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Background
A cross-cultural missionary is a person who has moved to a new country, learned the local language and settled
into long-term residence and work there. There are an estimated 400,000 Christian missionaries working cross-culturally
around the world, 127,000 of them from the United States (Johnson 2013:76). Of these North American missionaries,
42,000 are serving in assignments of four or more years (Jaffarian 2008). Healthcare professionals make up a portion of
the missionary workforce, and their service in the healthcare field is done directly or indirectly in support of the spiritual
purposes of their sending organizations. Healthcare missionaries are the subject of this report.
Healthcare work has been a critical part of Protestant Christian missions since its beginnings in 1773 (Campbell
2000)(Grundmann 2014). Initially, medical work within missions existed as a service to the evangelists and church
workers, to keep them healthy. Eventually trailblazers like Dr. Peter Parker, working in China, began to argue for the
importance of medical work as a part of the overall missionary effort. But even at that, the mission organizations did not
appreciate the holistic value of healthcare and healing ministries, arguing that, "Medical work, as originally designed, was
to be a means to an end, namely, religious conversion. It was but one of many means; others included education, social
reform and relief work." (Young 1973:251)
Despite these struggles, healthcare work established itself within the missions enterprise, and during the 20th
century, modern medicine was introduced to many parts of the world through the efforts of medical missionaries (Adolph
2009)(Grundmann 1992, Campbell 2000). Medical missionaries have contributed not only to the work of Christian
missions, but have also made essential contributions to global health on a wider scale (Karpf 2014).
Two current circumstances set the stage for even deeper, but redesigned involvement of healthcare professionals
in Christian missions. First, a growing number of countries do not offer religious worker visas to expatriates, yet many of
these same countries do welcome healthcare professionals. This means that Christian healthcare professionals are often
able to serve where other Christian workers are not. Second, serious global health developments, such as HIV-AIDS,
emerging infectious diseases like Ebola, MERS, and Avian flu, the growing pandemic of metabolic diseases, and the
globalization of healthcare delivery in general, call for the involvement of globally conscious Christian healthcare workers.
Such circumstances highlight the strategic importance of healthcare missionaries today.
At the same time, global healthcare missions faces several challenges. As secular agencies such as Medecins Sans
Frontieres, and multilateral organizations such as the World Health Organization, assume an expanding role in global
health, the relative contribution of explicitly Christian healthcare professionals and agencies will be less. Therefore,
healthcare mission organizations need to articulate their unique value to global health and ensure high quality service.
Furthermore, with mission organizations facing financial challenges, healthcare ministries need to prove their value to the
mission strategy overall (Anderson 1954 and Grundmann 2005:202)(Strand and Cole 2014). Adding to the challenges is
the high rate of attrition among missionaries in general, with a significant number of missionaries intending to serve less
than five years. Others in this new generation of missionaries are inclined to make decisions year by year, so it is difficult
to determine the intended length of their commitment to missionary service. High turnover among healthcare
missionaries due to family needs and interpersonal conflict on the field create further challenges for mission leaders and
cause them to question the process used for selecting, training and commissioning career missionaries.
The opportunities and the challenges presented above inspired the present research project. Under MedSend’s
leadership, a working group of healthcare missions experts was brought together to design a research project to
investigate how to better equip healthcare missionaries for long-term service. The result of these discussions was the
design of the Global Healthcare Workers Needs Assessment (GHWNA) Survey. This survey was administered to career
healthcare missionaries who have received financial support from MedSend and also to their organization leaders
(MedSend Associates).
The GHWNA Survey builds on the work of the PRISM Survey completed in 2011 (Strand, Chen et al. 2011). While
the PRISM study provided much information about the current state of medical missionaries, questions still exist about
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why missionaries committed to long-term service leave the field and also about the nature and effectiveness of what
currently is being done to train and support missionaries before and after they are on the field. The PRISM survey asked
currently serving healthcare missionaries about their training, support, satisfaction with their role, their work and work
environment, and the challenges they face with cross-cultural healthcare work. The present report summarizes the
findings of the GHWNA Survey in the hope of inspiring changes that will better equip and support healthcare missionaries
to increase their longevity of service and to increase the impact that healthcare missions will have in bringing healthcare
and the hope of Jesus Christ to future generations around the world.

Demographics Summary







Executive Summary

Healthcare missionary respondents had a mean age of 41 years.
Years of cross-cultural service were 7.18 and 4.77 for currently serving and post-field missionaries, respectively.
The primary area of training was medicine for both currently serving and post-field missionaries.
Those currently serving spend less of their work time on clinical work, and more on administration, church or
mission agency responsibilities, and general organizational leadership, than post-field missionaries did while
serving on the field.
The 29 individuals who represented the MedSend Associate organizations were high-level leaders, with an
average of 21 years of experience in missions.

Personal Success



85-90% of the healthcare missionaries reported that they were able to see lives transformed, meet spiritual needs
and share the gospel with those they served.
Local governments were favorable to their presence as healthcare missionaries.

Reasons for Committing to Long-term Service


God’s call, love of other cultures and love of healthcare work were the main reasons for committing to long-term
service.



Healthcare work was essential or important for 81-82% of current and post-field respondents. 16% of
respondents considered healthcare work to be a platform for spiritual ministry. There was no significant
difference between groups (P=0.60).



Respondents considered their grants to be the main benefit they received from MedSend.

Satisfaction







Only 38% of all respondents had mentors, and only 18% of sending agencies assign mentors who are healthcare
professionals. Yet the mission agencies ranked “mentoring ability” as the most important area of leadership
training in their organization (4.18/5 points).
The quality of mentorship was rated higher by those still on the field than those who were post-field.
Post-field missionaries agreed less than those currently serving that their roles were consistent with what they
expected (53% vs 62%), and both groups had a significant proportion (33-34%) who disagreed that their roles
were consistent with what they expected. Role inconsistency is a problem for medical missionaries.
There was a high rate of role satisfaction among both groups. Satisfaction with their roles in healthcare was 93%
and 84% for those currently serving and those who have left the field, respectively. This may be related to the
perception of being underprepared, where 9% and 23% of currently serving and post-field healthcare
missionaries reported feeling underprepared for their roles, respectively.
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Reasons for Leaving the Field










There was agreement among all three respondent groups about why people leave the field.
Both missionary groups ranked family or personal needs as the first reason for people leaving the field, followed
by interpersonal conflict, and organizational changes.
31% of post-field respondents reported their reason for leaving the field to be “successfully fulfilling a
commitment,” and only 18% said “something could have been done” to prevent it. The Associates (organizational
leaders) ranked successfully fulfilling a commitment as 6th.
Half of post-field respondents left the field for potentially preventable reasons, most often burnout, interpersonal
conflict, or emotional exhaustion — although agencies may already know this, only 40% of those still serving said
that their agencies had fair, poor, or no plans for managing interpersonal conflict on the field.
Respondents were more likely to still be serving on the field (vs. having returned home) if they served with large
sending agencies and ones that are increasing their involvement in medical missions. Those still serving also felt
better prepared, especially emotionally, before beginning mission service than those who have left the field.
Those who left the field spent less of their missionary work time on administration and more of their time on
clinical work. They also had a higher sense that medical work was “essential” (66% vs 52%).

Mental Health






Among those who left the field, 49% reported adjusting back to the U.S. as difficult, and they scored their agencies
a 2.58/5 on what they did to help with readjustment.
18% of those currently serving and 20% of those previously serving were individuals at risk for burnout based on
callousness, and 8% of those currently serving and 21% of those previously serving were at risk of burnout for
exhaustion.
Post-field respondents were not as well prepared emotionally for the work; only 61% said they were prepared,
while 86% of currently serving said they were prepared.
About a third found their anxiety and depression to worsen since arriving, a third to improve and a third about the
same.

Training Needs










Post-field respondents saw a better fit (3.7/5) between previous training and their roles on the field than
currently serving (3.3/5).
Post-field respondents more highly value clinical skills training, while currently serving weigh public health
equally to clinical skills in terms of training needs.
Leadership training needs reported by respondents in order of importance were: mentoring, strategic planning,
and general leadership skills.
Most respondents prefer attending conferences in person to other modes of training. They also report preferring
on-field training to pre-field training, and this is irrespective of the respondents’ ages. Less than half of agencies
provide on-field continuing training, however.
Sending agencies place the most emphasis on cross-cultural training, but cross-cultural healthcare workers rated
professional and leadership training equally important.
Only 38% of all respondents had mentors, and only 18% of sending agencies assign mentors who are healthcare
professionals. The quality of mentorship was rated higher by those still on the field than it was by those who are
post-field.
60% of organizational leader respondents reported no specific training for healthcare missionaries, and only 33%
were very satisfied with the training their organizations give healthcare missionaries.
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Agency Issues






Those who had left the field were in smaller organizations.
A third of the organizations had less than 50 missionaries, and a third had more than 500, so the organizations are
very different.
Sending agencies have a high current demand for healthcare missionaries, especially doctors. They report 25% of
new missionary candidates are healthcare missionaries.
Associates report that their organizations are moving away from clinical and hospital work and toward
community health work and training.
68% of sending agencies do not provide member care designed to meet the specific needs of healthcare
professionals.
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Methods
Survey Questions:
Study design followed an iterative process and was evaluated against standard criteria for survey research
reports. The procedure fully adhered to eight of the ten criteria described by Draugalis, and partially adhered to two of ten
(Draugalis, Coons et al. 2008). Survey questions were developed and modified by working groups
involved in the study. First, a set of key themes to be explored through the survey questions was generated and
discussed within two working groups (see Appendix B). Based on these key themes, multiple draft cycles of survey
questions were formulated and modified for each of three surveys created. Final drafts of each survey were reviewed and
pilot-tested by two individuals prior to complete survey distribution to participants.
In order to encompass a wide representation of healthcare missionaries and their sending agencies, survey
questions were divided into three study group surveys: one for those currently serving as healthcare missionaries in the
field, one for those no longer serving as healthcare missionaries, and one for representatives from participating sending
agencies.
Inclusion Criteria:
In order to enhance the generalizability of the study results to the larger healthcare missionary population, each
participant group required specific inclusion criteria to qualify for survey participation.
a. Currently Serving healthcare missionary survey inclusion criteria:
 Past or current recipient of a grant from MedSend.
 Cross-cultural healthcare worker with qualifications in his or her passport country (this survey is
regarding the individual’s host country, not the passport country).
 Served at least one year on an overseas assignment.
b. Post-field healthcare missionary survey inclusion criteria:
 Past recipient of a grant from MedSend.
 Served as a cross-cultural healthcare worker with qualifications in his or her home country.
 Served at least one year in an overseas assignment.
c. Associate survey inclusion criteria:
 In leadership within their organization (such as VP of Field Ministries, a Field Director, the head of
healthcare ministry, etc)
 Served at least one year in organizational leadership.
 Not serving primarily as a recruiter.
To be considered eligible for statistical analysis and remain in the study, respondents had to complete at least 60% of the
survey questions.
Recruitment:
Participants were recruited to complete the survey upon invitation by email through a compiled list of contacts for
past and current MedSend grant recipients and participating sending agencies or MedSend Associates. Invitation emails
were sent to all past and current MedSend grant recipients, except those who currently serve in countries where security
concerns restrict such communications, and they were sent to participating sending agencies. No exclusions were applied
in the initial recruitment to participate in the survey. The email invitation was sent once with no reminder emails
encouraging survey participation.
Response rate:
318 MedSend healthcare missionary grant recipients were sent survey invitation emails with 271 (85%) of these
received to working email accounts. For the Associates, 66 of the 69 (96%) email invitations were received. Valid
6

participation rates for those currently serving as healthcare missionaries were 55% in contrast to those post-field who
had a valid participation rate of 28%. Associates’ valid participation rate was 42%. The following table includes the
response rates for each survey group.
Cohort

Currently
Serving

Table 1. Response rates for GHWNA Surveys
Total number in cohort
Number of invalid Number of
responses
valid
responses
Sent
Returned to
True
sender
number
160
13
147
25
81

