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I.  LIST OF PROGRAMS

Overview of Medical Missionaries (MM).  MM is a non-profit 501(c) (3) humanitarian aid organization with a mission of providing health care, medical support, health care research and analyses, and health care training to economically disadvantaged people of the world.  MM was founded in 1997 and received its 501(c) (3) certification in October 2000.  Since 1997, MM has significantly expanded its international reach.  MM now provides significant health care and medical/clinical support to many underdeveloped countries in Africa, South America, Southeast and East Asia. 


MM Programs.  The following is a summary of MM ongoing programs.
· Clinical Development, Improvement, and Maintenance
· Medical Equipment and Supplies; Drug and Pharmaceutical Support  
· Nutritional Support Programs Support Health Care Planning and Implementation

· Medical and Public Health Clinic support

· Acute and Chronic Care Clinics
· In/Out Patient Surgical Clinics

· Optometry  Clinics

· Preventive Medicine Clinics
· Medical and Health Care Training

· Medical Studies and Analysis


Featured Program.  The featured program is MM Medical Support for the Republic of Congo (ROC).
II. PROGRAM ACTIVITIES AND BUDGET FOR FEATURED PROGRAM  

Featured Program Description.  MM Medical Support for the Republic of Congo (ROC) is a five year program that commenced in February 2006.  The purpose of the Program is to provide a wide spectrum of medical and health care support activities to the poorer element of the ROC population.  MM medical and health care efforts in ROC are conducted in partnership with our strategic partner, International Partnership for Human Development (IPHD).  IPHD is currently conducting USDA and USAID sponsored food programs in ROC, while MM is performing medical and health care related activities. In addition, MM program activities are conducted in conjunction with National Bishops Council and its associated organization Caritas, the U.S. Embassy, local government leaders, private sector organizations, and Congolese Government Ministries, e.g., Ministry of Heath.    In early February 06, MM conducted a medical needs assessment that considered regional epidemiology and disease prevalence and rural medical clinic equipment/supplies needs. Based on this data, MM then developed a five-year plan for conducting medical support activities throughout ROC.  The activities MM perform along with associated problems is, as follows.
· Health care Planning and Implementation.  Health care and public health care planning and implementation is quite limited and not reliable, particularly for the more remote regions of the country.  MM therefore supplements any existing government data with our own assessments and evaluations.   
· Clinical Studies and Analysis.  Clinical studies and analyses in ROC are limited, particularly concerning rural areas.   Consequently, data is very limited concerning some of the most important issues facing the rural areas in ROC, e.g., HIV/AIDs, Ebola, maternal health problems, pediatric issues.
· Acute and Chronic Care Clinics and Field Testing.  There is virtually no clinic/general hospital care support for the rural populations throughout ROC.  Consequently, many serious cases associated with the area go untreated, e.g., diarrhea.  In addition, there is virtually no field testing capability in rural areas, even where small clinics exist.  Typically, patients are referred to larger clinics/general hospitals.  Unfortunately, in most cases, rural patients normally cannot afford to travel.  Conducting acute and chronic care clinics with serological testing capability provides a solution to the deficiency.

· In and Outpatient Surgical Care Clinics.  In virtually all the rural area in ROC that MM evaluated, there is no outpatient/inpatient surgical capability.  Here again, patients in these areas go untreated.  Only a few have the assets to travel to a general hospital.
· Optometry Clinics.  Eye problems abound in the rural population.  These problems range from basic eye exams and issuance of spectacles to lack of medication for treatment of eye diseases, to surgical clinics.
· Preventive Medicine Clinics.  Ongoing preventive medicine programs are very limited in rural areas because of the shortage of medicine, e.g. pediatric immunization, de-worming, parasite, iodized salt, fluoride programs.
· Medical/clinical facilities development and improvement.  Clinics in rural areas are rare and more need to be further developed.  Our experience in ROC suggest that most existing clinics have a critical need for the following: 1) drugs (OTC drugs, vaccines, fluoride, parasite medication, antibiotics), 2) durable equipment (canes, crutches, walkers, stretchers, wheel chairs), 3) medical equipment (x-ray machine, OR tables, hospital cabinets, hospital beds, examination tables, OR lights), 4) medical supplies (instruments, syringes, oxygen masks, IV supplies), 5) surgical supplies (general surgical supplies, OR supplies) 6) capital equipment (desks, chairs, cabinets, and electrical generators), and finally, 7) infant supplies (food, feeding implements, diapers.  Since the ROC Program began, MM has sent two sent two 40’ sea container shipments to ROC containing most of these items.

· Public Health and Medical/Clinical Training.  Perhaps the greatest need in the rural areas is very fundamental public health training.  For example, boiling water, not drinking river water, wearing footgear, nutrition, and alike.  Some clinical health training programs needed are, for example, nutrition, maternal health, pediatric problems, and alike.     

