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INTRODUCTION

All of us have preconceived ideas about missions - I grew up avidly reading missions books that probably most of you have never heard of like Ida Schroeder and Paul & Margaret Brand.   I had this idea of a white medical doctor alone, fighting against horrendous disease with little help, support or communication with others - and there are still missionaries that work like this but it is more by choice than by necessity.  Like everything else in our world medical missions are rapidly changing as medical problems, knowledge and technology changes.

What changes in medical missions are you aware of in the last 10 years? 

MY EXPERIENCES - 12 YEARS IN MERCY SHIPS - NOT WHAT I EXPECTED

When I started in medical missions the major focus was on infectious diseases 

THE CHANGING FACE OF MEDICAL MISSIONS

So what will medical missions look like in the future?  

In recent months health reform has shot up to the top of political agenda in the United States.  In this country as in most industrial nations and many middle-income developing nations reasons include rapidly rising costs, the large numbers of people not covered by insurance and the fear of AIDS.  The need for health care reform continues to be at the front of international concern for developing countries, mainly because of the recognition of the importance of health for improving the productivity of workers and of the potential for enormous gains in health at very low cost.

In 1972 the World Health Assembly challenged the world to adopt the goal "Health For All by the Year 2000".  The goal was to make primary health care services accessible, acceptable and affordable for all humankind in every country of the world.  As a result major strides were made though the overall goals were obviously not achieved.  Life expectancy has improved more in the last 40 years than in the entire previous span of human health.  Smallpox which killed more than 5 million people annually in the early 1950s has been eradicated, and vaccines have drastically reduced the occurrence of measles, polio and other diseases.

In 2000, building on these foundations world leaders in the UN established what are known as the Millennium Development goals with the hope of freeing a major portion of humanity from extreme poverty, hunger, illiteracy and disease by the year 2015
.   

Goal 1: Eradicate extreme poverty and hunger 

Goal 2: Achieve universal primary education 

Goal 3: Promote gender equality and empower women 

Goal 4: Reduce child mortality 

Goal 5: Improve maternal health 

Goal 6: Combat HIV/AIDS, malaria and other disease 

Goal 7: Ensure environmental sustainability 

Goal 8: Develop a global partnership for development
We are now more than halfway to the 2015 deadline to achieve these goals and unfortunately, the major advances made in the fight against poverty and hunger have begun to slow or even reverse as a result of the global economic and food crises, a progress report by the United Nations has found. Despite many successes, overall progress has been too slow for most of the targets to be met by 2015.

Many of the challenges addressed in these goals relate to health and I think that as we reflect on medical missions we need to do so in this context.  

When I started in medical missions in the early 1980s 

· 1 in 3 people in our world lived in extreme poverty

· 35,000 children died each day from preventable diseases 

· life expectancy was as low as 35 in some countries

We have made progress:

Major advances in the fight against extreme poverty from 1990 to 2005. During that period, the number of people living on less than $1.25 a day decreased from 1.8 billion to 1.4 billion. 
In spite of this there are some encouraging signs. Deaths of children under five declined steadily worldwide to around 9 million in 2007, down from 12.6 million in 1990. Across sub-Saharan Africa, recent survey data show remarkable improvements in several key child-survival interventions that are expected to yield further declines in under-five mortality over the next few years. These include vitamin A supplementation, the use of insecticide-treated bed nets (to prevent malaria), exclusive breastfeeding and immunization. In addition, there has been wider coverage of critical HIV interventions in most sub-Saharan countries where HIV prevalence is high. This includes antiretroviral treatment for pregnant mothers who are HIV-positive, to prevent transmission of the virus to their babies.  
Unfortunately in 2009, an estimated 55 million to 90 million more people will be living in extreme poverty than anticipated before the global economic crisis.  Likewise, the encouraging trend in the eradication of hunger since the early 1990s was reversed in 2008, largely due to higher food prices. The prevalence of hunger in the developing regions is now on the rise, from 16 per cent in 2006 to 17 per cent in 2008. A decrease in international food prices in the second half of 2008 has failed to translate into more affordable food for most people around the world.  

Worldwide, the number of people newly infected with HIV peaked in 1996 and has since declined, to 2.7 million in 2007. These positive trends are mostly due to a fall in the annual number of new infections in some countries in Asia, Latin America and sub-Saharan Africa. This decline is mainly due to increased access to treatment though an understanding of what causes AIDS and how to prevent it is still woefully inadequate.  Meanwhile, infection rates continue to rise in other parts of the world, especially Eastern Europe and Central Asia. In those regions, HIV prevalence has almost doubled since 2001 — when the United Nations Declaration of Commitment on HIV/AIDS was signed — and the number of people living with HIV has increased from 630,000 to 1.6 million. 