Participation
rate

55%

Post-field

158

34

124

19

35

28%

Associates

69

3

66

13

28

42%

In other surveys completed with international participation and multi-agency involvement, response rates often
range between 40%-60%. Likewise, the PRISM study acquired a response rate of 54%. Surveys completed online with no
email reminders or reinforcements have response rates between 25% -30% (Yun and Trumbo 2000). Consideration for a
good response rate for physicians is often around 20%.0pp
Data Collection:
The survey was entered onto the Qualtrics web site. An SSL survey link (https) was used to encrypt response
content in the event case responses were intercepted in transmission. This also likely increased the response rate because
the https in the link increases user confidence. Surveys were only provided electronically via a link provided through
email invitations.
Open from July 1 to July 18, 2014, the Currently Serving, Post-field, and Associates surveys collected a total of 106,
54, and 41 surveys respectively. Valid survey completion required at least 60% of mandatory survey question completion
resulting in 81, 35, and 28 valid responses respectively.
Many survey questions allowed respondents to enter personal comments. In order to capture a representation of
some of these thoughts, a selection of comments has been included in the Results section and Appendix C and D of the
report. The inclusion of these comments does not indicate either agreement or disagreement with the content of these
ideas, but merely represents a collection of opinions expressed by the participants.
Funding:
Funding for this project was supplied by MedSend with endorsement by the Christian Medical and Dental
Associations. Various work group members donated time and expertise toward the development of the project.
Ethical Treatment of Human Subjects Review:
This project was approved by the Institutional Review Board (IRB) of the Center for the Advancement of
Healthcare Education and Delivery, an HHS approved review panel. See Appendix E.
Data Analysis:
A total of 144 subjects with complete data were used in the analysis. A 0.05 significance level was assumed.
Analyses were performed using the statistical software Microsoft Excel Workbook for Windows and Qualtrics software for
Windows.
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Results
Description of Survey Respondents:
Among the 81 survey respondents currently serving and 35 post-field respondents, 37% and 34% were male and
63% and 66% were female, respectively. The mean age and marital status for each group were identical. Average years of
service reported for each group, excluding time spent in full-time language study, was 7.18 years for those currently
serving compared to 4.77 years in those post-field.
The survey respondents represented 38 countries of service with variable frequency of respondents across
countries (Table 2). The collection of countries represented demonstrates the diversity of healthcare missionaries and
their work environments.
Table 2. Current or Recent Country of Service
Country
Frequency
Dominican Republic
5
Kenya
5
USA
5
South Sudan
4
Honduras
4
Peru
3
Ethiopia
3
Romania
2
Tanzania
2
South Africa
2
Chad
2
Nepal
2
Senegal
2
Uganda
2
Guatemala
2
Togo
2
Mozambique
2
Brazil
1
Ecuador
1
Niger
1
Gabon
1
Australia
1
Russia
1
Nigeria
1
Malawi
1
Democratic Republic of Congo
1
El Salvador
1
Indonesia
1
Puerto Rico
1
Republic of Georgia
1
Asia
1
Mexico
1
Other
8
Total
72
The majority of those currently serving and post-field received training as physicians (42% and 43%). The second
most common training represented by healthcare missionaries within the survey was nursing, 12% and 11% (Table 3).
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Table 3. Primary Area of Training
Primary Area of
Currently Serving
Training
Dentist
3%
Physician
42%
PA/Clinical Officer
5%
Nurse Practitioner
12%
Nurse Midwife
1%
Pharmacist
1%
Public Health
8%
Physical Therapist
3%
Veterinarian
6%
Other
19%
Total
100%

Post-Field
6%
43%
9%
11%
2%
6%
2%
6%
15%
0%
100%

Table 4. Percent of Work Time Spent in Each Work Area
Area of Time Spent
Currently
Post-Field
Serving
Patient care
26%
43%
Community health work
13%
10%
Training national
14%
16%
healthcare workers
Mentoring national
8%
6%
partners
Medical research
1%
2%
Administration (Int.
14%
9%
fundraising).
Church responsibilities
17%
6%
General organizational
7%
4%
leadership
Preparing to host/hosting
0%
4%
Total
100%
100%
Those currently serving as healthcare missionaries and those post-field spent or spend the majority of their time
in patient care. Those currently serving spend significantly less time in patient care (26% vs 43%) and more time in
administration (14% vs 9%), general organizational leadership (7% vs 4%), and church responsibilities (17% vs 6%) than
post-field missionaries. Those post-field spent more time in training national healthcare workers than those who
currently serve (16% vs 14%) as healthcare missionaries (Table 4).
Those within the Associate survey reported an average of 20.9 years of service within their organizations. The
survey was completed by executive (55%), managerial (14%), and personnel (10%) leaders within the sending agencies.
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Survey Respondents’ Description of Personal Success on the Field:
Table 5. Perception of Success on the Field
Topic

Believe they’re transforming lives where they
work
Have regular opportunities to share the gospel
with those served
Believe they’re meeting the spiritual needs of
those served

Currently Serving
Yes

No

86%

Post-Field
Yes

No

2%

Not
Sure
2%

80%

6%

Not
Sure
14%

85%

12%

2%

86%

11%

3%

91%

2%

6%

77%

3%

20%

Those currently serving and those who had left the field expressed a common belief that they are or were
transforming lives and sharing the gospel with those they currently or previously served. However, a quarter more of
those currently serving believed that they were meeting the spiritual needs of those they served compared to those postfield. When reflecting on their experiences, a significant percentage of those post-field were unsure of the impact they had
made on meeting spiritual needs (20%) or transforming lives (14%) compared to those currently serving (Table 5).
Those currently serving on the field and those post-field were asked to share some of their greatest
accomplishments while on the field to further assess their definitions of personal success. Here are some of their heartfelt
responses (additional respondent comments can be found in Appendix C):
Currently Serving
 Seeing young people trained by trainers I trained come to know the Lord and in turn mentor others.
 Earning the trust of national physicians and hospital managers at the government hospital where I work.
 Maintaining a healthy family life and having a healthy marriage and children who are following Jesus.
 Raising the quality of [medical specialty] care in a busy growing mission hospital.
 Getting to encourage, support, and equip national staff, friends, and youth.
Post-field
 Keeping our clinic going after a large natural disaster and upheaval in the community.
 I was able to train rural indigenous and small community nationals how to prevent disease and treat common
illnesses and nutrition related problems among their people, all while sharing the gospel of Jesus Christ.
 Building relationships with the nationals--working with them, training, Bible studies, fellowship
Healthcare missionaries were asked to share some of their greatest disappointments while on the field, which also
influence their perceptions of personal success (additional respondent comments can be found in Appendix C):
Currently Serving
 Loss of colleagues due to burnout.
 I wish I was more fluent in the local language.
 Lack of unity among the missionary field.
 Lack of support and understanding from my sending agency.
 The lack of quality mentorship; the local church body struggling with major issues internally that, though we are not
directly involved, are discouraging; the lack of opportunities for communal spirituality or growth beyond personal
devotionals….
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Post-field
 Not openly dealing with interpersonal conflict among the expats.
 Lack of vision of partner agency for contextual spiritual and community development as holistic approach to ministry.
 Not sharing Jesus with more people. Leaving open door because of my own weaknesses.
 Huge gap of knowledge between US and field country, uncertain where to help without nationals becoming
dependent.
Survey Respondents’ Description of Satisfaction in the Field:
The survey revealed 40% of those currently serving and 32% of post-field respondents had a designated mentor
while on the field. If combined, only 38% of these healthcare missionaries had a mentor, and 62% did not. For those who
had mentors, roughly half (44% and 50%) received mentoring that included professional support for their area of work,
with more taking on the role of spiritual support (81% and 61%), adjustment to work setting (69% and 56%), and
cultural/language help (47% and 50%) (Table 6).
Table 6. Mentor Roles of Healthcare Workers
Mentor Role
Currently
Post-Field
Serving
Professional support in my area of work
44%
50%
Adjustment to work setting
69%
56%
Cultural/language help
47%
50%
Spiritual support
81%
61%
Marriage and/or family support
34%
6%
My mentor has not fulfilled a mentoring role
6%
22%
Other
6%
6%

Associates
58%
100%
75%
92%
83%
8%

When comparing the type of mentoring received between those currently serving and those who have left the
field, 13% more of those who have remained in their healthcare roles received mentoring in adjustment to work settings,
20% more mentoring in the form of spiritual support, and 28% more mentoring support in marriage and/or family
support. For those previously on the field, 16% more reported that their mentors did not fulfill their mentoring role
compared to those who are currently serving (Table 6). Only 18% of medical mission organizations provide a healthcare
professional mentor for their missionaries, and 57% do not provide healthcare-specific mentors for new healthcare
missionaries. Additionally, organizations report providing more marriage and/or family support (83%) than was actually
reported being received by those currently serving and post-field (34% and 6%) (Table 6). As a whole, it appears that
inadequate mentorship could contribute to missionaries leaving the field.
Question
My role is/was
consistent with what I
envisioned before going
to the field.
The balance of
healthcare-related and
non-healthcare-related
aspects of my work
is/was satisfactory.

Table 7. Satisfaction with Healthcare Work
Survey
Strongly
Agree
Neutral/No
agree
opinion
Currently
11%
51%
4%
Serving
Post-Field
20%
33%
15%

Disagree
25%

Strongly
Disagree
9%

20%

13%

Currently
Serving

14%

60%

6%

19%

1%

Post-Field

18%

51%

5%

23%

3%

Only 61% of those currently serving and 53% of those post-field were in agreement that their current role was
consistent with what they had expected. However, 74% of those currently serving and 69% of those post-field were
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satisfied with the balance of healthcare and non-healthcare related aspects of their work (Table 7). These findings might
suggest greater satisfaction with their roles than what they had expected in their healthcare mission roles.
Question
Satisfaction in
current/previous role as a
cross-cultural healthcare
worker

Table 8. Satisfaction with Healthcare Role
Survey
Extremely
Quite
Satisfied
satisfied
satisfied
Currently
20%
51%
22%
Serving
Post-Field
25%
42%
17%

Somewhat
satisfied
5%

Not
satisfied
2%

17%

0%

There was a high rate of role satisfaction among both groups (Table 8). Satisfaction with their roles in healthcare
was 93% and 84% for those currently serving and those who have left the field, respectively. This may be related to
perception of being underprepared, where 9% and 23% of currently serving and post-field healthcare missionaries
reported feeling underprepared for their roles, respectively (Table 17).
Survey Respondents Description of Leaving the Field:
Table 9. Top Reasons for Leaving the Field (other than retirement)
Reason for Leaving
Currently
Post Associates
Serving
Field
(Rating: 1=least common,
3= most common)
Change within the country
16%
17%
1.9
Family or personal needs
82%
57%
2.4
Insufficient financial support
17%
0%
1.7
Insufficient support from my sending
9%
agency
Interpersonal conflict
39%
9%
2.4
Lack of spiritual satisfaction
6%
6%
1.0
Organizational changes
17%
17%
2.3
Successfully fulfilled a commitment of
16%
31%
1.7
set duration
Unfulfilled in their medical role
11%
11%
1.9
Felt inadequately prepared to handle
6%
professional and/or emotional
challenges
Insufficient Staffing
0
None
5%
14%
The total exceeds 100% because multiple responses were solicited.
The top three reasons for leaving the field as observed by those currently serving were family or personal needs
(82%), interpersonal conflict (39%), and organizational changes/insufficient financial support (17%). Those reporting
from their experiences in leaving the field listed family or personal needs (57%), fulfilled commitment (31%), and change
within country/organizational changes (17%) as the top three reasons for leaving the field. Associates provided familypersonal needs/interpersonal conflict (2.4/3) and organizational changes (2.3/3) as the top two reasons for missionaries
leaving the field (see Table 9).
The top reason for leaving the field was the same across all three surveys being “family or personal needs.”
However, a third of those post-field left due to “successfully fulfilling a commitment “or because “nothing could be done”
while the Associates ranked “successful commitments” as the 6th most common reason for leaving (Table 9). This
difference in reporting may represent a communication gap between leadership and cross-cultural healthcare workers in
terms of expectations.
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Table 10. Contributing Factors to Leaving the Field
Contributing factors
Post-field
Associates
A lack of a strategic plan within the agency
14%
4%
Burnout
29%
40%
The vision of the sending agency did not include healthcare to
3%
8%
a significant enough degree
Interpersonal conflict among expatriate coworkers
26%
56%
Interpersonal conflict with national coworkers
3%
20%
Felt inadequately trained to handle professional and/or
11%
emotional challenges
Felt presence was causing more harm than good
3%
Felt presence was no longer needed
11%
None of these contributed to my/our decision to leave the field
76%
A perception that what was done by the worker had little value
4%
to the organization
Other
28%
The total exceeds 100% because multiple responses were solicited.
The most common contributing factors to leaving the field reported by post-field respondents include burnout
(29%), interpersonal conflict among expatriate coworkers (26%), and a lack of a strategic plan within their agencies
(14%). These same ideas were replicated in the Associates’ survey, which reported interpersonal conflict among
expatriate coworkers (56%) and burnout (40%) as the top two reasons for resignation of healthcare missionaries from
their organizations (Table 10). Direct comparison of these percentages may be misleading as a slightly different set of
answers was provided to survey groups for this question.
Of those who left the field, only 18% said that something could have been done to prevent their leaving the field
(nothing could be done: 53%, unsure: 29%). Additionally, they rated their organizations’ attempts to keep them within
their organizations after announcing their intentions to leave as an average of 2.38 out of 5 (1=they did nothing and
5=they went to great lengths to keep us from leaving).
Post-field missionaries also provided insightful comments on what they felt could have been done to prevent their
leaving (additional respondent comments can be found in Appendix C):
 Having a trained person work with myself and my colleague could have helped us solve our problems.
 We had absolutely no spiritual or emotional support and this was the reason that we ultimately chose to leave.
 Our agency talks a lot about member care, but I did not feel well-supported. I don't think the leadership where I
was knew what to do with a burning out missionary.
While 100% of organizations report conducting exit interviews with those who have resigned or retired, in terms
of re-entry into their home countries, over half of healthcare workers returning from the field reported “very difficult” or
“difficult” readjustment to their home countries. An average rating of 2.58 out of 5 (1= nothing and 5 = beyond our
expectations to help us) was given to sending agencies by those post-field for their assistance in re-entry of missionaries
to their home countries.
Survey Respondents’ Descriptions of Reasons for Committing to Long-term Service:
The top three reasons currently serving healthcare missionaries cite as contributing to their decision to minister
cross-culturally are “God’s call” (98%), “love of other cultures” (49%), and “love of healthcare work” (39%). For those
currently serving and post-field, the top three MedSend services that were reported as being the most important in
helping healthcare workers to commit to long-term service were having a grant to cover educational loan payments (96%
and 97%), pre-field training at ECHO (22% and 11%), and having a grant that covers educational loan payments during
pre-field language and culture training (19% and 23%). 17% of those currently serving and 31% of those post-field stated
they would never have made it to the mission field had a MedSend grant not become available to them. Moreover, 76% of
13

those currently serving and 48% of those who have already left the field stated they would have been delayed from
entering the mission field without a MedSend grant. Additional comments regarding the role of MedSend can be found in
Appendix D.
Mental Health and Cross-Cultural Healthcare Workers:
Table 11. Mental Health of Cross Cultural Healthcare Workers
Survey
Strongly
Agree
Neutral/No Disagree
agree
opinion
After starting my job, I
Currently
3%
15%
8%
49%
have become more
Serving
calloused toward people
Post-Field
0%
15%
8%
53%
(proxy for
depolarization).
I am/was well-prepared Currently
26%
60%
9%
5%
emotionally for the work Serving
I am/was doing.
Post-Field
13%
48%
20%
15%
Question

Question

I feel/felt burned
out from my work
(proxy for
emotional
exhaustion).

