo Health Zones co-operation.

2) We continue to work at our relation with Jadcherla Hospital

3) We have been fortunate to have Doug Snyder become amember of our Board. He was unableto
attend our meeting today but will be helpful in determining our Zimbabwe partnership with the
Brethren in Christ.

4) Asnoted last year, succession planning continues to be a priority.

Respectfully submitted,

Ferd Pauls, President



ADMINISTRATION REPORT

OCTOBER 31, 2009

There has been aconsiderable decreasein Administration activity thistear. Therewasanincreasein
the first months of the year, alull with an increase again in the fall. It seems thisis a pattern that
repeats itself. We were warned that there would be a decrease in giving and this has occurred. | am
grateful for Glyn Allan coming on as Treasurer. He has streamlined the financial reporting and had
helped our accountant produce an Annual report that reflects our activity. Crosstown Civic Credit
Union continues to provide us good banking service. We continue to maintain an officein the U.S.
and Canadawith the corporate office in Winnipeg. Nick Hildebrand, our accountant, hashel ped usto
submit the required financia activities to Revenue Canada. This information is available to the
Board. We continue to provide quarterly information to our constituency thru our Checkup. This
publication continuesto provide favourable comments. Our Web page al so drawsinterest around the
world. Thanks to Glen for providing leadership in producing these resources

Last year at our Board meeting there was discussion that we should consider organizing Regional
meetings to fund raise. This has not occurred as yet and will be discussed at the Board meeting.

| would recommend that with our present level of activity we continue the present Administrative
organization.

Respectfully submitted,

Ferd Pauls



MMHA Communication Report October 2009
Glen Miller, Communications Director

1) Website — We are now averaging about 500
visitsover the past twelve months, dightly down
from the previous year. (See Graph)
a) Many web users have downloaded the

MMHA Check-up aswell asthe PowerPoint.

b) Thereisacorresponding increaseinwebsite
activity after each publication of the
newsletter.

c) Full trandations are available in English
(EN), French (FR) and Spanish (ES)

d) Thewebsiteisupdated with new information
information asit becomes available and includes documents such as Board Minutes, Proj ect
PowerPoint (PPT) Presentations, Medicine Credit Line (MCL), Newsletters, and Press
Releases.

€) Send your electronic photos to the web editor to add to the MMHA Scrapbook.

f) Most Popular Pages — There are a significant number of visitors from Spanish language
countries particularly in view of the Mennonite World Conference in Asuncion, Paraguay.
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2) Newsdletter — The MMHA Check-up has been published quarterly with issuesin November, April

and September.

a) Inadditiontothemailing totheMMHA mailinglist, the Check-up was sent

electronically to al MB, MC, BIC, EMMC, EMC churches for which |

have email addresses.

b) French versions of Bulletin de I'MMHA were sent to French speaking

congregations and Spanish versions of Chequeo dela MMHA were sent to

the Hispanic churches in Canada and USA.

c) Publication and mailing cost about $350 per issue depending on size and

require approximately 250 hours of time including writing, editing and
formatting, trandlation, mailing and emailing, and website updating.

d) A new computer was purchased to assist in the preparing of the Newsdl etter,

Brochures, PowerPoints and Website.

€) Input from Board membersis necessary to keep the articles current and relevant.

3) Power Pointsoutlining the MMHA programsin English, Spanish and French were prepared for

the Mennonite World Conference. CDs were sent to Board members. Thefilesare availablefor

download on the website

Brochuresin English, Spanish and French were updated in February 2009 and

distributed. The files are available for download on the website.