Education seems to be the key to preventing the spread of AIDS and loving compassionate concern the key to helping those already in need.  As health care costs rise, home care and inexpensive self help programmes are needed to assist sufferers - organizations are crying out for volunteers to provide the assistance that is needed - 
YET CHRISTIANS ARE OFTEN UNINVOLVED BECAUSE OF THE MORAL STIGMA ASSOCIATED WITH AIDS

According to WHO, nearly a million people died of malaria in 2006.  Most were in sub Sahara Africa and most were children.  The malaria parasite's increased resistance to drugs - part of a disturbing trend of a growing number of drug-resistant disease strains- could lead to a doubling of malaria deaths to nearly 3 million a year within a decade. Despite major increases in the procurement of artemisinin-based combination therapies since 2004, the majority of children are still being treated with less effective medications.  Across sub-Saharan Africa, the use of insecticide-treated bed nets among children jumped from 2 per cent in 2000 to 20 per cent in 2006. 
Globally, there were an estimated 9.3 million new cases of tuberculosis in 2007, up from 9.2 million cases in 2006.  This gives a startling 13.7 million cases worldwide.  The huge challenge of long term multi drug therapy means that this is an extremely difficult disease to overcome.  

From 1990 to 2006, 1.1 billion people in the developing world gained access to toilets, latrines and other forms of improved sanitation. An additional 1.4 billion people will require such facilities if the 2015 target is to be met.   
In 2006, 2.5 billion people worldwide were still unserved. The greatest challenge is in Southern Asia, where 580 million people are without improved sanitation. From 2006 to 2015, the region will have to more than double the number of people currently using an improved facility. 
There are other areas in which we have seen progress in terms of the millennial goals and little change in the statistics.  Every year, 536,000 women and girls die as a result of complications during pregnancy, childbirth or the six weeks following delivery. Almost all of these deaths (99 per cent) occur in developing countries. Maternal mortality is among the health indicators that show the greatest gap between the rich and the poor — both between countries and within them. Many of these are preventable with good prenatal care but less than half all women in developing nations have adequate prenatal care.  

WHAT ARE THE IMPLICATIONS FOR MEDICAL MISSIONS?

VIOLENCE

Images of working in refugee camps in Thailand - malnourished children, amputees

Numbers of refugees growing - 15 million in early 80s, 25 million today - attitude changed.

Wars escalating - major expenditure of Third world countries - 

Combined with debt payments to the West war takes up 50-70% of government annual expenditure.  Tremendous human cost wherever there is armed conflict. 

Schools close children go uneducated, hospitals close, health care disappears, and disease runs rampant; fields go untended and people starve.  

In Angola, alone, 30% of the population of 2 million have are starving because land mines make transport of emergency relief supplies too risky.

War also destroys the economic infrastructure of whole countries and forces millions of people - mainly women and children to flee.  

80% of the world's 25 million refugees are fleeing from war.  

Working in refugee camps is probably the most devastating experience imaginable but as indifference to the plight of these people increases there is growing need for Christians to be involved. The most tragic effect is that on children.  They lose limbs by stepping on land mines, they die for lack of health care; they die of starvation, they live and often die alone because their parents have been killed, they go uneducated and are abducted as slaves or expendable soldiers.

For Christians this should provide incredible opportunities for ministries of compassion, love and reconciliation.  Opportunities in missions for prosthetics as well.

WHAT ARE THE IMPLICATIONS FOR MEDICAL MISSIONS?

Rapid progress in reducing child mortality and fertility rates wonderful as they are, will create fresh demands on health care systems as the aging population brings to the fore costly non communicable diseases of adults and the elderly.  Amplifying the effects of aging, tobacco-related deaths from heart and lung disease alone continue to increase and if present smoking patterns continue, they will grow to more than 12 million a year in developing countries in the second quarter of the century.

HEALTH CARE TECHNOLOGY

An estimated 60 to 70% of increasing health care costs in the U.S. go toward new technology, much of it to benefit people in their last six months of life

We mistakenly think that technology brings better care and better medicine - 

A hospital in Pittsburgh established a "Special Care Unit" as a low cost an alternative to intensive care for the chronically and critically ill.  It had as little technology as possible and depended on nurses rather than doctors for primary care.  The survival rate in this special unit was greater, not less than that in the intensive care unit for patients of similar illness and age.

Innovation and creativity in Thailand - popcorn incubator 

In the Third World simple things - teaching people to clean their hands, their homes and their environment save the most lives - perhaps some of our solutions are just as simple - good nutrition, moral living, exercise and community involvement can all make a difference to our health.  