Table 12. Burnout of Healthcare workers
Survey
Never
A few
Once a
A few
times a
month or times a
year or
less
month
less
Currently
6%
49%
29%
9%
Serving
Post-Field

10%

38%

10%

23%

Strongly
Disagree
25%
20%
0%
5%

Once a
week

A few
times a
week

Every
day

3%

4%

1%

8%

10%

3%

Twenty-five percent more healthcare missionaries currently serving feel they were well-prepared emotionally for
the work that they were doing compared to those post-field (Table 11).
In previous studies, various methods of evaluating burnout of medical professionals have been validated. One such
method was used in two studies that validated several questions for the purpose of analyzing burnout in medical
professionals (West et al, 2009, 2012). These same questions were incorporated into both the currently serving and postfield surveys.
Burnout assessments were evaluated based on responses to two questions. The first question was a proxy for
depolarization and assessed becoming more calloused after beginning missions work. If respondents felt more calloused
toward others after beginning their work, they were classified as at risk for burnout (West et al, 2009, 2012). 18% of those
currently serving and 20% of those previously serving are or were at risk for burnout (Table 11).
A second question was a proxy for emotional exhaustion and asked how frequently they felt burnout from their
work. Experiencing burnout greater than once a week indicates risk for burnout (West et al, 2009, 2012). 8% of those
currently serving and 21% of those previously serving are or were at risk for burnout. Post-field respondent responses to
burnout and callousness had a correlation of -0.60, showing strong agreement between these two measures (Table 12).

14

Table 13. Anxiety and Depression in Cross-Cultural Healthcare Workers
Severity of Mental Health Condition
Currently Serving
Post-Field
(0=none, 5=significant)
Anxiety
2.6
2.4
Depression
1.6
1.9
Those who left the field reported no greater anxiety or depression while on the field than those who are currently
serving (Table 13).
When asked to compare the anxiety/depression they experienced on the field compared to that prior to
missionary service, 37% of those currently serving had worse anxiety and 38% had worse depression on the field than in
their home countries. In contrast, 23% and 38% of those currently serving experienced improvement in their anxiety
and/or depression symptoms upon entering the field.
Survey Recipients’ Reponses on Training Needs:
One of the biggest areas explored within the GHWNA surveys was that of training provided to cross-cultural
healthcare workers. Those post-field rated their training to better fit their healthcare roles and competencies than those
currently serving (3.7/5 vs 3.3/5) on a scale of 1 to 5 (1=no relation to my pre-field healthcare training, 5=perfect fit). This
result is presented as a mean due to normal distribution of the results that best encompasses the data interpretation. 57%
of post-field respondents felt more training would have been beneficial regardless of their reasons for leaving the field.
Table 14. Preparation of Healthcare Workers for Their Work/Roles
Statement
Survey
Strongly Agree Neutral or Disagree
agree
no opinion
I fell/felt well-prepared for or Currently
31%
57%
4%
9%
suited to the work I am/was
Serving
doing.
Post-Field
15%
45%
18%
23%
I am/felt well-prepared
Currently
23%
59%
9%
10%
spiritually for the work I
Serving
am/was doing.
Post-Field
8%
68%
10%
10%

Strongly
disagree
0%
0%
0%
5%

Current healthcare missionaries report feeling better prepared or suited to the work they are doing (88%) than
those who have already left the field (60%). In contrast, more post-field healthcare missionaries report not feeling wellprepared or suited to missionary work than those currently serving (23% vs 9%). Those currently serving also report
feeling better prepared spiritually (82%) than those post-field (76% - Table 14).
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Table 15. Perceived Needs/Importance for Professional, Leadership, and Cultural Training
Training Type

Currently Serving
Rating1
% of
respondents

Post-Field
Rating1
% of
respondents

Leadership
Administration skills
3.64
20.5%
3.43
8.1%
Strategic planning
3.90
26.5%
3.66
21.6%
Mentoring ability
3.91
28.9%
3.86
24.3%
Finance management
3.51
19.3%
3.37
18.9%
Leadership skills
4.02
28.9%
3.89
27.0%
Business Management
3.25
8.4%
3.14
10.8%
Professional
Clinical skills
3.80
33.7%
3.80
45.9%
Healthcare education skills
4.05
32.5%
3.69
32.7%
Public health/community health
4.0
33.7%
3.46
16.2%
skills
Program design
3.86
24.1%
3.20
13.5%
Counseling skills
3.56
16.9%
3.37
16.2%
Cultural Integration
Language or cross-cultural skills
3.85
39.8%
4.00
54.1%
Knowledge of the Bible
3.94
28.9%
3.80
35.1%
Integrating faith and healthcare
3.99
39.8%
4.00
40.5%
work
Incorporating spiritual
3.90
33.7%
3.97
48.6%
conversations into professional
and patient relationships
The total exceeds 100% because multiple responses were solicited.

Associates
Rating1

3.29
3.43
4.18
3.14
3.89
2.93
4.46
4.04
3.93
3.36
3.14
4.86
4.82
4.89
4.79

1 Ratings reported on a scale of 1 to 5 (1= unimportant, 5= very important). The currently serving and post-field surveys asked for the greatest training need
areas whereas the associate survey asked for the most important areas of training.

Similar responses were seen on average for both those currently serving and those post-field in rating areas of
importance in training. However, those who were currently serving felt a higher need for training in all areas than did
those post-field. In comparison with those currently serving, post-field respondents ranked training of more importance
in “clinical skills” (45.9% vs 33.7%), “language or cross-cultural skills” (54.1% vs 39.8%), and “incorporating spiritual
conversations into professional and patient relationships” (48.6% vs 33.7%). The Associates considered the missionaries
more in need of training overall and in a larger number of areas than the missionaries themselves did (Table 15).
Both current and post-field missionaries feel “general leadership” training, “mentoring,” and “strategic planning”
are the most important areas of needed training in the leadership domain. Associates ranked “mentoring ability” first, but
otherwise ranked the leadership training needs comparably to missionaries (Table 15).
Currently serving missionaries feel “healthcare education skills,” “public health/community health skills,” and
“program design” are professional areas where they are most in need of training. Both post-field missionaries and the
Associates ranked “clinical skills” as the greatest professional need (Table 15).
All three groups of respondents considered “integrating faith and healthcare work” to be the most important area
of needed training. Post-field missionaries ranked language training of equal importance. This may be because some of
them were not allowed or expected to learn the local language, or were not in the country long enough to make good
progress on language learning.

16

Table 16. Pre-Field Training Programs Attended
Training program
Currently Serving
Post-Field
CMDA pre-field training orientation (Bristol, TN)
16%
16%
MedSend’s 5-day ECHO Health, Agriculture, Culture
45%
26%
and Community Course (Fort Myers, FL)
MedSend’s Caring for the Whole Person DVD
12%
16%
Saline Solution
13%
18%
Healthcare-related training provided by your
15%
13%
sending agency
Other
30%
24%
The total exceeds 100% because multiple responses were solicited.
Only 15% of those currently serving and 13% of those post-field received healthcare-related training provided by
their sending agencies. MedSend’s 5-day ECHO training in Fort Myers, Florida was the most widely attended training by
both those currently serving and post-field (Table 16). Most mission training was reported to have been provided outside
of missionaries’ sending agencies.
Table 17. Preferred Mode of Training
Mode of Training
Currently
Serving
Online training accessed by oneself as needed
18%
Webinars
2%
Attending conferences for in-person training
62%
Studying on one’s own as needed
14%
Classes provided by academic institutions
4%
Total
100%

Average
Age
39
38.5
42.2
43
38

The preferred mode of training for those currently serving is training in-person at conferences (62%), followed by
online training accessed by oneself as needed (18%). Overall, the average age of those reporting differed only slightly
between these training preference groups (Table 17). When asked about when training is best provided, almost half
(49%) of those currently serving preferred training while on the field, with 24% and 27% preferring training pre-field or
while on home assignment respectively.
According to the Associate respondents, the average number of pre-field orientation days provided by sending
agencies is 40 days with only 61% of sending agencies providing training or orientation specific to healthcare
professionals. Only 57% of sending agencies report ongoing on-field training after placement of their missionaries. When
asked about the satisfaction that Associate respondents have toward their organizations’ orientation programs, only 32%
feel “very satisfied” or “extremely satisfied” with their healthcare professional orientation programs.
To summarize these findings, those who are currently serving believe they need more training in all areas, while
preferring to complete the training mainly after entering the mission field. However, only 57% of the sending agencies are
actually providing ongoing on-field training.
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Associate Respondents’ Descriptions of Agency Issues:

40%
35%
30%
25%
20%
15%
10%
5%
0%

How many cross-cultural healthcare professionals are serving longterm (more than two years) in your sending agency?
38%
Currently Serving n=86
Post-Field n=47

30%

27%

22%
17%
11%

13%
9%

12%

9%

9%

4%
Less than 10

11 to 20

21 to 40

41 to 80

More than 80 I don't know

Number of cross-cultural healthcare workers

Figure 1. Distribution of Cross-Cultural Healthcare Workers

50%

How many cross-cultural workers serve long-term (more than 2 years)
in your sending agency?
44%

Currently Serving n=86
Post-Field n=47

36%

40%
30%
20%

23%

19%

15% 17%

10%

10%

19%
12%

4%

0%
Less than 50

51 to 100

101 to 500

More than 500

I don't know

Number of cross-cultural workers

Figure 2. Total Distribution of Cross-cultural Workers
According to those currently serving, cross-cultural workers – both healthcare and non-healthcare – are
currently trending toward serving with larger organizations as sending agencies. However, a wide range of organizational
sizes are represented by the currently serving and post-field respondents. A third of mission organizations included in this
survey have less than 50 missionaries serving and a third have more than 500 missionaries serving, demonstrating the
variety of organization sizes represented (Figure 1 and 2).
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Frequency

How many healthcare professionals currently serve full time (more
than two years) within your organization?
16
14
12
10
8
6
4
2
0

Frequency of Associates n=28
Average number: 89
Median: 10

14

5

4

4
1

Less than or = 10

11-20

21-40
Number of missionaries

41-80

More than 80

Figure 3. Frequency of Healthcare Professionals Reported by Organizations

Frequency

How many missionaries currently serve long-term (more than two
years) in your organization? Frequency of Associates n=28
12
10
8
6
4
2
0

Average Number =556
Median: 200

10

9

7
2
Less than 50

51-100

101-500

More than 500

Number of Missionaries

Figure 4. Frequency of Missionaries Reported by Organizations
Associate respondents also report a trend toward larger mission organizations on average. When analyzing the
frequencies depicted in Figure 4, it is important to remember that frequencies can be misleading, making the
organizations seem smaller than when the average and median numbers of missionaries are considered. Once again,
Associate survey respondents represent a wide range of organizational sizes and diversities (Figure 3 and 4).
Question

Table 18. Associate Respondents on Missionary Service
Mean Median

Missionaries currently serving
Healthcare missionaries currently serving
Average length of service in years
Number of countries served in your organization
Average number of new career missionaries added to your
organization in the year 2013
Average number of healthcare missionaries added to your
organization in the year 2013

Range

556
89
9.2
33
36

200
10
10
15
10

1 to 4,800
0 to 999
0 to 25
1 to 169
1 to 400

8

5

0 to 75

As reported by Associate respondents, the average healthcare missionary serves 9.2 years in the field. The average
organization serves in 33 countries with 16% of their missionary base composed of cross-cultural healthcare workers.
From estimates in the year 2013, almost a quarter (24%) of all new career missionaries entering the field were healthcare
missionaries (Table 18).
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When comparing the attrition rate of healthcare missionaries from their organization to that of other
organizations, only 45% estimated their attrition rate to be “much lower than” or “lower than” other organizations. Over
the past 5 years, 41% of organizations increased the number of new healthcare missionaries joining their organizations.
The greater the number of missionaries in an organization, the higher the rate of attrition (r=0.20), and the shorter
the length of service (-0.19). This may be a result of larger organizations hosting more short- and medium-term
missionaries who do not intend to serve long-term. Also, as would be expected, organizations increasing their medical
work have a larger number of healthcare missionaries (-0.17).
The Associate respondents reported 69% of organizations planning to expand the number of healthcare
missionaries within their organizations, with 56% reporting they were moving away from clinical and hospital work in
favor of working in community health and/or training. In terms of organizational priorities in healthcare ministries, 41%
reported balancing ministry among curative, preventative, and training ministries.