4)
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DR RICK HAMM - A TRIBUTE
It ismy honour to pay tributeto our colleaguethisevening. Although Rick left usat an untimely age,
| can think of no better person to honour for his contribution to our Association.
| became aware of Rick when hewent to Kgjiji asaMedical student on an elective. Even though he
had been born in India and was concerned about the work in the Jadcherla, Hospital, his interests
were wide and the Congo attracted him as helooked for hisarea of involvement in thelarger concept
of Mission.
| connected with him in 1999 when we had lunch in Steinbach to explore the concept of an
International Mennonite Health Organization. Thislead to him and Tom Klein going to Jadcherlato
do aneeds assessment and produce athick document with lots of picturesand 26 recommendations. |
believe Dr. Arnold, the Medical Director of the Hospital, respected this work as it could have
resulted in major changesto hisposition at the Hospital. Thisin turn was one of theeventsthat led to
the founding of the Mennonite Mission Health Association in Denver in 2001 with Rick being its
first President. After aterm he became the Treasurer and continued as a member of the Board with
his last meeting last October in Denver. | think more than any other Board meeting, his last found
him participating more actively in the discussion, volunteering for projects and lending hisexpertise
in computer technology when my computer refused to obey my commands.
At his funeral it seemed appropriate that | announce on behalf of MMHA the Dr. Rick Hamm
Memorial Scholarship for an Indian Medical Student. It received the approva of those at the
reception as they applauded the announcement. In collaboration with Dr. Menno Joel, president of
the M.B. Seminary in India, we have chosen V. Katie Michelle as the first recipient.
| thank Barb for coming tonight.
Ferd Pauls
October 30, 2009



MMHA Report on the DRC - October 2009
Murray Nicke
1. AMMC

The AMMC is an association of Congolese medical professionals organized to improve the quality of health
carein their communitieswhile working with church leadership and adhering to Chrigtian principles. MMHA
has chosen to partner with AMMC in Congo.

Though thereisasincere desire, the AMMC has not demonstrated viability over thelast 3 yearsdue mainly to
the following:

Distance between membersincluding lack of communication and transportation

Unrealistic expectations set at the 2™ meeting in January 2005

The president, though well intentioned, lives in aremote community

1.1 Objectives and outcomes 2008-9

Our objectives last year were that:
MMHA should remain open to the AMMC concept, and
John and | were to meet with Gaspard (president of AMMC) to discuss the rea needs of DRC
M ennonite doctors; how can MMHA facilitate meeting these needs and doesAMMC play arelevant
role?

$5000 was sent to AMMC to facilitate a meeting on October 29-30, 2009 where this question could be
discussed not only with Gaspard but with a quorum of Congolese Mennonite physicians. There were 9
Congolese physicians at the meeting. Curioudly, 2 physicians were left off the list that live in Kinshasa and
worked with us through AMED on the CIDA funded project. Accompanying John Martens and | were Dr
Warren Froese, Dr Harold Wiebe and Dr Mark Shelly contributing in the area of CME.

1.2 Recommendations

AMMC is still trying to organize itself and determine more clearly its purpose. They have made
some practical decisionslike regiona meetingsand monthly fees. However, they have someway to
go before there is a true sense of ownership. Though an association is important for doctors to
support one another, advocate for each other and organize on-going education, it will not be
sustainable unless it is sustainable and can meet the local needs of the doctors. Therefore, MMHA
should keep money aside for AMM C meetings and education but it should not dispense this money
without strong local initiative.

Budget: $5000 — Thiswill mostly go to travel asthe physicianslive far from oneanother. The purpose of the
money will be AMM C meetings, communication and educational events. Thebudget will comefrom AMMC
who will need to show adequate initiative.

2. Education

2.1 Objectives and outcomes 2008-9

2.1.1 Internship (9 month program): Our third candidate, Dr Jean, from Kanzombi has started the program and

isin Tshikaji presently. Just to review, the program budget is as follows:
Transport (send to Maurice) $400.00
Room and board (sent to Tshikaji) $1,480.00
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Post-internship aid (send to Maurice) $600.00

$2,430.00 + bank
fees

2.1.2 Other post-residency education programs: Dr Delphin from Bon Berger clinic has been enrolled in the
Kinshasa School of Public Health and will be starting in November. Thiswill be an asset to hisclinic located
in a poor neighborhood in Kinshasa. Funding for this project has been routed through MBMSI.

Toreview, it has been difficult to find post-graduate clinical programs for 2 reasons:
Post graduate programs are relatively expensive needing up to 4 years of financial commitment
Many programs offer too much education, for too long and irrelevant subject matter.