In summary, MM performs these support services in conjunction with and in support of the local medical and public health infrastructure, e.g., ministries, local government, and/or local NGOs.
 Detailed Budget.  Two budgets are presented below.  The first budget covers the general five-year ROC medical program.  The second budget covers a MM field clinic conducted in June 2006.  The budgets taken together should provide a complete picture of program monetary requirements.  As noted in both budgets, MM provides counterpart contributions/matching funds.  As depicted in Tables 1 and 2, each budget category outlines approximate value and actual costs to recipients and the fund contribution made by MM.  MM contribution/matching funds are provided by MM through unrestricted grants, volunteer efforts (e.g., physicians, nurses), internal fund raising, and most important, the donations of medical equipment/supplies and drug/pharmaceuticals from U.S. hospitals, nursing homes, physical therapy facilities, pharmaceutical firms , and philanthropic agencies (e.g., Project Hope, Catholic Medical Mission Board).  Consequently, as depicted in Table 1, the value of medical equipment and supplies (shown in paragraph II, bullet 7 above) to ROC sponsors is approximately $250,000 - $500,000 per 40’ sea container, whereas, the actual cost to sponsors is the cost of the sea shipment, which typically runs about $5,000.  Similarly, the cost of professional personnel for in-country field clinics and/or training is zero because they volunteer their time at no cost.  MM costs for the five-year ROC program are collected from multiple sources, e.g., the host country sponsor, local private sector sponsors, unrestricted grants, internal MM fund raising efforts.  Thus, the cost to the targeted recipients is nil.  The Clear Fund grant, if awarded, will be applied primarily to shipment costs and/or air transportation of personnel to ROC. Finally, note that all amounts are approximate.  (Given fluctuations of sea shipment costs, flight cost, and per diem rates, providing specific costs is not possible.)
TABLE 1: MM General Program Budget for Featured Program
	BUDGET  
CATEGORY
	APPROX.
VALUE TO
ROC SPONSORS
	ACTUAL COSTS TO ROC SPONSORS
	APPROX. MM

CONTRIBUTION/
MATCHING FUNDS

	Medical Equipment and Supplies

(40’ sea container)
	$250 – $500,000
	$5,000

	$250,000 – 500,000

	Drugs and Pharmaceuticals

(per sea and/or air shipment)
	$25,000 – 50,000
	$5,000 - $150/container 
	$25,000 – $50,000

	Transportation and Distribution

  Sea Shipment

  Air Shipment (50 pound containers)
	N/A
N/A
	$5,000
$150 per container
	$5,000

$150 per container

	Personnel Costs

  Physicians

  Nurses

  Pharmacist

  Medical Technicians

  Construction Personnel
	$400/hr
$100/hr
$200/hr
$50/hr

$100/hr
	$0

$0

$0

$0

$0
	$400/hr

$100/hr

$200/hr

$50/hr
$100/hr

	Construction Costs

  Clinic  Upgrades
	$2,500,000
	$0
	$2,500,000

	Training and Personnel Transportation Costs

Per diem

In-country transportation (ground & Air)
	$3,000/flight
State Dept. Rates

$150/day
	$0
$0

$0
	$3,000/flight
State Dept. Rates

$150/day



Table 2 below provides a summary of the specific costs associated with MM activities since the implementation of the Program in early 2006.  Since that time, MM performed a Needs Assessment, conducted a five and a half-day field clinic, and sent two sea shipments (40’ containers) to ROC.  Funds for these activities came from ROC local private sector (e.g., Chevron) donations, internal fund raising, equipment/supplies and drug/pharmaceuticals donations from U.S. based organizations. 
During the five and a half day clinic, the clinical team treated 809 patients, at no cost.  We dispensed twenty-five hundred individual drug prescriptions, at no cost.  Our ophthalmologist provided over 600 sets of prescription spectacles, at no cost.  Our technicians conducted 400 serological tests, at no cost.  Finally, MM sent and distributed approximately $1,000,000 worth of equipment and supplies and drugs and pharmaceuticals to ROC, enough to upgrade substantially two field clinics, at no cost.  As you can see, for a very low funding investment, as shown in Table 2, the patients in ROC receive a significant value.  
TABLE 2: MM Program Activities 2006-07
	BUDGET 

CATEGORY
	APPROX.

VALUE TO

ROC SPONSORS
	ACTUAL COSTS TO  ROC SPONSORS
	APPROX. MM

CONTRIBUTION/
MATCHING FUNDS

	Medical Equipment and Supplies

( 2, 40’ sea containers)
	$500 – $1,000,000
	$0


	$500 – $1,000,000

	Drugs and Pharmaceuticals

(8, 50 pound container – air freight)
	$100,000
	$0 
	$100,000

	Transportation and Distribution

  Sea Shipment

  Air Shipment (8, 50 pound container)
	N/A
N/A
	$0

$0
	$10,000
$1,200

	Personnel Costs

  Physicians @ $400/hr x 220 hrs
  Nurses @ $100 x 220 hrs
  Pharmacist @ $200/hr x 220 hrs
  Medical Technicians @ $50/hr x 220 hrs  
	$88,000
$22,000
$44,000
$11,000
	$0