Table 19. Healthcare Work Incorporated into Sending Agency Vision
Question
Survey
Strongly Agree
Neutral/
Disagree
agree
No opinion
The vision of your
sending agency
overall
incorporates
healthcare work
as an essential
part of that vision

Strongly
Disagree

Currently
Serving

29%

42%

14%

13%

1%

Post-Field

30%

35%

20%

13%

3%

Table 20. Trend of Sending Agency with Regard to Healthcare Work and Mission Strategy
Trend of Mission Agency toward healthcare
Currently
Post-Field
Serving
No perceptible change
35%
33%
Moving away from healthcare work
4%
5%
Moving from clinical/hospital work to community
20%
13%
health work
Moving from clinical care to healthcare education
13%
13%
Increasing healthcare work
28%
15%
I don’t know
12%
35%
The total exceeds 100% because multiple responses were solicited.
Of those currently serving and post-field, 14% and 16% respectively report that healthcare work is not
incorporated into the overall vision of their sending agencies (Table 19). Those currently serving have seen more of an
increase in healthcare work within their organizations than those who have left the field (28% vs 15%). However, the
majority of healthcare missionaries currently serving feel that there is no perceptible change in their mission agencies’
vision for healthcare in missions (Table 20).
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How frequently do/did you observe interpersonal conflict
among expatriate co-workers within your agency?
60%
50%
40%
30%
20%
10%
0%