Viable more relevant shorter programs we are considering are as follows:

- Public Health: The Kinshasa School of Public Health runs a respectable 9 month public health
program for graduated doctors. The cost is about $8000.
Rura Health Residency: | am working on a 12-18 month residency with an emphasis on genera
surgery proceduresfor therural physician. The cost would be between $6-8000 however theideahas
progressed very little sinceitsinception 5 years ago.
Other programs. Every oncein awhile arespectable teaching program pops up over the radar screen
at the state university. One such program isthe ultrasound training program which Dr Pierrefrom Bon
Berger clinic benefited from recently.

2.1.3 Nursmg CME
Nursing scholarships: Sponsoring I TM nursing schoolsand distributing scholarshipsisagood ideabut
almost impossible to organize due to lack of organization and administrative follow-up.
Nursing CME: There has been no progress on how we can partner with the Tshikaji ISTM program
which focuses on medical management for nurses that manage rural clinics.

214 Vlsmng specidists: There are 2 programs that we have considered:

Foreign visitors. As mentioned above, the 5 of us have visited DRC as of fall 2009. BesidesAMMC,
we are participating in acity wide conference organized by loca physicians, and 2 scientific days at
UCKIN.

Local consultants: The UCKIN scientific daysinvolves recruiting local consultants as well to teach
upper level medical students. The other idea was to sponsor local specialists to consult with GPs at
rurd clinics and provide teaching. As of next month, we will be experimenting with a program for
Bon Berger clinic where a visiting paediatrician and a visiting surgeon will consult at the clinic
regularly and provide teaching for local physicians.

2.1.5 Medical literature: The Emergency Handbook took along time to get off the press due to a variety of
problemsincluding lack of consistency at the press. By next week copieswill be available. There hasbeen no
progress on the trandation of the King surgical textbooks. MBM Sl hasreceived adonation of $30,000 for the
UCKIN library project. This could be leveraged to acquire more funding (about $100,000 needed) and
materials (books, journals, etc.)

2.2 Recommendations

Supporting our colleagues in DRC is one of the more important things we can get involved in. We should
consider the following projects:
Internship: We should fund at least 2 internshipslyear. However, Tshikagji may not have the
infrastructure nor the clinical supervision necessary to makethisan effective program. Thus, weneed
to consider other locations for the program such as hospitals in the city of Kinshasa. This will be
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researched over the next 2 weeks.

Encourage medical visitors (Congo Tour, April 2010): This is helpful both in providing CME,
encouragement and in fund raising.

Further research a1-2 year surgical residency program. There may belocal hospitalsthat can provide
this service. Thiswill also be researched.

Fund raise to trandate the King surgical texts

Obtain medical literature for UCKIN medical library

Budget: $25,000 — (1) Internship ($5000), (2) $30,000 for the UCKIN library project (match MBM Sl funds)
and (3) a consultant account to receipt visiting physicians/nurses

3. Medicine Credit Line

Congolese communities, particularly women and children, desperately need access to better health care, and
key to better careisthe availability of medication. Key reasonsfor theinsufficient pharmaceutical and medical
supply:

High relative expensive

Inaccessible essential medication

Poor pharmaceutical stock management

3.1 Objectives and outcomes 2008-9

After much delay, arevised $500,000 project for both Mukedi and Kgjiji health zoneswasfinally submitted to
CIDA in June 2009. We are expecting to hear any day now whether the project has been accepted. Funding
will be expected to arrive by January 2010 (see appendix 1).

Our partner in managing this project is AMED. They did a commendable job of the last project and they
would like to continue. Because of the delay in funding, and the lack of funding for the phase | clinicsaround
Kikwit, AMED isasking for funding to restart the program in the Kikwit areaand the Mungindu and Kahemba
health zones.

M CC has been running their ® enno Sante@roject in the Mukedi and Kgjiji health zonesfor oneyear. Thisis
alimited project aimed only at the Reference hospital of the health zone and only at providing medicine. We
have tried to connect with MCC in a meaningful way but have been unsuccessful. This coming year, new
leadership at MCC promises to provide better communication.