Recent studies shown that regular religious observance improves our health, reduces our blood pressure, and even decreases the time we spend in hospital after an operation.

In recent years there has been a growing recognition of the importance of traditional medical practices as alternative to expensive Western medicine.  For 80% of the world’s population traditional medicine is still the health care model of choice The WHO in 1987 stated “Member states should: involve traditional healers in community based healthcare, support research into traditionally used healing plants and develop an exchange with other countries in the field of traditional medicine.”.  

Many traditional medical practices are not only effective but also low in cost.  

There is much we can learn by opening our minds and our training to traditional forms of treatment.

a) Every single society has its own particular perception of health and disease with a variety of practices for disease prevention and cure.  Each culture has its own complex medical system of philosophy, concepts, and practices carried our by local socially-recognized medical practitioners.
b) In each society of today's world, their seems to be a clash between two ways of perceiving health and disease. Each of these ways is really a very complex system of ideas, beliefs, attitudes and practices.

c) We must develop a degree of knowledge of the local system of medicine prior to, and not during or after, the intervention of Western medical practitioners and their programmes. Death of a child may be regarded as good - they become an advocate to the gods

1. TRADITIONAL OR FOLK MEDICINE - This is peculiar to a particular society and cultural context, and operates in close relationship to the historical background.  It is informal and non-academic in nature often disorganized and non-systematic in form. Primal persons personalize and externalize the forces of evil and therefore look outside themselves to discover “who” has caused the illness, “how” it has been caused, and for “what reason”.  There are three distinct groups of traditional medicine

a. Popular medicine – From childhood people use medicinal plants to treat ill health and diseases often with great effectiveness.  Healers of any form are not consulted and knowledge of these remedies is exchanged between family and community members. In eastern DR Congo, mothers from the Bashi tribe give 2 or 3 drops of squeezed leaves of Tetrademia riparia for babies with abdominal cramps. 

i. One big advantage is that they are free – and freely shared

b. Medicine of the traditional healers – when problems are more complicated a traditional healer is consulted.  They may be as specialized as Western practitioners – bone setters, birth attendants, specialists in mental illnesses, or chronic illnesses

c. Conceptual systems of traditional medicine – based not only on observation but also on well-documented theories of causes of illness.  Often have very well developed pharmaceutical systems. – eg Ayurvedic

 Not all the characteristics of these traditional models are either productive of health or acceptable to us as Christians - some do involve witchcraft, some are harmful

 Pointing the bone in Aboriginal culture

 Burying psychiatric patient as cure for mental illness

 But there is much that we can learn from these practices which are often inexpensive & more culturally appropriate than our Western treatments

China, India, Africa, Latin America, Australia and other parts of the world all have their traditional systems where drugs and medicine are only a part of the treatment of disease and illness.  These ways of perceiving health and disease remain almost unchangeable, influencing attitudes and choices regarding the significance of illness and treatment, the demand and utilization of health services, treatment compliance, and the use and misuse of drug prescriptions.  They also influence the outcome of national health policies, programmes and interventions.

Many native peoples for whom traditional medicine is still their main form of medical assistance will often see Western practitioners as TECHNICIANS who provide practical but not complete solutions to their problems.  They often see Westerners as over preoccupied with second order concerns, and strangely unconscious of the real spiritual forces that control the circumstances of existence and the origins of their diseases.

EXAMPLES – 

· In Africa a patient presents with severe migraine headaches – he is sent to the dispensary and offered a handful of pills.  In front of my eyes he deflates visibly, gives me a pained look and struggles to his feet to leave.  From his perspective a recurring pain as severe as this must have a spiritual origin.  He will go to the diviner who will listen sympathetically, divine the cause and prescribe appropriate ritual and or medicinal treatment.  THE CHURCH HAS FAILED TO SHOW THAT THE GOSPEL HAS MEANING FOR EVERY DIMENSION OF LIFE AND SO WE LOSE THE BATTLE BY DEFAULT.  

· In Haiti children often had with fetishes around their arms.  We react negatively without providing an alternative out of our Christian faith that will from the patient’s and their family’s perception, address the spiritual aspects of the disease they are suffering from.  In this country where people are constantly aware of the negative spirits around them and Voodoo is practiced regularly and where our medical work is often performed with the background sound of Voodoo chants, we must address all aspects of the diseases they suffer from.

1. THE AYURVEDIC - Indian system rooted in antiquity, permeates majority of Buddhist countries and has made great contributions to the importance given to health, cleanliness and health services provision.  It has its own well developed pharmaceutical system that could easily compete with Western medicine in its variety and efficacy. In the Ayurvedic system (See Transforming Health p84) 

·  life is unity of body, mind, spirit and the senses 

· A soul is a living being, a biological and functional personality. - the body is a temple for the divine self, which is to be worshipped. 