40%
30%

47%50%

Post-Field n=40

7%

4% 5%
Never

Currently Serving n=83

Rarely

13%
2% 3%

Sometimes

Most of the
Always
time
Figure 5. Interpersonal Conflict within Healthcare Workers Organizations
Post-field respondents reported a higher observed rate of interpersonal conflict within their organizations
compared with those currently serving (Figure 5). However, there is no statistical significance to this finding (pvalue=0.588). 59% of Associates rated their organizations’ conflict resolution plans as good to excellent with 12%
reporting no conflict resolution plans in place within their organizations.
Only 38% of post-field respondents reported having a designated member care person for overseeing their wellbeing while on the field and only 32% of organizations provide this service. However, marriage counseling is currently
provided by 89% of mission organizations.
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Discussion and Conclusions
The GHWNA Survey has provided essential information regarding the current state of healthcare missions as
reported by these MedSend grant recipients and their organizational leaders (Associates). The average age of missionary
respondents was 41 years, with 7.18 and 4.77 years of cross-cultural service for currently serving and post-field
missionaries, respectively. The 29 individuals who represented the Associate organizations were high-level leaders, with
an average of 21 years of experience in missions.
Personal Success:
85-90% of the healthcare missionaries reported that they were able to see lives transformed, meet spiritual needs
and share the gospel with those they served. They also reported local governments to be favorable to their presence as
healthcare missionaries, which is an important part of their being able to serve in that context long-term. The PRISM
study found that serving in a country in which the government was less favorable to the missionary’s presence was
associated with higher rates of depression and anxiety, suggesting that the political context within which one serves
impacts one’s mental health (Strand, Chen et al. 2011). The present survey was not sent to individuals serving in the
highest security countries, so the impact of serving in less hospitable countries was not able to be evaluated in this study.
Reasons for Committing to Long-term Service:
The reported reasons for committing to long-term healthcare missionary service in order were: God’s call, love of
other cultures and love of healthcare work. Furthermore, when asked about the importance of healthcare work among
their reasons for serving, 81 and 82% of current and post-field respondents, respectively, reported it to be essential or
important. Only 16% of respondents considered healthcare work as a platform for spiritual ministry. So while God’s call is
the first motivation to commit to long-term missionary service, the importance of enjoying cross-cultural living and
enjoying healthcare work in general must not be overlooked.
Respondents deeply appreciated MedSend’s support. Many respondents reported that they would not be able to
serve in healthcare missions if they had not received the MedSend grant (See Appendix D for further comments).
Role Satisfaction:
Role satisfaction was quite high, but less so for missionaries who had left missions. This may be related to the
perception of being underprepared, with 9% and 23% of currently serving and post-field healthcare missionaries
reported feeling underprepared for their roles, respectively. This indicates more attention should be given to preparing
healthcare missionaries for their roles. And as this report illustrates, the content and timing of that training needs to be
given careful consideration as well.
One of the reported reasons for lack of role satisfaction was that the individual’s role on the field was inconsistent
with what he or she expected prior to leaving for the field. Although the context of cross-cultural healthcare work means
frequent change and considerable uncertainty, more time should be spent matching missionaries with their roles, and
monitoring that match over time so that changes can be made as necessary.
Role inconsistency is a problem for healthcare missionaries. Mission organization leaders need to assist
prospective healthcare missionaries in considering their skills and vision and in finding a good match for their areas of
service. These results suggest the need for greater attention to work assignments for healthcare missionaries, particularly
early in their careers. Unfortunately, even with good planning, the nature of the work results in high staff turnover so that
individuals are frequently required to assume positions for which they are not well-suited. Even so, strategic planning
should inform job assignments, including regular monitoring of the person’s adjustment to the role. More effort should be
spent matching the worker with a suitable role, providing support to increase job satisfaction, and striving for an
appropriate balance of healthcare work responsibilities and spiritually-focused ministry (Schubert 1999, Judge, Thoreson
et al. 2001)
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It is critical that workers are doing work that has meaning and value (Gabbard 1995). Using “flow theory,”
meaningful and satisfying work results from a good match between one’s skills and the degree of challenge in one’s role
(Csikszentmihalyi 1990). An overly challenging role for which one lacks skills can result in anxiety, while an unchallenging
role and low skills for that role may result in depression. Therefore, a key aspect of monitoring work satisfaction is
matching the degree of challenge of the work to the individual’s abilities.
Newer missionaries are often looking for role models in their work. Directed mentoring of new workers is a key to
increasing their cultural competence, confidence and ultimate success. Such mentoring also makes their work more
fulfilling as they feel less alone and receive frequent tangible feedback regarding what is and is not working. However,
only 38% of all missionary respondents had mentors, and only 18% of sending agencies assign mentors who are
healthcare professionals themselves. Yet the mission agencies ranked “mentoring ability” as the most important area of
leadership training in their organizations (4.18/5 points).
The quality of mentoring was rated higher by those still on the field than by those who were post-field. This may
partially explain the latter’s departure from healthcare missions. The importance of mentoring, and training in mentoring,
will be addressed further below.
In order to increase role satisfaction and longevity, the role of the healthcare missionary should be reconsidered in
light of changing circumstances. In the past it was assumed that healthcare missionaries were deployed to provide
essential medical services that did not exist in the countries where they served. This is not largely the case today as most
countries are to some extent developing their own national healthcare systems and secular agencies are sending
increasing numbers of cross-cultural healthcare workers to serve in areas of great need. This research has clearly
elucidated that while healthcare missionaries are largely satisfied with their roles, role clarification needs to be
considered. From the PRISM study, it was determined that some key elements that contribute to increased role
satisfaction include having a clear mission strategy, a satisfying mix of medical work and ministry, a work setting
sympathetic to the Christian faith, and working in a country that welcomes cross-cultural medical workers (Strand, Chen
et al. 2011). Although God’s call, and the certainty of His abiding presence, are the most important issues in helping
missionaries sustain their service, attrition might be reduced if healthcare missionaries and their organizational leaders
paid more attention to other issues outlined above as well (Taylor 1997).
Reasons for Leaving the Field:
Missionary attrition is defined as the departure by missionaries from field service, including for retirement. This
report is concerned with the premature return from cross-cultural ministry that may have been prevented (Taylor 2002).
This attrition exacts a considerable toll on missions – financially, personally and spiritually. The cost of supporting an
American missionary family of five on the field varies by organization and field of service, but is estimated by the authors
to be approximately $395,000 USD for a five-year term. This includes start-up costs of $20,000 for fundraising, overseas
travel, and home set-up expenses on the field such as for furniture and appliances. This also includes $75,000 a year for
living allowance, rent, children’s education, mission administration fees, pension and Federal Insurance Contributions Act
(FICA). A cross-cultural healthcare worker needs two years of language and culture learning, and usually begins to have a
significant impact during years three and four, followed by year five on home assignment. The mean time of service for the
post-field respondents to this survey was 4.77 years, so they had only begun to be effective at the time they left the field.
Additionally, there is a personal and spiritual toll for these premature departures. Respondents to this survey
reported that they experienced great difficulty in departing the field and in resettling back in their home country.
Frequently they had a short exit interview or a meeting with a counselor from the mission organization, but little or no
follow-up or ongoing support in their reentry process. While healthcare missions is difficult and costly both on a personal
and financial level, we hope that our shared efforts can help us to become even better stewards of the resources and the
people for the Kingdom of God.
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There was strong agreement among all three respondent groups about why people leave the field, with family or
personal needs first, followed by interpersonal conflict and organizational changes. However, 31% of the post-field
missionaries reported “successfully fulfilling a commitment” as a reason for leaving and “nothing could be done” to
prevent it was commonly reported. On the other hand, the Associate survey results ranked “successful commitments” as
the sixth most common reason for leaving. This difference may represent a communication gap between cross-cultural
healthcare workers and mission leadership in terms of expectations. Many missionaries went to the field intending to
serve a limited number of years, but it appears their organizational leaders didn’t realize that.
Half of post-field respondents left the field for potentially preventable reasons, most often burnout, interpersonal
conflict, or emotional exhaustion — agencies know this already, and yet 40% of those still serving said that their agencies
had fair, poor, or no plans for managing interpersonal conflict on the field.
Those who left the field spent less of their missionary work time on administration and more of their time on
clinical work. They also had higher sense that medical work was “essential” (66% vs 52%).
Missionaries were more likely to still be serving on the field if they served with large sending agencies and those
that are increasing their involvement in healthcare missions. These results are in agreement with what was found by
Taylor over ten years ago (Taylor 2002). Those still serving also felt better prepared before beginning mission service, in
particular emotionally prepared, than those who had left the field. Respondents were more likely to remain on the field if
they did NOT see healthcare work as essential to their missionary service. This is a fascinating finding that may relate to
issues of burnout and exhaustion. It is also possible that the complexity and fluidity of the work situation in cross-cultural
healthcare work requires that people not be overly dependent on their healthcare work as their primary or exclusive
identity. In other words, the person who balances their healthcare work with the other needs and competing demands,
even when those demands get in the way of his or her ability to focus exclusively on healthcare work, will be able to
persist longer in healthcare missions work.
It has also been observed that new healthcare mission recruits are naïve about the situations awaiting them, and
they receive minimal guidance from their mission agencies or the partner organizations in their countries of service
(Fountain 2011). So perhaps those who left the field were a less ideal fit for the realities of missionary service.
Alternatively, it is possible that their organizations did not do enough to make needed changes in the work situation at the
local level or the work responsibility assigned to a particular individual.
Short-term medical teams are now a substantial piece in the medical mission enterprise, and younger workers
assume that healthcare service will begin with a short-term experience. In 2006, 2.2 million Americans spent $1.6 billion
on short-term missions experiences (Corbett and Fikkert 2009). The challenge is how to best utilize the short-term
experience to both serve the vision of the mission and provide good experience and training for the short-term worker
(Dohn and Dohn 2003). Working with the short-term expectations of newer workers, rather than fighting against it, will
likely be a win-win situation.
Mission organizations should track and monitor annual missionary attrition. Tracking a large number of mission
organizations found an average of 5.1% attrition per year (Taylor 2002). If mission organizations tracked their attrition
rate, it would be possible to identify where in the organization attrition rates are higher than average. This would allow
them to intervene or trouble-shooting earlier in the process in those countries or ministry pockets found to have higher
than normal attrition rates.
Mental Health:
Based on the callousness score, 18% of those currently serving and 20% of those previously serving were
individuals at risk for burnout. Based on the exhaustion score, 8% of those currently serving and 21% of those previously
serving were at risk of burnout. Therefore, two different measures were in agreement that about 20% of missionaries
were at elevated risk for burnout. This is a critical finding, and calls for more attention to prevention and management of
risk factors for burnout.
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Post-field respondents reported not being well prepared emotionally for the work. Only 61% said they were
prepared, while 86% of currently serving said they were prepared. And yet 68% of sending agencies do not provide
member care designed to meet the specific needs of healthcare professionals. This may be a contributing factor to the
burnout findings above, as they did not have a person providing member care who understood their situation (Schafer,
Blazer et al. 2007).
About one-third of respondents found their anxiety or depression worsened since arriving on the field. Another
third reported it improved and a third reported it remained the same. Improvement in depression symptoms after coming
to the field suggests situational depression, which can be resolved if handled appropriately.
Healthcare missionaries are particularly vulnerable to mental health challenges given the nature of their work
(Bikos and Lewis Hall 2009, Eriksson, Bjorck et al. 2009). Compared to those working in their home countries, missionary
doctors are the “poorest and most isolated of [their] profession” (Grundmann 1992:90). Natural disasters, warfare,
terrorism, and epidemics are traumatic experiences that often have an impact on healthcare missionaries, not to mention
the added anxiety these missionaries bear because they may feel responsible for spouses and children who are subjected
to the same risks. They also experience significant levels of anxiety associated with occupational issues, acculturation, and
physical illness (Foyle and Watson 1998, Koteskey 2011). In recent years, many authors have pointed to a need for
increased research in the field to better support missionary care efforts (Hawley 2004).
Although this study did not use clinical diagnostic criteria for depression and anxiety, self-reported depression and
anxiety have been shown to be quite sensitive (Stulz and Crits-Christoph 2010). In fact, using the PHQ-9 as the gold
standard, a one-question depression screening tool has been shown to have 91% sensitivity and 76% specificity (Carey,
Jones et al. 2014). The question asked by Carey et al was: "Select the option that most closely describes the level of
depression or sadness you have been feeling in the past 2 weeks." Response options were none, mild depression,
moderate depression, moderately severe depression and severe depression. As with the present study, this scale used a
subjective and relative 5-point scale. Therefore, by analogy, the instrument utilized in the present study is considered to
have high validity. Additionally, the subjects in this research were healthcare professionals, who would be expected to be
familiar with basic criteria for diagnosing these two mental health conditions.
In this study, respondents reported more severe levels of anxiety than depression, and both mental health
conditions were reported to be less prevalent than in the PRISM study. In the PRISM survey, the mean average for severity
of both anxiety (3.03) and depression (2.45) was almost 1 point higher in severity compared to both groups in the
GHWNA study. PRISM survey respondents were older, had served overseas considerably longer, and included individuals
serving in the highest security countries. Even though they experienced more significant mental health burdens and
worked in more challenging contexts, they apparently had found coping mechanisms and management methods that
allowed them to remain in service.
As reported in the PRISM study, cross-cultural healthcare missionaries in this study reporting significant levels of
anxiety and depression were found to experience less work satisfaction (Strand, Chen et al. 2011). Low work satisfaction
was associated with unmet expectations upon arriving on the field, serving in a country that was not overly welcoming to
healthcare missionaries, being female, and having an unsatisfying balance of work and ministry.
The findings reported here reveal a significant mental health burden with the possibility of profound impact on
quality of life. This is also an argument for early screening and treatment among cross-cultural healthcare missionaries. It
also makes the case for early identification of anxiety and depression and for protecting the missionaries already present
on the field. Those who have transitioned through the initial phases of cultural acclamation are in an ideal state of learning
and effectiveness—if they are mentally healthy and emotionally strong. Allowing international healthcare providers to
leave the field when their anxiety or depression needs could have been addressed is a significant loss to the healthcare
mission enterprise.
Among those who left the field, 49% reported adjusting back to the U.S. as difficult, and they scored their agencies
a 2.58 out of 5 on what the organizations did to help them with readjustment upon returning from the field. And yet, 100%
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of mission organization leaders claim that they do exit interviews for people who leave their organizations. This calls into
question the purpose of these exit interviews. If they are seen as a chance to let the departing worker clear the air, without
taking action to support that person in his or her transition, the interview will be perceived as patronizing and insincere.
Workers who leave the field become spokespersons for healthcare missions and their organizations in particular. They
will either speak positively or negatively. It is important that they not be simply released from their service without being
supported genuinely through exit and reentry (Selby, Braunack-Mayer et al. 2011).
Training Needs:
Organizational leaders (Associates) considered the missionaries more in need of training and in a larger number of
areas than the missionaries themselves did. But the organizational leaders were referring to training that is more in
general mission areas, and not necessarily specific to healthcare missions. 60% of organizational leaders reported that
their organization offers no specific training to healthcare missionaries, and only 33% were very satisfied with the
training they provided. So there may be some gap between the amount of training healthcare missionaries perceive
themselves as needing and the amount their organizational leaders think they need and want to provide for them.
Few people in any mission organization are completely satisfied with how effective their performance is. But what
is needed to increase their effectiveness is not always clear. The mission leaders tend to assume that providing more
training will give the missionaries knowledge and skills that they need, and thus increase the effectiveness of the
missionary. The missionaries themselves, on the other hand, do not necessarily find the training they do receive to be that
helpful, and thus are more desirous of mentoring and just-in-time training in areas of pressing need. Both current and
post-field missionaries ranked general leadership training, mentoring and strategic planning as the most important areas
of needed training in the leadership domain. It may also be assumed that more training can prevent premature attrition,
but Taylor’s research a decade ago found that training played an insignificant role in preventing the early return of
missionaries (Taylor 2002).
Currently serving missionaries ranked medical education skills, public health/community health skills and
program design as the professional areas where they are most in need of training. Both post-field missionaries and the
Associates ranked clinical skills as the greatest professional need. More experienced healthcare missionaries, currently
serving on the field, recognize a greater need for training in areas other than clinical skill, probably because they know
best the wide array of areas in which they need competence in order for their healthcare mission work overall to thrive.
Post-field missionaries likely did not get involved in mission leadership and more diverse ministries because they were
only on the field about four years. They may have placed less value on pre-field training because it focused on areas in
which they were not likely to be working for a long time. These findings support the view that it is important to provide
training after they are on the field a few years, and after they begin to feel the critical need for specific areas of training.
All three groups of respondents considered integrating faith and healthcare work to be the most important area of
needed training. Post-field missionaries ranked language training of equal importance. This may be because some of them
were not allowed or expected to learn the local language, or were not in the country long enough to make good progress
on language learning. Integrating faith into one’s healthcare work can be dependent on many factors such as the political
climate and the nature of the work, so there is not just one way of helping missionaries to be more effective in it.
Mentoring by individuals who have learned how to integrate their faith into the same work setting where the healthcare
missionary serves may be the best way to do it. And national coworkers who know the local situation might be the best
ones to serve as mentors.
Most respondents prefer attending conferences in person to other modes of training. They also reported
preferring on-field training rather than pre-field training, and this was irrespective of the age of the respondent. Less than
half of agencies provide on-field continuing training, however.
Generational differences need to be given consideration. Millennials (born between 1981 and 1995) have a desire
to be nurtured, creating the opportunity to do the mentoring that this study has shown is needed. However, they do not
want to be patronized and would not easily accept an appointed mentor. Engaging them in the discussion of how to
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arrange the mentoring process and which person might make the best mentor is important. Furthermore, Millennials are
“digital natives,” and experience many of their relationships through social media. This may allow for long-distance
mentoring from people of their own choosing, but it can also inhibit the development of intimate and trusting
relationships with the team of people they are serving with, because they are spending so much time maintaining their
long-distance digital relationships. GenXers (born between 1965 and 1980) are highly individualistic, and value their
freedom. They resist organizational policies handed down from the top, and need to be involved in discussing most issues
that will impact them. GenXers adapt well to change, and can be utilized to bridge the gap between the Millennials and the
Baby Boomers (born between 1946 and 1964). Many organizational leaders are of the Baby Boomer generation, so this
bridging work could be extremely helpful.
The future of healthcare missions will be in the hands of the current young missionaries, particularly the
Millennials. It is important that this new generation be respected, equipped and challenged to take on this task, without
being discriminated against or unfairly judged (Raymo 2014). The PRISM Survey revealed that younger missionaries have
a higher perceived need for additional training to be successful. Pre-field training needs to match the actual situations
healthcare missionaries will find themselves in. Although most healthcare missionaries are spending over half of their
time in clinical care, they still feel the need for help in mentoring others. But these healthcare missionaries have little
training in how to mentor, and it is rarely expected of them by their organizations.
Consideration needs to be given to the content and timing of training. The goal is to develop professionally and
spiritually competent healthcare missionaries. Developing competent professionals is a process germane to the medical
discipline (Epstein and Hundert 2002). Therefore, consideration should be given to a more formal process for developing
competent healthcare missionaries through the life cycle (Brynjolfson 2004).
The Dreyfuss Model outlines the method of moving a new worker from entry-level to expert (Koo and Miner
2010). The model argues that the entry-level has a large number of people, and they have limited leadership and
professional competence. This would describe the pre-field training audience. They need simple, practical and easily
usable information and skills. They need to be given a vision and simple trouble-shooting skills for their early months on
the field. The model goes on to describe that a person moves from entry-level to capable, competent, proficient and
eventually, expert level. There are fewer people at each of these ensuing levels, and their professional and leadership
competence increases with every level, and their training needs are greater at each level. Therefore, “one-size fits all”
training for healthcare missionaries should be avoided, because while it may address the larger number of people with the
greatest needs, it will almost certainly miss the smaller number of people who are ascending in leadership and
competence, and who are in need of high-level mentoring and training.
The Dreyfuss Model can inform an approach to the training of healthcare missionaries. Following is a progressive
training model that has been devised based on the data collected in the PRISM Survey (Strand May 2, 2014).
Years 1-2: Language and culture learning is the primary task. While being exposed to the healthcare work, the
healthcare missionary’s long-term effectiveness in healthcare work, and their own mental health, will depend on their
ability to grasp the local language and culture to a high degree.
Years 3-4: Training should focus on the skills and knowledge necessary for one’s specific work and ministry roles.
Topics such as whole health, patient care in a cross-cultural setting, compliance with the national healthcare system,
community health and specialty areas unique to one’s work should be addressed. The focus is on immersing the
missionary in a variety of situations, with learning coming through real experiences and insights gained from those
situations. The learning is reinforced by frequent debriefing and discussion with a seasoned mentor. It should be pointed
out that the missionary should be exposed to and participate in activities that he or she might not have sought out, as well
as those situations that the missionary requested.
Year 5: In most mission organizations year five is home assignment year. It is important that the healthcare
missionary have a good home-side mentor who can evaluate his or her first term, and help identify areas of needed further
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training. It is possible that the missionary can get that training while in the home country. Additionally, the mentor will
help the missionary reflect on his or her first four years, and help determine the assignment and direction for the next
term of service.
Years 6-8: By this time, the healthcare missionary should be capable and moving toward competence in several
areas (Koo and Miner 2010). Their specific role should be more focused on what the missionary is most gifted and
interested in, and what the organizational leaders consider to be the most appropriate. The healthcare missionary should
be deeply engaged in the local community – medically and spiritually – and ready to have significant impact.
Years 9-12: The healthcare missionary should be competent and moving toward proficient or expert level. They
should be highly effective at this stage. They should also be serving as a mentor and trainer for others.
Mission Organization Issues:
A third of the organizations in this study had less than 50 missionaries, and a third had more than 500, so there is
significant disparity in organization sizes. The organizations who participated in this study report high demand for
healthcare missionaries, especially doctors. They report that 25% of their new missionary candidates are healthcare
missionaries. This is a sign of the growth of healthcare missions after a time of uncertainty in the 1990s.
Healthcare missionaries who left the field indicated that they needed more substantive exit interviews and
ongoing support with the reentry process. If the person or couple is leaving under undesirable circumstances, it may be
difficult to get his or her cooperation in doing an exit interview, but this is an area mission organizations need to commit
themselves to.
The reported trend in healthcare missions is to move away from clinical and hospital work to community health
work and training. In recent history, medical missions have faced two critical transitions. The first came in the late 1970s,
as part of the global call to reclaim primary healthcare, when medical missions saw the need to move beyond the confines
of the mission hospital compound and became committed to community health (Searle 1982, Van Reken 1987). The
second critical transition came in the 1990s as many mission organizations chose to downsize or exit medical missions
work in favor of an exclusive focus on church planting. The latter of these transitions in particular was reactionary, and
done with little or no involvement of the healthcare missionaries themselves. This points out a problem currently and in
history, that healthcare missions has at times lacked long-range strategic planning (Jansen 1999). This highlights the
importance of strategic leadership, taking into consideration the entirety of the Christian workforce, not only evangelists
and church planters, but doctors, teachers, counselors and other essential roles that comprise the ministry team.
In 1952, Harold G. Anderson, MD, Medical Secretary of the Church Mission Society in England, had this to say about
the need for more strategic planning in medical missions, and bears revisiting today.
Missions have been largely content to ignore the need for a developing policy in their medical work, to
launch new ventures with little reference to the lessons or the experience of fellow missionary societies,
and to leave the conduct of medical affairs solely to the rank and file of what is after all a highly
individualistic profession. Great achievements and great failures, too, have come out of such laissez-faire
in the past. Perhaps more consistent and effective results would have been attained if from the outset
mission boards had recognized medicine as a specialty and medical missions therefore as a specialty
twice over, and had been willing to appoint specialists in medical mission strategy to advise them both on
the medical and medical-mission aspects of their work. It is only by a profound study of medical missions
that either the quality or scope of such specialist direction can be envisaged.
Many mission organizations are equipped with qualified and committed medical people on their mission teams.
However, this survey suggests that these people are functioning quite autonomously in these organizations with
inadequate strategy and leadership to utilize them well. The healthcare part of their role in the mission is under-valued,
and this despite the fact that 83.6% of the respondents consider healthcare as essential or important to their purpose in
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being a missionary. As stewards of these personnel, and in consideration of the value of well-guided medical work as a key
piece in the mission enterprise, mission organizations need to consider whether they are prepared to make the sacrifices
and decisions necessary to make it successful. It might be that some mission organizations are not prepared to guide
healthcare missionaries or utilize them well so they should not recruit them. Other organizations that intend to stay in the
medical arena need to put more resources toward making the healthcare work they do successful. Some key pieces
include incorporating the healthcare work into the overall mission strategy, assigning personnel to successful or
potentially successful healthcare work locations, rather than allowing healthcare professionals to strike out on their own,
and even closing down unproductive or ineffective healthcare missions projects.
Healthcare mission seems to function within the broader mission vision and direction, but it lacks the kind of
healthcare-specific direction needed for greater success. This quote from 1954 is equally relevant today, “Medical
missions are not to be assessed or even used for the goodwill which they may create for the proclamation of the Gospel,
but as a powerful means of proclamation in themselves which complements other methods of proclamation.” (Anderson
1954) Healthcare missions needs to be valued for more than just opening opportunities for the gospel. It is a holistic
ministry that works to relieve human suffering and promote spiritual, emotional and physical health in individuals and
communities.
There are several competing visions for what healthcare missions should be. As was shown in the PRISM study,
many mission organizations are uncertain about the unique role of healthcare missions, and would rather the healthcare
missionaries move into another area of mission work (Strand 2013). The results of the present study, the GHWNA Survey,
are more encouraging. The individuals who participated in this study were from organizations that are more committed to
healthcare missions and their healthcare missionaries are more satisfied with their leadership and their situation overall.
This shows how important it is that healthcare missionaries choose the right organization, and that organizations who
intend to do healthcare missions do so with focus and vision so that they can be truly successful.
In 1981, MAP International convened the 9th International Convention of Missionary Medicine, under the theme
“Medical Missions in the 80s – A Quest for Priorities.” (Searle 1982) Immediately following, 40 mission leaders met for two
days to study the issues further. Although such events create inspiring documents, in that case, the declaration “Christian
Health Care Ministries – New Directions and Opportunities,” true transformation and organizational redesign requires
intentionality and many years of effort (Kotter 1996).
A clear mission strategy is needed in mission organizations supporting healthcare missions (Mullins 2002). It is
time for the leaders of mission organizations committed to healthcare missions to use the evidence that has been
generated here, in the PRISM study and in other high quality research projects that have been published in recent years
(Long 2000, Howorth 2007, Pallant 2012, Swartley 2012), to redesign recruitment, selection, training and support of
medical missionaries. It is also time to think strategically and long-term about the direction of healthcare missions. The
mission organization AIM spent considerable time working on a strategy for their medical missions work, culminating in a
document entitled “Ministry on Purpose: AIM International Health Ministries Strategy Paper.” (Howorth 2007) And the
Salvation Army has given considerable attention to a theology of healthcare ministry (Pallant 2012). These examples need
to be modeled by evangelical mission organizations in order for healthcare missions to flourish into the future.
The needs in global health around the world that can be uniquely met by cross-cultural healthcare workers are
great. The availability of talented and highly committed people ready and willing to serve in these capacities is
remarkable. The last twenty years has resulted in a significant amount of research into missionary success and ways to
prevent missionary attrition. Mission organizations are well poised to implement these best practices, and to be stewards
and shepherds of the healthcare professionals who choose to serve with them in cross-cultural healthcare work. This will
allow them to flourish personally and be highly effective in their service. Under God’s sovereign leading, a bright future for
healthcare missions can be envisioned. May people committed to this great calling take up the challenge to strengthen and
expand the way in which healthcare missions is done around the world.
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Limitations of the Study
Statistical analysis was limited to common descriptive test in order for the results of these surveys to be utilizable
for the improvement of healthcare missions worldwide and the wide selection of intended readers.
While there are attempts to analyze the success of healthcare issionaries based on level of training, sending-agency
support, and other factors within these surveys, it has not sufficiently defined success within healthcare missions. While
this limitation exists, it is the hope of this survey to find areas needing improvement in terms of preparation and support
of healthcare missions with loose objective assumptions for defining success in order to determine these needs.
MedSend recruited survey respondents, all of whom have received financial support from MedSend in order to
join healthcare missions. Due to these financial connections, it is impossible to completely eliminate bias that may be
reported from respondents despite the confidentiality for respondents completing the survey.
This survey incorporates the ideas of both those who currently serve and those who have left the field due to
multiple contributing factors. Without the contributions of those who have left the field, this survey would have a limited
perspective coming from only those some might classify as “successful” within cross-cultural healthcare work. However,
by including those who have left the field, this may also introduce the limitations of recall bias and situational bias
presented by those having a negative experience in healthcare missions.
It is also important to note that only American cross-cultural healthcare workers and Associate respondents
completed this survey. This study might benefit from future research incorporating the ideas of cross-cultural healthcare
workers from non-Western countries.