3.2 Recommendations

3.2.1 CIDA project for the Kgjiji and Mukedi Health zone: We should sponsor the medicine portion of this
project being submitted by MBM SI. The medicinewill directed at the health zone central office and the 18-22
clinicsin the surrounding zone. The hospital medicinewill be sponsored by M CC funding and will be managed
separately.

3.2.2 AMED project for the surrounding Kikwit area, Mungindu and K ahembahedth zone clinics. Weshould
help fund AMED’ s proposal. Thisis afollow-up to the clinics that received support in the first phase of the
project but are in need of further support (see below).

Budget: $105,350 - $41,000 for the CIDA project if approved, $64,350 for the AMED Kikwit, Kahemba,
Mungindu project

Mungin | Kahemb
du a Kikwit

[ MEDICAMENTS
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Total médicaments HGR 7000 7000 7000| 21000

Total médicaments CS 9000 9000 9000| 27000

Soustotal 16000 16000 | 16000( 48000
V. PERSONNEL

Personnel AMED 1500 1500 1500 4500

Soustotal 1500 1500 1500 4500
V

SUIVI ET EVALUATION

Formation interzone 500 500 500 1500

Supervision 1000 1000 1000 3000

Evauation 400 400 400 1200

Suivi 950 950 950 2850

Soustotal 2850 2850 2850 8550
VI. EXPEDITIONS

Frais de transport Kikwit-

intérieur 500 500 500 1500
IV. FRAISADMINISTRATIFS 0 0 1800

TOTAL GENERAL 20850 20850| 20850| 64350

13

75
%

7% |

13
%

2%
3%




Report - travel Kitwit, Kgjiji and Mukedi - 29 June 24 July 2009
By John Clarke and Anicka Fast, Coordinators of Menno-Santé Project
Date of report: 10 August 2009

A.INTRODUCTION AND TRAVEL OBJECTIVES

As MCC Menno-Santé project coordinators we undertook this second trip to the Bandundu with
three goals:

1.

Toclosely track al reports made to the Offices of Medica Services(BDOM) and the General
Reference Hospital (HGR). Although alarge part of the reports have been made and sent in
time, there were some missing reports and/or data. We wanted to visit the two hospitals and
spend time with the two medical coordinatorsto get all the necessary data.

To complete and distribute identical reports for each hospital canvas and train hospital
official and medical coordinators in using the new template. We had already had some
difficultiesin the fact that each hospital and BDOM developed their reports differently; al
reports were also not easy to understand. To extend the project to hospitalsin Nyanga and
Kanzombi, we wanted to ensure that each was working with the same framework. During the
past two monthsin Kinshasa, we created a“ Menno-Santé Manual” containing al theseforms
in an accessible format. A copy of this manual was given to each hospital and to each
BDOM.

To meet the coordinators to continue the discussion of certain issues, including the
suspension and cancelation of a project, the preparation criteria for the expansion of the
project in Nyanga and Kanzombi hospitals, the church to church links, as well as some
changes proposed to the collaboration agreements.

We say with satisfaction that all these objectives have been achieved. Returning, although we felt
tired after more than 1500 km of very sandy and dusty roads, and the memory of ajeep failure
which forced us to spend the night in the village of Mbenga approximately 80 km of Kahemba,
we feel especially blessed remembering the hospitality of the people we met en route, and which
made our stay pleasant and also for the collaboration in the advancement of project.

ITINERARY
29 June Kinshasato Kitwit
30 June Started at 6:15 am. in an Opel jeep rented from a Catholic priest. Hope to

1 July
2 duly

arrive at Kahemba (390 km) before the night. Roads very sandy; we bogged
down several timesin the deep sand. Times of panic when afire started under
the vehicle (the engine, which is overheating because of the warm sand, in
contact with thevery dry grass). Enginefailure 4.30 pm; weslept inthevillage
of Mbenga.

Enginerepaired, arrived at Kahemba and rest.