· A person is an ever-changing combination of five elements identified by word, sound, touch, colour, taste and odour.  These elements form building blocks that fall together in various configurations to form what a person experiences - physical body, physical sensation, sense of perception, habitual tendencies and consciousness 

· Health is a dynamic equilibrium between the universe and the person.  To be healthy a person needs an equilibrium of enzymes, proper function of body fluids, tissues and metabolic substances, and happiness of spirit, mind, senses and body.

2. THE CHINESE - Yang Yin concepts, rules all practices of life of ordinary Chinese individuals. 

· searches for imbalances in an individual's mind, body or environment that allow illness 

· everything in nature, including weather, geographic location, season, temperature, & taste affects body.  

· A strong body is able to adjust to changes in Yin and Yang and maintain a balance of these two forces.  This balance represents health.  A weak body is not able to accommodate the fluctuations and is thrown into imbalance.  This represents illness.

3. WESTERN FOLK MEDICINE with is "Hot"/"Cold" and "Dry"/"Wet" perceptions of impaired well-being pervading the beliefs and practices of Western nations.

· based on subjective experiences of impaired well-being, characterized by the presence of what is conceived as "abnormal" body temperature.  

· These subjective impressions do not necessarily relate to biomedical definitions of temperature.  States where the patients feel "hot" are called "fevers" and states of feeling subjectively "cold" are called "chills".  

· "Hot" and "cold" conditions are seen as having different origins, significance and severity and requiring different forms of treatment.

· http://www.folkmed.ucla.edu/index.html
4. AFRICAN TRADITIONAL MEDICINE.  Disease, illness & healing are spiritual rather than physical.  Concepts of health within African culture are far more social than biological.  

· Health is not an isolated phenomenon but part of the entire magico-religious fabric; it is more than the absence of disease.  

· Since disease is viewed as one of the most important sanctions, peaceful living with neighbours, abstention from adultery, keeping the laws of gods and men are essentials in order to protect oneself and one's family from disease (Lambo 1964:446) 

· Medicine and religion in the traditional African culture are not separable into discrete compartments  In African villages, disease and misfortune are religious experience, and it requires a religious approach to deal with them.

In the African system there seem to be three groups of illnesses:

1. Trivial complaints amenable to home remedies

2. “White man's diseases” such as yaws and malaria that respond to Western medical treatment

3. "African black man's diseases" those not likely to be understood or treated successfully by Western medicine such as malnutrition seen as "misery"  Africans frequently consult scientific practitioners for "natural" or "ordinary" illnesses but prefer to go to traditional healers when suffering from "unnatural"illnesses or those with an acute onset or an insidious course.

WHAT ARE THE IMPLICATIONS FOR MEDICAL MISSIONS?

THE GROWING ELDERLY

In 1900 10 - 17 million 65 or older ( less than 1% of pop)

By 1992 342 million 65 or older (6.2% of pop)

By 2050 2.5 billion 65 or older (20% of projected pop)

The fastest growing segment of our population is the over 85s.

The trend is most apparent presently in the industrialized nations but in the next century will become just as marked in the developing nations of the world.

Of concern to many is that though life expectancy is increasing, the quality of life may not improve and the degree of disability and frailty in old age may also increase.

Health care spending for this group is high and often used to purchase high technology and "heroic" life sustaining interventions during the final days of life.

These demographic changes will require fundamental changes in health care.  

Resources may need to be reallocated from prenatal and post natal care to focus on the need to enhance the elderly's quality of life and maintain their functional status.  

Already many church affiliated organizations are redirecting resources from mission programmes and help for the poor overseas to needs of the elderly in our own country. 

This trend will continue unless we reevaluate our priorities and use our resources more equitably.

VOLUNTEERISM - We desperately need to harness the skills and experience of our elderly population to support fatherless children, to start small businesses for the poor and to use their professional skills to reach out to others.

At the same time we need new models of caring within the church that will provide these people with the support and care they need as they become older and less able to look after themselves - parish nurses, food cooperatives, cooperative housing .

WHAT ARE THE IMPLICATIONS OF GROWING ELDERLY FOR THE FUTURE OF MEDICAL MISSIONS?

New careers in missions for adult and geriatric diseases

New careers for retirees in missions 

New models for churches as caring, health providing communities

How can you best prepare yourself in a rapidly changing world for the challenges of missions for the future?
� Download 2009 MDG report at http://www.un.org/millenniumgoals/pdf/MDG%20Report%202009%20ENG.pdf