$0

$0

$0
	$88,000

$22,000

$44,000

$11,000

	Construction Costs

  Clinic  Upgrades (Caritas clinic, Point Noire
     and De Goma Tse-tse)
	$500 – $1,000,000
	$0
	$500 – $1,000,000

	Training ROC technicians to use 

    Serological Test Kits @ $50 x 30 hrs
 Air transportation @ $3,000/flight x 7 people
 In-country Transportation (ground & air)
   @$150 x 10 days  
 Per diem (subsistence and lodging) 
	$1,500
$21,000
$1,500
State Dept. Rates
	$0

$0
$0

$0
	$1,500

$21,000
$1,500

State Dept. Rates



In sum, as illustrated in this section, all of MMs international medical support is possible only through donations.  Without these donations, whether through grants, donations of equipment/supplies and drugs/pharmaceuticals, volunteer workers, MM efforts would collapse and medical support to the rural areas in Africa would end.
III. MONITORING AND EVALUATION FOR FEATURED PROGRAM

A. Monitoring Outputs.  MM uses a five-step management by objective approach for monitoring outputs of the featured program. The first action was to assign a project manager (both on and offsite) who will be responsible for the program implementation and monitoring.  Next, we prepared a strategic plan.  Based on the strategic plan, a year-by-year operational plan, with associated operational objectives, was completed.  In step three, the project manager prepared detailed tactical plans and schedules for each activity in a given year.  Next, the project manager completed a budget for each yearly operational action.  Finally, and perhaps most important, MM approached potential funding sources to support each planned activity.  (Attached at Section C, below is MM strategic and operational plan for the featured program.)   

B. Monitoring Outcomes.  The process for managing outcomes in the featured program is a combination of administered program management monitoring, as explained above, and monitoring clinical outcomes.  The process we use for monitoring and assessing clinical outcomes (whether in the featured program or elsewhere) has three basic steps. First, we prepare clinical objectives, e.g., treat 75-100 acute and chronic care patients per day for 5-6 days, conduct 300 – 400 HIV/AIDs serological tests, capture patient data to be used as a baseline for the next field clinic (this baseline one each patient is used on the second field clinic to assess improvement of individual patients).  The second step is to establish quantifiable measures for each objective.  These measures usually take the form of a measure of effectiveness (MOE) and cost (MOC).  Third, the project manager assesses objective accomplishment periodically and at the end of each activity prepares a formal report on outcomes.  (Attached at Section C is a copy of the report on the June 06 Field Clinic.)  

C. Output and Outcomes Reports.  Summarized below are the two attached reports.
· A Strategic Plan for a US Sponsored Health Care System in ROC.  The key conclusion of the plan, based on our initial medical needs assessment, is that a critical need exits for medical equipment supplies and equipment; drugs and pharmaceutical; and in-country field clinics exists in the rural areas in ROC.
· Report: A Field Clinic at Caritas, Point Noire, ROC.   The primary objective of the field clinic conducted in June 06 was to treat approximately 500 acute and chronic care patients during the 5-6 clinic days.  MM exceeded that objective by treating 806 patients.  In addition, we were able to capture detailed clinical data each patient treated, to be used as a baseline for future clinics.   
IV. OPTIONAL: WHY THE FEATURED PROGRAM IS AND WILL CONTINUE TO WORK

There are five key reasons that we believe our program is superior for helping the poor of ROC to avoid death and debilitation.
· Long-term Policy.  MM policy is to provide long-term support.  Our Program in ROC, for example, is a five-year effort.  In short, MM will be in ROC for as long as necessary.
· Direct Patient Contact.  Our policy is to have direct contact with patients and clinics that we support.  Most important, we support only patients that, due to their personal circumstances, do not have adequate access to medical and health care support. 
· The Wide Spectrum of Medical and Public Health Services MM Provides. As noted above, our spectrum of support services range from providing medical equipment and supplies to drugs and pharmaceuticals, to providing field clinics and surgical services, to public health training.    
· Cost Effectiveness of MM Services.  MM policy is to provide services to the poor population of ROC at no cost.  We accomplish this via grants, donations, and internal fundraising.  The spectrum of services MM provides is extremely cost effective.  For example, as depicted in the budget in Tables 1 and 2, the $25,000 grant if awarded, could be used for five sea shipments for a value of several million dollars worth of medical equipment and supplies and drugs and pharmaceuticals or for air fair tickets for a eight-person field clinic team,  
· Avoiding Death and Debilitation.  Perhaps the best example of MM capability to help the rural population of ROC to avoid death and debilitation is during the June field clinic, we provided a number of wheelchairs for those in need.  MM gave a wheelchair to a 12-year-old girl who suffers from a debilitating neurological disease.  She was never able to walk.  For the past 12 years she has be carried about by her older brother.  Now she is ambulatory.  There are many such stories.        

IPHD, our strategic partner in ROC and their onsite personnel, can provide independent corroboration of our efforts in the ROC and the overall effectiveness of the featured program.  They can be contacted at   IPHD, 210 N. 21st Street, Unit J, Purcellville, VA 20132; Ph: 540-751-1630  
V.  CONFIDENTIALITY 
No portion of this report is confidential.
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