Depart for Kgjiji around noon, arrived to 17:45; we were housed at the
guesthouse.

14



3to 7 duly Intense work at the hospital. Dr. Benza, John and | are working sometimes
together, sometimes separately with small groups.

8-9 July Back to Kahemba, and Kitwit. We remain at the Ndomba guesthouse and eat
with Dr. Benza.

10-13 July Meetings with the two medial coordinators in Kikwit (Dr. Gaspard came to
Nyanga for meetings).

July 14 Departure of Dr. Gaspard for Tshikapaand Nyanga. Weremain severa daysin
Kitwit to finalize and print some documents and work with Dr. Benza on the
guarterly medication order. He suffersfrom malariaduring thistime. We have
alittle more casual pace.

19 July Departure for Mukedi. We take our mealswith the family of medical director,
Dr. Ngangula, and stay at the guesthouse.

20-23 July With the hospital management team and staff working at the pharmacy
(approximately 8 peoplein al), we spend four intense day updating all reports.
Dr. Gaspard joined us on the 21.

24 July Departure at 7 pm for Kitwit.
July 25 Return to Kinshasa.

C.SUMMARY OF THE TRIP

1. Kajiji travel

Despite frequent visits made by Dr. Benza, severa recommendations concerning Menno-Santé
were still not followed at Kajiji. It is, notably, the lack of supporting documents to day for 50 %
of drug sales revenue expenditure. However,. the basic elements were present (50 % of sales
recycling of) drugs, appropriate use of the other 50 % of sales, revenue (inventories made on
time, the pharmacy up-to-date reports). There was the delay in the shipment of the month of May
and June reports due to the the Director doctor and the AG disease. 50 % Of sales revenues of
drugs were used for the operation of the hospital - for example, for the rehabilitation of atank to

motherhood, the repair of some agents houses and the preparation of hats, masks, and operating
fields for the op room.

We found alack of capacity among several members of (difficulty to fill reports required by the
State) pharmacy staff difficult to correctly calculate monthly average consumption of products or
hospital attendance rate). We have therefore put emphasis on training officials in the reports, fill
the calculation of indicators, and the achievement of the monthly inventory. Our printing was
multiple agents were not sufficiently enclosed by the hospital management team to enable them
to accomplish their tasks. During our visit, Dr. Benza established the doctor traitant supervisor of
pharmacy; in addition, anew AG has been assigned, and it will have among its tasks the
Pharmacy Management. Dr. Benza has a so clarified the each person using alist of tasks
verification tasks that We have created. We hope that these changes will enable related tasks the
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project Menno-Santé to be better distributed between the members of the team, alowing Thus a
better supervision of the pharmacy.

Generally speaking, we have been satisfied with the results of the visits, but the work was hard for
everyone. Thereal test of the success of thistraining will be received in timeto better facts reports
August.

2. Mukedi traved

We spent four days with hospital agents of Mukedi to do very similar to the one we have done to
work Kgjiji. Dr. Gaspard joined us on the second day. Mukedi hospital has no computer, thisiswhy
all reports should be made to the hand. We were happy to seethat all management toolswere aready
much obliged. It was especidly to all datain the new canvas and to teach the use of these canvas.
Working together, the Pharmacy staff quickly realized that the new canvas can prevent them much
work. Staff management, especialy the AG was motivated to learn to do the accounts according to
the new methodol ogy when He understood that its reports consequential now better principlesusua
accounting, and would be seen as more transparent by other external partners.

For our visit, we also had the opportunity to discuss severa issues with hospital staff. After the
presentation of the list the goals of the project, we have answered the following questions:

Q. If one of the goals of the project isthe the staff capacity-building why not give more
support Hospital (training, premium), whose most receives no staff of direct premium
Menno-Santé?

R. With the current support Menno-Santé, the hospital isableto increase the premium of
all agents. Of more with Menno-Santé assistance for pharmaceutical revenues of the
hospital should increase, which entrainerathen an increase in the premium from all over
the world. Menno-Santé has intended to strengthen the capacity of the hospital so that it
can better supervise, train and pay its agents.