Future Research Questions







How might we measure success in healthcare missions work?
What is the evidence that healthcare missionary attrition is preventable?
Do healthcare missionaries from the Millennial generation bring a significantly different set of expectations to
healthcare missions, such as intended time of service, role expectations or expectations of their leaders?
Are healthcare missionaries accomplishing their dual objectives of caring for people and building the church of Jesus
Christ?
What do host country national churches and governments think about the role played by healthcare missionaries?
What do the national coworkers consider to be the strengths and weaknesses of the contributions of these of these
North American missionaries?
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Appendix A
I. Global Healthcare Workers Needs Assessment Grant Recipient Survey
A. Thank you for taking time to complete this survey. The survey has 48 items and will take you about 20 minutes to
complete. You have unlimited time to complete the survey, but you must complete it in one sitting. Please answer
thoroughly and honestly, as your candid feedback is important to the survey’s sponsor, MedSend. The results will serve as
the basis of decisions that are meant to provide cross-cultural healthcare workers with better training and support.
Certificate of Anonymity
This research project is anonymous, which means that it uses technology that makes it impossible for MedSend to link an
individual respondent to a particular response. Nobody can gain access to your email address or any personal information
about you as a result of your participation.
Please complete this survey if you meet all of the following criteria (includes those currently on home leave):




You are a past or current recipient of a grant from MedSend.
You are a cross-cultural healthcare worker with qualifications in your passport country (this survey is regarding
your work in your host country, not your passport country).
You have served at least one year on an overseas assignment.

B. First we need to know a little about you and your work situation.
1. How many years in total have you served in cross-cultural healthcare work, excluding time spent in full-time
language study?
2. What best describes your current situation
o I live and work primarily in my host country.
o I live and work primarily in my passport country.
o I live and work equally in my host country and passport country.
3. What is your primary area of training?
o Dentist
o Physician
o Physician Assistant/Clinical Officer
o Nurse Practitioner
o Nurse Midwife
o Pharmacist
o Public Health
o Physical Therapist
o Occupational Therapist
o Veterinarian
o I’m not involved in healthcare work
o Other
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4. Regardless of whether you work full or part-time, what percentage of your work time do you spend in each of the
following areas? Please enter whole numbers, and the total must equal 100.
Patient care
Community health work
Training national healthcare workers
Mentoring national partners
Medical research
Administration (inc. fundraising)
“Family” responsibilities
General organizational leadership
Total

5. How many cross-cultural workers are serving long-term (more than two years) in your sending agency?
o Less than 50
o 51 to 100
o 101 to 500
o More than 500
o I don’t know
6. How many healthcare professionals are serving long-term (more than two years) in your sending agency?
o Less than 10
o 11 to 20
o 21 to 40
o 41 to 80
o More than 80
o I don’t know
7. What is your current or most recent country of service? (feel free to use code if necessary but make it
understandable)
C. Thank you. Now we’d like to know about the situation you work in.
8. Do you have a designated mentor(s) within your sending agency?
o Yes
o No
9. If yes, what type of role(s) does the mentor(s) play in your life? (please check as many as apply)
o Professional support in my area of work
o Adjustment to work setting
o Cultural/language help
o Spiritual support
o Marriage and/or family support
o My mentor has not fulfilled a mentoring role
o Other
10. The attitude of your local governmental health office (Public Health Bureau, Ministry of Health, etc.) toward your
presence as a foreigner is:
o Highly favorable
o Favorable
o Somewhat favorable
o Not aware enough of your work to have an opinion that they would express
o Unfavorable
o Unknown
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11. Describe the current trend of your sending agency with regard to healthcare work as a part of their mission
strategy (Please check all that apply).
o No perceptible change
o Moving away from healthcare work
o Moving from clinical/hospital work to community health work
o Moving from clinical care to healthcare education
o Increasing healthcare work
o I don’t know
12. The vision of your sending agency overall incorporates healthcare work as an essential part of that vision.)
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
13. How frequently do you observe interpersonal conflict among the cross-cultural healthcare workers with whom
you work?
o Never
o Rarely
o Sometimes
o Most of the time
o Always
14. Please evaluate your sending agency’s plan for managing interpersonal conflict within the organization?
o Excellent
o Very good
o Good
o Fair
o Poor
o My sending agency does not have a plan.
15. Rate the degree of fit between the training you received prior to assuming your current role in healthcare service
and the competencies that you need in that role. (1=no relation to my pre-field healthcare training, 5= perfect fit)
1 2 3 4 5
16. What do you consider your greatest accomplishment while on the field?
17. What do you consider your greatest disappointment while on the field?
D. Great, thank you. Now please respond to the following statements about your needs and expectations by stating the extent
to which you agree or disagree.
18. The role I currently fill is consistent with what I envisioned before coming to the field.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
19. I am satisfied with the balance of healthcare and non-healthcare aspects of my work.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
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o Not applicable
20. I am well-prepared for or suited to the work I am doing.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
21. I am well-prepared emotionally for the work I am doing.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
22. I am well-prepared spiritually for the work I am doing.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
23. I have become more calloused toward people since I took this job.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
24. I feel burned out from my work.
o Never
o A few times a year or less
o Once a month or less
o A few times a month
o Once a week
o A few times a week
o Every day
o Not applicable
25. Choose the factor(s) that you consider to be the most influential in your decision to serve in cross-cultural
healthcare work (please choose up to 3).
o God’s call
o Influence of a mentor
o Love of healthcare work
o Love of other cultures
o A good leader/supervisor in my organization
o Good team to work with
o I don’t know
26. In what areas do you have the greatest need for professional training to help you serve successfully in your
current position? (Please rate the importance of each area of training):
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Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Clinical skills
Healthcare education
skills
Public health/community
health skills
Program design
Counseling skills

27. In what areas do you have the greatest need for leadership training to help you serve successfully in your current
position? (Please rate the importance of each area of training):
Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Administrative skills
Strategic planning
Mentoring ability
Finance management
Leadership skills
Business management

28. In what areas do you have the greatest need for further cultural integration training to help you serve
successfully in your current position? (Please rate the importance of each area of training):
Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Language or crosscultural skills
Knowledge of the Word
Integrating faith and
healthcare work
Incorporating spiritual
conversations into
professional and patient
relationships

29. What mode of training do you prefer?
o Online training accessed by oneself as needed
o Webinars
o Attending conferences for in-person training
o Studying on one’s own as needed
o Classes provided by academic institutions
30. When is training best provided
o Pre-field
o While on home assignment
o While on the field
o None of the above
31. A. Did you participate in any of these healthcare-related pre-field training programs? (Check all that apply)
o CMDA’s pre-field training orientation (4 days in Bristol, TN)
o MedSend’s 5-day Health, Agriculture, Culture & Community course at ECHO in Fort Myers, Florida
o MedSend’s Caring for the Whole Person DVD
o Saline Solution
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o Healthcare-related training provided by your sending agency
o Other. Please specify:_________
o No
B. Which of the above was (were) the most valuable training program(s) and what made it valuable to you?
F. We would like to know about some of the personal issues you have experienced.
32. A. Reflecting on your primary purpose in choosing cross-cultural medical work, the healthcare aspect is:
o An essential part of my purpose in being here
o Important to my purpose in being here
o A platform giving me access to my host country
o Inessential and I could see myself doing something else
B. Please offer comments:
33. A. From your experience with people you know or have worked with, what are the most common reasons longterm healthcare workers in your organization have left the field for reasons other than retirement? (Please choose
the TWO or THREE reasons you have observed.)
o Change within the country
o Family or personal needs
o Insufficient financial support
o Interpersonal conflict
o Lack of spiritual satisfaction
o Organizational changes
o Successfully fulfilled a commitment of set duration
o Unfulfilled in their healthcare role
o I have never seen anyone leave
B. Please offer comments:
34. With regard to your current role as a cross-cultural healthcare worker, are you:
o Extremely satisfied
o Quite satisfied
o Satisfied
o Somewhat satisfied
o Not satisfied
35. How serious a period of anxiety have you ever experienced? (0=none, 5=significant)
0 1 2 3 4 5
36. Comparing the anxiety level you now experience to what it was prior to coming to the field, it is:
o Much worse
o Somewhat worse
o About the same
o Somewhat better
o Much better
37. How serious a period of depression have you ever experienced? (0=none, 5=significant)
0 1 2 3 4 5
38. Comparing the depression level you now experience to what it was prior to coming to the field, it is:
o Much worse
o Somewhat worse
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o
o
o

About the same
Somewhat better
Much better

G. Thank you for your responses. Now we would like to ask some questions about your experience with MedSend.
39. If I had not received a MedSend grant, my cross-cultural healthcare work would have:
o Never occurred
o Been delayed significantly
o Been delayed somewhat
o Not been delayed
o I do not know
40. Do you believe your work is helping transform the lives of individuals in the place where you serve?
o Yes
o No
o Not sure
41. As a cross-cultural healthcare worker, do you believe that you are transforming the lives of individuals in the place
where you work?
o Yes
o No
o Not sure
42. As a cross-cultural healthcare worker, have you had regular opportunities to share good news with people where
you serve?
o Yes
o No
o Not sure
43. As a cross-cultural healthcare worker, do you believe your work is having an impact in meeting the spiritual needs
of people where you serve?
o Yes
o No
o Not sure
44. A. Which of these MedSend services has been important in helping you to commit to long-term service (check all
that apply):
o Pre-field training at ECHO
o Having a grant to cover educational loan payments
o Having a grant that covers educational loan payments during pre-field language and culture training
o Financial stewardship counseling
B. Please explain:_____________________
45. Is there anything else you want to tell us at MedSend?
H. Finally, please answer the following questions about yourself.
46. Age:____
47. Gender
o Male
o Female
48. Marital Status:
o Unmarried
o Married
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o

Divorced

II. Global Healthcare Workers Needs Assessment Post-field Survey
A. Thank you for taking time to complete this survey. The survey has 47 items and will take about 20 minutes to
complete. You have unlimited time to complete the survey, but you must complete it in one sitting. Please answer
thoroughly and honestly. Your candid feedback is important to the survey’s sponsor, MedSend. The results will serve as
the basis of decisions that are meant to provide cross-cultural healthcare workers with better training and support.
Certificate of Anonymity
This research project is anonymous, which means that it uses technology that makes it impossible for MedSend to link an
individual respondent to a particular response. Nobody can find out anything about you as an individual or gain access to
your email address or any personal information about you as a result of your participation.
We welcome you to complete this survey if you meet the following criteria:





You are a past recipient of a grant from MedSend.
You were a cross-cultural healthcare worker with qualifications in your home country (this survey is primarily
regarding your experience while on the field, with a few questions about your experience after returning from the
field).
You served at least one year in an overseas assignment.