Q. Certain medicationsin the second lot were more expensive than in local pharmacies.
Why?

R. It should check if the prices of these medicinesincreased to Zenufa. Since Zenufasells
at the rate of the day, the second batch claimed more expensive with the 850 FC for 1
USD (abérration) exchangeratein April, since March and may rate was 750). Perhapsthe
other pharmacies have they ordered their drugs at a better rate. It Remember that the
Zenufapriceremainsfar lower than the price of other pharmaciesfor the vast majority of
medicines.

Q. Ensure that some of the money remaining in the line of credit can be used for the
purchase of equipment such as an ultrasound? The diagnostic equi pment is essential for
the continuity of the project after the departure of MCC. Already now welose customers
potential (e.g. Chinese doing construction work near) (Mukedi) who, seeing that the
hospital has no equipment, areto be treatment el sewhere. An ultrasound could easily be
cost-effective, evenin ayear.
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R. The money in the credit line does can be used only for medicines and medical
supplies. MCC pays the money in the credit line to match the récyclé amount by the
hospital - thereistherefore no surplusin theline of credit. We are sensitive to the needs
of hospital equipment, but our budget current does not such purchases. However, we can
use link if possible to help you get equipment from one other partner. If in the future
MCC could help with such a project, this could may take the form of a loan or a
contribution of a certain percentage of the cost, after receiving a detailed in which
proposal the hospital calculates carefully how ultrasound would be rentabilisée.

While the supervision of Dr. Gaspard, it also could address certain more sensitive subjects with
officials of the hospital, including the claims issue (we must do more efforts to recover debts) (the
indigent and agents) and that of the “double prime.” Up to now, some agents have benefited from
two premiums M enno-Santé-the amount of $ 500 for the operation of the hospital and the premium
on the sales of medicines. Now, nobody has double bonus. Thisis necessary for more equity among
employees of the hospital and for the harmonization of practicesin all hospitals supported by Menno-
Santé.

In General, we were very happy with our visit to Mukedi. The the hospital was much motivated and
has worked very hard to finish all reports on time.

3. Discussions with doctor s coordinatorsto Kitwit

When our meetings at four to Kitwit, we have discussed several points. By example, we all set to
agree on five criteriaof suspension for hospitals, so that it isvery clear to the BDOM and hospitals
What are points which could lead to a suspension of subsidies MCC. We have also discussed the
wishes of physiciansin projects potential of Church to church in the area of health and planned the
next steps for the expansion of the project in Nyanga hospitals and Kanzombi (thefirst command of
medicina products in these hospitals is planned for) October 2009). Among other topics of
discussion some have been amendments to the conventions of collaboration, information on the
future commitment of MCC (Office MCC to Akron clarified the future budget) (whichismuch less
than what M CC-Congo had understood at the start), and adiscussion on the possibility of creating a
document that would show the status Global ecclésiaux health systems to better orient future
partners.

Much of our time four has been changed to work reports that must be made at the BDOM level.
There was some amendments to the canvas, and some reports have been added to allow the
coordinators doctors to better monitor indicators of project at their level. Two physicians have
understood the importance of this work and we are left with all necessary information in hand.
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D. CONCLUSIONS
Here are afew conclusions by way of reflections.

We fedl the level of mutual trust has greatly increased between medical coordinators and
ourselves. We are so to speak on the “same wavelength”, to quote Dr. Gaspard. It is a
pleasure of work together with these two physicians dedicated to cope with all the various
challenges and contingencies of the project.

It cannot be exaggerate theimportance of building capacity in management of Pharmacy and
financial management in the two hospitals. It isimperative to identify what has realy been
included for training. For example, we were surprised to see important errors in the
calculation of the CMM at Kgjiji despite our supervision of process—whereasin Mukedi we
have followed this process much more closely. We continueto learn how we must intervene
in this area.

Having said that, despite alack of certain capacity among the staff, the two pharmacies are
still functioning well. Medical products are sold at the depot price and revenues are well
managed according to the established criteria

It will be necessary closely follow the non-sal eable consumabl es, such as cotton wadding or
alcohol, leaving the deposit to be used in the various services (OR, 1ab) without being sold
directly to the patient. For the time being, Menno-Santé shall reimburse the tota
consumption value of these articles. Thisresultsin complexity in preparing reports, because
the non-sal eable consumables should be accounted for separately. In the future, we would
liketo movetowards asituation where everything would be sell abl e, either the patient or the
hospital to force sustainability inlaboratory testing and x-ray, and thereby contributing to the
continuity of the project.

Each of us hopes to see links developed between hospitals or specific parishes on the one
hand and the parishes of the Congo on the other thusreinforcing Congolese Mennonite health
care. In discussing the form such links could take we agree that potential donors should be
well oriented so that donationsto the health system reinforce, asfar as possible, the goals of
the Menno-Santé project aready in place. The MCC coordinators and medical coordinators
can serve as links or respondents in such cases. It is also very important to always make the
legal managers of Congolese Mennonite communities aware of any potential project.

We would be very happy to see a church or organization enter into partnership with
Mennonite hospitals for the purchase of an ultrasound. In such a case, we would have some
suggestionsto promote success the project. For example, this project could taketheform of a
renewabl e fund which each hospital should repay with revenues of the ultrasound. Thefund
would be then avail able to another hospital.

Thetransport of medicaments remains one of the big challengesto the project budget. Inthe
particular the case of Kgjiji, where it will be impossible to carry the medicines within the
scheduled budget, even if the orders were made quarterly instead of every two months. To
ensure an affordabl e transport in Nyanga, we will probably beforced to change drug provider
because Zenufa has no depot in Tshikapa.
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We will pursue the possibility of obtaining small MCC funding specifically for drinking
water or HIV/AIDS projects. All hospitals have difficultieswith thesupply inwater. Thereis
also a great need for public awareness for HIV/AIDS and in the province of Bandundu, a
grant for the purchase of blood safety products (at the Kasai these products are provided by
the State at avery low cost).

BDOM of the two communities could better work if they had a computer, printer, memory
cardsetc at their disposal. Currently, the drafting and production of reportsisquite slow and
difficult outside and printing and photocopying is expensive. We will see whether aportion
of the cost for such equipment could come from the Menno-Santé budget this year or next
year.

Kinshasa, 3 August 2009

Anicka Fast and John Clarke
Menno-Santé project coordinators

Report on use Menno-Santé, Mar ch-July 2009 budget

Budget Current (March -
July 2009)

1. Payment Zenufa Laboratories 50,000 O

2. Support the CMCO medical coordination 19.200 11.264
office and the CEFMC

3. Support for the guiding hospitals physicians 12,000  7.050
offices of Mukedi/Kgiji: 500/month x 2
hospitals x 12 months

4. Transport of drugs 7.750 3.400

5. Motorcycles and helmets, MC CEFMC, MC 8,000 8.354
CMCO, Fast-Clarke

6. Administration, coordinators travel MCC, 43.050 12.573
development. expansion, evaluation, projects
churches to churches

TOTAL 140.000 42.641
(100%)  (30.5 %)

Comment: A payment to the Zenufa deposit will be made shortly.
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MMH Hope Executive Director Report
Pakisa K. Tshimika
24 October 2009

Introduction

What ever you do will beinsignificant, but it isvery important that you do it. One needsto be slow to
form convictions, but once formed they must be defended against the heaviest odds. Y ou must not
losefaith in humanity. Humanity isan ocean; if afew drops of the ocean are dirty, the ocean does not
become dirty. Gandhi

| would like to thank everyone for taking timeto meet today. The meeting will bealong one. Thisis
dueto along agendathat we need to cover but also because it has been long time since we last met.
Many factors have contributed to not holding meetings as we had hoped, among them my MWC
responsibilities, especially in relationship to preparing for the Paraguay Assembly in July 2009. It did
require severa trips across the US and Canada to promote the assembly and Mennonite World
Conferencein loca congregations and teaching institutions.