B. First we need to know a little about you and your work situation.
1. How many years in total did you serve in cross-cultural healthcare work, excluding time spent in full-time
language study?_____
2. What was your primary area of training?
o Dentist
o Physician
o Physician Assistant/Clinical Officer
o Nurse Practitioner
o Nurse Midwife
o Pharmacist
o Public Health
o Physical Therapist
o Occupational Therapist
o Veterinarian
o I’m not involved in healthcare work
o Other
3. How many cross-cultural workers served long-term (more than two years) in your previous sending agency?
o Less than 50
o 51 to 100
o 101 to 500
o More than 500
o I don’t know
4. How many of these cross-cultural workers were working in healthcare?
o Less than 10
o 11 to 20
o 21 to 40
o 41 to 80
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o More than 80
o I don’t know
5. How many years has it been since you left your field assignment? ____
6. Did you have a designated mentor(s) from within your sending agency?
o Yes
o No
7. If yes, what type of role(s) did your mentor(s) play in your life? (Please check all that apply)
o Professional support in my area of work
o Adjustment to work setting
o Cultural/language help
o Spiritual support
o Marriage and/or family support
o My mentor did not fulfill a mentoring role
o Other: __________
C. Thank you. Now we’d like to know about the situation you work in.
8. Regardless of whether you work full or part-time, what percentage of your work time did you spend in each of the
following areas? Please enter whole numbers, and the total must equal 100.
Patient care
Community health work
Training national healthcare workers
Mentoring national partners
Medical research
Administration (inc. fundraising)
“Family” responsibilities
General organizational leadership
Preparing to host or hosting visitors and
short-termers
Total

9. The attitude of your local governmental health office (Public Health Bureau, Ministry of Health, etc.) toward your
presence as a foreigner is:
o Highly favorable
o Favorable
o Somewhat favorable
o Not aware enough of your work to have an opinion that they would express
o Unfavorable
o Unknown
10. Describe the current trend of your sending agency with regard to healthcare work as a part of their mission
strategy (Please check all that apply).
o No perceptible change
o Moving away from healthcare work
o Moving from clinical/hospital work to community health work
o Moving from clinical care to healthcare education
o Increasing healthcare work
o I don’t know
11. How frequently did you observe interpersonal conflict among the expatriate co-workers within your agency?
o Never
o Rarely
o Sometimes
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o Most of the time
o Always
12. The vision of your sending agency overall incorporated healthcare work as an essential part of that vision.)
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
13. Rate the degree of fit between the training you received prior to assuming your current role in healthcare service
and the competencies that you need in that role. (1=no relation to my pre-field healthcare training, 5= perfect fit)
1 2

3

4

5

14. What do you consider your greatest accomplishment while on the field? ____________
15. What do you consider your greatest disappointment while on the field? _____________
D. Great, thank you. Now please respond to the following statements about your needs and expectations by stating the
extent to which you agree or disagree.
16. The position I served in on the field was consistent with what I had envisioned before going to the field.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
17. I was satisfied with the balance of healthcare-related and non-healthcare-related aspects of my work.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
18. I felt well-prepared for or suited to the work I was doing.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
19. I was well-prepared emotionally for the work I was doing.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
20. I was well-prepared spiritually for the work I was doing.
o Strongly agree
o Agree
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o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
21. I become more calloused toward people after starting my job.
o Strongly agree
o Agree
o Neutral or no opinion
o Disagree
o Strongly Disagree
o Not applicable
22. I felt burned out from my work.
o Never
o A few times a year or less
o Once a month or less
o A few times a month
o Once a week
o A few times a week
o Every day
o Not applicable
E. Again, recalling as best you can, please tell us about some of your previous training needs and personal issues you
experienced.
23. In what areas did you have the greatest need for professional training to help you serve successfully in your past
position? (Please rate the importance of each area of training):
Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Clinical skills
Healthcare education skills
Public health/community
health skills
Program design
Counseling skills

24. In what areas did you have the greatest need for leadership training to help you serve successfully in your past
position? (Please rate the importance of each area of training):
Very
Important

Important

Mostly
Important

Administrative skills
Strategic planning
Mentoring ability
Finance management
Leadership skills
Business management
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Slightly
Important

Unimportant

N/A

25. In what areas did you have the greatest need for further cultural integration training to help you serve
successfully in your past position? (Please rate the importance of each area of training):
Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Language or crosscultural skills
Knowledge of the Word
Integrating faith and
healthcare work
Incorporating spiritual
conversations into
professional and patient
relationships

26. A. Did you participate in any of these healthcare-related pre-field training programs? (Check all that apply)
o CMDA’s pre-field training orientation (4 days in Bristol, TN)
o MedSend’s 5-day Health, Agriculture, Culture & Community course at ECHO in Fort Myers, Florida
o MedSend’s Caring for the Whole Person DVD
o Saline Solution
o Healthcare-related training provided by your sending agency
o Other. Please specify:_________
o No
27. With regard to your past role as a cross-cultural healthcare worker, were you:
o Extremely satisfied
o Quite satisfied
o Satisfied
o Somewhat satisfied
o Not satisfied
28. A. Reflecting on your primary purpose in choosing cross-cultural healthcare work, the healthcare aspect was:
o An essential part of my purpose in being there
o Important to my purpose in being here
o A platform giving me access to the country I served in
o Inessential and I could have seen myself doing something else
B. Please comment: __________________
F. Great, now we would like to explore some issues regarding your decision to leave cross-cultural healthcare work. .
29. A. Please indicate the top TWO or THREE reasons, other than retirement, that contributed to you leaving the field.
o Change within the country
o Family or personal needs
o Insufficient financial support
o Insufficient support from my sending agency
o Interpersonal conflict
o Lack of spiritual satisfaction
o Organizational changes
o Successfully fulfilled a commitment of set duration
o Unfulfilled in their healthcare role
o Felt inadequately prepared to handle professional and/or emotional challenges
o None of these reasons contributed to my desire to leave
B. Please offer comments:
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30. Did any of the following contribute to your decision to leave the field? (Please check all that apply)
o A lack of a strategic plan within my agency
o Burnout
o The vision of my sending agency did not include healthcare to a significant enough degree
o The sending agency made a decision to move away from healthcare work
o A perception that what I did had no value in the sending agency
o Interpersonal conflict among expatriate coworkers
o Interpersonal conflict with national coworkers
o Felt inadequately trained to handle professional and/or emotional challenges
o Felt my presence was no longer needed
o None of these contributed to my/our decision to leave the field
31. Regardless of the reason you reported for leaving the field, would you have benefitted from additional training?
o Yes
o No
32. Did your sending agency provide a designated member care person who was overseeing your well-being while on
the field?
o Yes
o No
33. A. Reflecting on your experiences, do you believe there was something that could have been done to prevent your
leaving the field?
o Yes
o No
o Unsure
B. Please comment: ______________
34. To what degree did your sending agency try to keep you in the organization after you informed them of your
intentions to leave? (1=they did nothing, 5=they went to great lengths to keep us from leaving
1 2 3 4 5
35. To what extent did your sending agency help you with reentry to your home country? (1=nothing, 5 = they went
beyond our expectations to help us)
1 2 3 4 5
36. A. How was your process of adjusting after returning to your home country?
o Very Difficult
o Difficult
o Neutral
o Easy
o Very Easy
B. Please comment: ______________________________
37. How serious a period of anxiety did you experience while on the field? (0=none, 5=significant)
0 1 2 3 4 5
38. How serious a period of depression did you experience while on the field? (0=none, 5=significant)
0 1 2 3 4 5
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G. Thank you for your responses. Now we would like to ask some questions about your experience with MedSend.
39. If I had not received a MedSend grant, my cross-cultural healthcare work would have:
o Never occurred
o Been delayed significantly
o Been delayed somewhat
o Not been delayed
o I do not know
40. As a cross-cultural healthcare worker, do you believe that you were transforming the lives of individuals in the
place where you worked?
o Yes
o No
o Not sure
41. As a cross-cultural healthcare worker, did you have regular opportunities to share good news with people where
you served?
o Yes
o No
o Not sure
42. As a cross-cultural healthcare worker, do you believe your work had an impact in meeting the spiritual needs of
people where you served?
o Yes
o No
o Not sure
43. Which of these MedSend services were important in helping you to commit initially long-term service (check all
that apply):
o Pre-field training at ECHO
o Having a grant to cover educational loan payments
o Having a grant that covers educational loan payments during pre-field language and culture training
o Financial stewardship counseling
o Other: Please explain:_____________________
44. Is there anything else you want to tell us at MedSend?
H. Finally, please answer the following questions about yourself.
45. Age:____
46. Gender
o Male
o Female
47. Marital Status:
o Unmarried
o Married
o Divorced

III. Global Healthcare Workers Needs Assessment Associates Survey
A. Thank you for taking time to complete this survey. The survey contains 30 items and will take you about 20 minutes.
You have unlimited time to complete the survey, but you must complete it in one sitting. Your candid feedback is
44

important to the survey’s sponsor, MedSend. The results will serve as the basis of decisions that are meant to provide
cross-cultural healthcare workers and their sending agencies with better information and support.
Certificate of Anonymity
This research project is anonymous, which means that it uses technology that makes it impossible for MedSend to link an
individual respondent to a particular response. Nobody can gain access to your email address or any personal information
about you as a result of your participation.
We welcome you to complete this survey if you meet the following criteria:




You are in leadership in your organization (such as VP of Field Ministries, a Field Director, the head of
healthcare ministry, etc).
You have at least one year of experience in organizational leadership
You are not serving primarily as a recruiter

In this survey, we are referring to healthcare missionaries in your agency who intend to serve long-term, and have served
at least two years.
B. First we need to know a little about you and your involvement in your organization.
1. Years of service with your current agency:
2. What best defines your job title within your organization?
o Executive
o Managerial
o Personnel
o Field leader
o Other. Please specify:
3. How many missionaries currently serve long-term (more than two years) in your organization?
4. How many healthcare professionals currently serve long-term (more than two years) in your organization?
5. What is the average length of service in years for your healthcare missionaries?
6. The attrition rate of healthcare professionals is ___________________ that of other missionaries within your
organization.
o Much lower than
o Lower than
o The same as
o Higher than
o Much higher than
7. What is the approximate number of countries where your organization currently has missionaries serving?
8. What was the average number of new career missionaries added to your organization in the year 2013?
9. In 2013, what was your average number of new healthcare missionaries?
10. A. In your organization, what trend are you seeing in new healthcare missionaries over the last five years?
o Marked increase
o Slight increase
o Stable
o Slight decrease
o Marked decrease
B. Please comment on what you attribute this trend to:
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11. How many new healthcare missionaries are you expecting to send to the field in the next 24 months? (Estimate if
necessary)
Number of individuals
Doctors
Nurses
Physician Assistants
Pharmacists
Dentists
Others

C. Okay, great. Now we’d like to know more about your organization’s involvement in healthcare missions.
12. A. What are the plans of your healthcare ministry within your mission?
o We want more healthcare missionaries and to expand our number of healthcare ministries
o We want more healthcare missionaries but don’t plan to expand the number of healthcare ministries
o We do not intent to increase the number of healthcare missionaries or healthcare ministries
o We plan to decrease our healthcare missionaries and/or ministries
B. Please comment:
13. A. What is your organization’s priority in your healthcare ministries?
o Curative (clinics, hospitals, health centers)
o Preventative (community health, immunization programs)
o Training (training schools, residency programs)
o We balance all three
o Not applicable
B. Please comment on why this is your priority:
14. Do you find your organization to be moving away from clinical and hospital work in favor of work in community
health and/or training?
o Yes
o No
o No opinion
o My organization has no history or precedent regarding medical work.
15. Describe the synergy between the vision of your organization overall and the role of healthcare work in that
vision. (1=no synergy, 5=perfect synergy)
D. Great, thanks. Now respond to the following questions about the training and support your organization provides for
missionaries.