In spite of not being able to meet as planned, we did accomplish many things asyou will seeinthis
report. | must also indicate that | have maintained a good rel ationship with the Board Chair to keep
him updated on our activities. The executive met a couple of times since our last board meetings.
You will notice several changes during this meeting. Dr. Ferd Pauls, the President of Mennonite
Medical Mission Association isjoining usin person for this meeting. We will give him achanceto
share with us about histrip to Kosovo as well as when we discuss about our partnership with MM
HA. Galil is not with us because sheisstill sick. | aready sent you a couple e-mail and a short video
to update you on her health issues. We must continue to pray for her as she continues with chemo
that will be followed by radiation. Dave Dupuis is no longer with us because he moved to
Washington DC for anew job. We are thankful for the new opportunity that opened up for him but
wewill misshim. | promised to keep him posted on the ongoing activities of Mama M akeka House
of Hope.

We will have two guests at this board meeting. These are individuals who have shown interest in
serving on MMH Hope board. Asindicated in the agenda for this meeting, they will have timeto
interact with you before afina decision is made for their full integration on MMH Hope board.

| am looking forward to a good meeting and as we also think seriously about where we

feel God isleading us for the next decade or so.

1. Office and Administrative Organization — Allison Boogaert who was working with us the
planning grant funded by First 5 Fresno had to |eave dueto other academic responsibilitiesand health
issues. | continued to work with Muhawu Lumeya until the end of the first phase of the project in
June. Shewill bejoining us again for three months to work on the second phase of the project asit
will be reported later in this document. Severa university students, especially from Fresno City
College would like to volunteer with Mama Makeka House of Hope for this academic year. | will
update the board as things devel op with these potential volunteers.

In Kinshasawe continue to work with Maurice Matsitsaand Serge Tshinyama. | am thankful for their
commitment without which it would difficult for us to operate in Congo.

2. Review of Current Relationships

Mennonite Mission Health Association - Gail, Daton, and | continue to attend MMHA board
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meeting. Gail and | serve on the Executive Board. | am grateful for Dr. Ferd Pauls for making an
effort tojoin usin spite of hisendless occupation. Hejust returned from Kosovo and | will ask him
to sharewith usregarding his experiencein Kosovo aswell aswhat he considersto be critical items
we need to discuss in relationship to our mutual interest. There are two items we need to discuss
from MMH Hope perspective and the two boards will need to act on them.

» Walungu Project

* Menno Health Zone Project

Recommendation

a) Partner with MMI-1A in organizing ateam to join the medical team of theKgjiji _ Health Zonein
August 2010 with the goal of developing primary health care activitiesin 3 health centersfor the next
three years.

b) Partner with MMI-1A to raise $7,500 per Health Center and $5,000 for general supervision per
year for 3 years.

MBMS International — As you are aware of now and as we informed you in a special emall
regarding a letter we received from MBMS International about cancelling our relationship due to
disagreement on a lifestyle issue. | had a short visit the Board Chair of MBMS International in
Asuncion in July. He regretted about the decision but he wanted to assure me that he had no ifi
feeling about MMH Hop. Dalton and | have been working with MBM S International staff in such a
way that this decision does not affect the Center for Leadership, Peacebuilding, and Good
Governance. MBM S International ended itsfinancial contribution at the end of September 2009. The
contribution coming through MMH Hope is $1,100 per month and the commitment made to the
Center was $2,000 amonth. MBM S International indicated that Pascal will haveto apply for funding
if funds are given through MBMS International. No action is needed.

MCC Congo— Wedon't have any official relationship at thistime since the Menno Health Project
became an MCC project rather than a collaborative one. | would like to propose that we work with
MCC to explorethe possibility of MMH Hope and MMHA to focus on primary hedlth care activities
in 3 to 4 Health Centersin the Kgjiji Health Zone.

PAREC South Kivu — Relationship has been on hold dueto logistical issue. | believethat thework
we have been invited to accomplish can best be done by the Panzi hospital that is receiving many
millions of dollars for the same purpose. Furthermore, there are many resources being directed to
Eastern Congo in comparison to Western Congo.
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