46

16. How important to your organization are the following areas of professional training in enabling healthcare
missionaries to serve successfully with your organization? (Please rate the importance of each area of training)
Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Clinical skills
Healthcare
education skills
Public
health/community
health skills
Program design
Counseling skills

17. How important to your organization are the following areas of leadership training in enabling healthcare
missionaries to serve successfully with your organization? (Please rate the importance of each area of training)
Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Administrative skills
Strategic planning
Mentoring ability
Finance
management
Leadership skills
Business
management

18. How important to your organization are the following areas of cultural integration training in enabling
healthcare missionaries to serve successfully with your organization? (Please rate the importance of each area of
training)
Very
Important

Important

Mostly
Important

Slightly
Important

Unimportant

N/A

Language or crosscultural skills
Knowledge of the
Word
Integrating faith and
healthcare work
Incorporating
spiritual
conversations into
professional and
patient relationships

19. How many days is your pre-field orientation for long-term missionaries?
20. A. Do you provide any additional training/orientation that is specific to healthcare professionals?
o Yes
o No
B. If yes, please list the topics covered:
21. A. Please rate your level of satisfaction with your organization’s orientation for healthcare professionals:
o Not at all satisfied
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o
o
o
o

Slightly satisfied
Moderately satisfied
Very satisfied
Extremely satisfied

B. Please explain:
22. A. Does your organization provide member care for healthcare missionaries in the field that is designed to meet
the specific needs of healthcare professionals?
o Yes
o No
B. If yes, what do you do?
23. Does your organization provide marriage counseling and support for your missionaries on the field?
o Yes
o No
24. Does your organization assign a specific mentor(s) on their field to each new healthcare missionary?
o Yes, a healthcare professional
o Yes, a non-healthcare professional
o No
25. If so, what roles do these mentors usually play? (Check all that apply)
o Medical and/or professional support
o Adjustment to work setting
o Cultural/language help
o Spiritual support
o Marriage and/or family support
o Other:
26. A. Do you provide ongoing on-the-field training after placement?
o Yes
o No
B. If yes, what is its content, frequency, and delivery method?
E. Finally, we would like to know about some of the personnel issues you have experienced with your healthcare missionaries.
27. A. From your experience with people you know or have worked with, what are the most common reasons longterm healthcare workers in your organization have left the field for reasons other than retirement? (Please drag
and drop your choices in order of the first, second, and third most common reasons)
o Change within the country
o Family or personal needs
o Insufficient financial support
o Interpersonal conflict
o Lack of spiritual satisfaction
o Organizational changes
o Successfully fulfilled a commitment of set duration
o Unfulfilled in their healthcare role
o Insufficient staffing
o I don’t know
B. Please offer comments:
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28. Do you find any of the following to be reasons missionaries resign from work with your organization? (Check all
that apply)
o A lack of a strategic plan within my organization
o Burnout
o The vision of my organization does not include healthcare to a significant enough degree
o The organization made a decision to move away from healthcare work
o A perception that what the healthcare missionary did had little value in the organization
o Interpersonal conflict among expatriate coworkers
o Interpersonal conflict with national coworkers
o Other:
29. Does your organization do exit interviews with those who have resigned or retired?
o Yes
o No
30. Is there anything else you want to tell us at MedSend?
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Appendix B
Research Working Group
Rick Allen
Susan Carter
Daryl Erickson
Janet Loma
David Stevens
Mike Soderling
Amber Wood

Bob Blees
Townsend Cooper
Hans Finzel
Mark Strand
Mark Topazian
Larry Wiens

GHWNA Research Purpose
Determine gaps in the following areas so that medical missionaries will be well prepared, highly effective and very healthy
as they serve in medical missions.


How medical missionaries are trained?



What needs do they have on the field?



What are key content areas that they don’t learn anywhere else (Dan Fountain class, CMDA training)?



Does this gap contribute to leaving the field prematurely?



Are we sure we want everyone’s opinion about what is needed? Wouldn’t it be better to ask those who have been
successful?

This gap will be clarified by the design of a three 30-item surveys, administered to MedSend recipients and mission
organization leaders.
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Appendix C: Survey Comments
We are including this selection of the survey respondents’ comments because we feel they provide information that may
be helpful and thought-provoking as you discuss the survey findings with your colleagues.
Please note that this selection represents only about ¼ of the total comments, all of which were entered by self-choice and
not all respondents provided comments. Therefore, the comments may or may not be representative of the group. In
addition, wherever necessary, the comments have been edited to protect the identity of the respondents. Substituted
words and phrases are indicated by brackets and omitted words and phrases are indicated by ellipses.
Finally, we ask that you do not share these comments without permission or publish them in any way as we would like to
respect the honest feedback provided by our respondents. Thank you.

What do you consider your greatest accomplishment while on the field?
CURRENTLY SERVING
“Seeing young people trained by trainers I trained come to know the Lord and in turn mentor others.”
“The young students I have helped train to be nurses and the care they are now able to provide in many parts of [Asia].”
“Empowering women to believe in themselves to care for their unborn babies and remind them that God has not
abandoned them, no matter how desperate their situations.”
“Serving the population of children with disabilities which are considered without value and are rejected.”
“Training church leaders on AIDS and the church's role with those infected with AIDS.”
“Deeply seeking to love people well and discipling local youth and young men, and witnessing transformation in their
lives.“
“Providing free healthcare to those who otherwise wouldn't be able to afford it or their medications. Being able to see the
results of the work I am doing on the field.”
“Ability in the local language and an ability to connect well with locals.”
“Building relationships (especially discipleship relationships) with my students and seeing them develop skills that will
make them employable and seeing them catch a vision for how they can help their fellow countrymen.”
“Earning the trust of national physicians and hospital managers at the government hospital where I work.”
“Learning the language. Leading through service. Surveying the nationals and letting them identify the needs.”
“The development of a medical and spiritual outreach to villagers on remote islands.”
“Bringing hope to the lost and the poor through prayer and medical work.”
“Being able to build relationships with mature national believers in order to build partnerships to see holistic ministry
prosper.”
“Designing and running a unique, replicable model to treat medically fragile children living in urban poverty.”
“Learning the language and culture and establishing genuine relationships.”
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“The starting and growth of a program for national doctors to train as surgeons.”
“Creating a church planting assessment tool that is thorough and takes into account local leadership and whole person
care.”
“Ability to speak the language fluently to give good education to the patients and also pray with them and speak God's
word into their lives.”
“Training village believers to develop their capacity to provide healthcare.”
“Being able to equip local church and ministry leadership with mental health care skills that can better help them care for
the populations they serve.”
“Mentoring a national leader to take my place.”
“Merging professional medical care and spiritual connection with my patients.”
“Solving intercultural conflicts.”
“Sharing the gospel with Muslim patients.”
“Founding a hospital.”
“Maintaining a healthy family life and having a healthy marriage and children who are following Jesus.”
“Training national health educators who are now working independently and having a strong spiritual impact as well.”
“Learning my utter dependence on Jesus for every moment.”
“I am the hospital administrator - a role I hadn't planned on but have found great fulfillment in continuing building our
national team of leaders and working on team decision making.”
“Starting [a Christian] [surgical specialist] residency program.”
“Getting to encourage, support, and equip national staff, friends, and youth.”
“Helping start an org that is getting started sending nationals to take the gospel to unreached places on earth.”
“Running a competent, compassionate health program which seeks to share Christ and show Christ's love to many.”
“Personally preaching the gospel to those that have never heard it.”
“Raising the quality of [medical speciality] care in a busy growing mission hospital.”
“Friendships with and mentoring of national staff.”
“Training others to train others spiritually and physically. Working myself out of a job. :D It's still in process, but it's all the
Lord's accomplishment and His timing!!”

What do you consider your greatest accomplishment while on the field?
POST-FIELD
“Being able to model Christ to hospital staff and to Muslim patients.”
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“Keeping our clinic going after a large natural disaster and upheaval in the community.”
“Training of local workers.”
“Desiring to return (though with a [multi-year] hiatus for further training.”
“Establishing relationships with local physicians, which I continue today.”
“Friendships that I made with the nationals.”
“I was able to train rural indigenous and small community nationals how to prevent disease and treat common illnesses
and nutrition related problems among their people, all while sharing the gospel of Jesus Christ.”
“Helping keep what had been a floundering mission hospital open and providing a platform for ministry during our time
on the field.”
“Sharing life with local medical trainees, encouraging outreach by believers through medicine, discipline.”
“Training indigenous resident physicians in family medicine.”
“Working with church leaders and teaching them and others health care and its relationship to Christianity.”
“Starting [medical] residency program and training people who are not involved at national level for primary health care.”
“Building relationships with nationals I worked with and other missionaries.”
“Building relationships with the nationals--working with them, training, Bible studies, fellowship.”
“Founding a clinic and training program for local believing doctors, discipling local believing doctors, building local
leaders of the training center and clinic including director, seeing God make clinic self-sufficient, seeing God use us to
encourage a Christian medical fellowship that is continuing, raising my family there, seeing God provide for all the years of
service.”
“Improving nursing care delivery by nationals through mentoring and education… The authentic relationships with
nationals was also one of the best parts of the experience. Leaving them better trained to meet the needs of their people is
a good feeling of accomplishment.”
“That a young national physician that I hired began to understand what it means to walk with the poor and show them
Grace.”
“Teaching nationals about salvation in Jesus Christ and the truths of the Bible. Accessing HIV/AIDS care for children in our
ministry, and training nationals to integrate with public health services. Demonstrating the love of God to those He called
me to, and being a representative of Him.”
“CHE program started at my ministry with CHE started in one rural village & all national staff (plus others) trained as CHE
trainers.”
“To know Christ more deeply and to do my best to live that before my national friends and co-workers.”
“Built relationships with national doctors.”
“I consider the greatest accomplishment was to train nationals to provide… healthcare for their communities while at the
same time teaching them the Gospel of Jesus Christ and seeing how it influenced how they cared for their patients and
managed their clinics.”
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“Training local ladies with the skills to care for children with disabilities and more importantly to train their families to
care for and work with and be advocates for their children. This work is providing a solid basis for our presence in the
community, tangible love, and openness that is resulting directly in people coming to know Christ and be discipled.”

What do you consider your greatest disappointment while on the field?
CURRENTLY SERVING
“Not spending enough time with family.”
“Working with (mentoring/disciplining) people is never easy, mistakes and sin are always going to happen, but it is still
discouraging some days.”
“When working with nationals, NGO or other missionaries that are not considering sustainability principles.”
“Loss of team-mates for various reasons as well as a recent change in my sending agency’s focus away from healthcare.”
“When there are patients we have that if we were somewhere else (west) we could serve/help them better and when
patients come to us too late die shortly after arriving.”
“Loss of colleagues due to burnout.”
“Unpreparedness in matters related to working together with other missionaries - Lack of organization of team structure
and defined team roles.”
“I wish I was more fluent in the local language.”
“Sending agency telling me that I spend too much time with local people and in the local community.”
“Team dynamics.”
“Lack of financial support.”
“Not always having the resources needed to help those in need.”
“The amount of turnover we see amongst cross cultural workers.”
“Still struggling with language.”
“Pressure from my current leadership to learn the language faster.”
“Loneliness.”
“Lack of unity among the missionary field.”
“Lack of ‘on boardness’ with holistic ministry (CHE) and sending agency.”
“Total lack of reasonable infrastructure.”
“Where I am currently serving, there is a lot of verbal agreement to the church's need to be involved in the transformation
(including health, hygiene, and social justice issues) but little incentive for action without being paid. The hyper-NGO
presence [here] has made local initiative and motivation difficult, but not impossible. I have seen some success - but it has
been an ongoing struggle.”
“Interpersonal conflict between missionaries.”
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“My lack of ability to have truly deep, intimate friendships with national colleagues. There is still a distance and gap in my
relationships that I cannot seem to overcome.”
“The lack of quality mentorship; the local church body struggling with major issues internally that, though we are not
directly involved, are discouraging; the lack of opportunities for communal spirituality or growth beyond personal
devotionals….”
“Not having better communication in our leadership team.”
“Language barrier to help me communicate directly with some of the locals.”
“Need for more healthy church plants and engaged pastors to serve patients with us.”
“The lack of support and conflict between my NGO's expat workers, some national leadership, and sending church.”
“Implementing community education classes. The communities here are not interested in gathering if there is no
monetary or gift incentive to motivate their gathering. Our only successes are in patient-directed education and
mandatory education classes for the sponsorship families.”
“Lack of funding."
“Trying to obtain a medical license.”
“A seemingly gross lack of concern of the government for the well-being of their people, particularly with mismanagement
of money.”
“Conflict with other missionaries.”
“The number of Christian leaders/missionaries who have fallen into sexual sin, financial deception or seem to lack a
general heart of compassion for others.”
“Not having all of the equipment/expertise necessary to treat patients.”
“Not being able to resolve a couple marital communication issues that negatively affect how we work and ultimately our
happiness.”
“Lack of collaboration between colleagues in different areas.”
“Too many teams brought to my site so that teams became the focus instead of capacity building of local leaders.”
“The chronic nature of continual problems with cultural/community issues, limited resources, etc... it is the normal for
missions but the chronicity of it wears on the soul.”
“Being overworked, and not having enough time with my family.”
“I have seen very little behavioral change among the people group I am trying to reach. They are a hard group.”
“Difficulty juggling family demands with the wide open opportunities for medical ministry.”
“Not finding a way to impact local churches or the culture at large.”
“Lack of support and understanding from my sending agency.”
“Being thought of and treated as just a money source.”
“Loss of teammates to other stations or returning to the USA unexpectedly.”
55

“Unsettledness due to a rebel movement.”
“Not being able to use my medical training in any clinical capacity here.”
“Diagnosis mistake of a patient with cancer.”
“Persistence of language barrier despite hard work in language acquisition.”
“Doubting my work.”

What do you consider your greatest disappointment while on the field?
POST-FIELD
“Being unable to resolve interpersonal problems with a fellow missionary doctor.”
“Not being able to grow our practice, ministry or reach.”
“Some staffing issues.”
“Perhaps not enough relationship development with nationals.”
“Complete lack of support by the sending agency [during family crisis.]”.
“Not openly dealing with interpersonal conflict among the expats.”
“No follow up after I left. My mission sending agency did not have anyone try to continue to work I started among the
people in my community, and the national Christians I had trained had few resources to do anything either. It broke my
heart.”
“Hostility of a vocal minority of local leaders who made life and ministry much more stressful and difficult than
necessary.”
“Vision conflicts with non-med missionaries on the field as to role of training local medical Christians in missions.”
“Having to come home early.”
“Didn't learn the language as well as I would have wished.”
“Leaving.”
“Nationals I worked with never allowed me to do all the things I had been trained to do.”
“I increasingly struggled with burn-out during my time overseas. Everyday life and death, violence, lack of resources, etc.
can really take a toll. There wasn't anything in place in my mission to identify this kind of problem early on, no sort of
evaluation process. I felt that support from leadership was inadequate when I brought my struggles to their attention.
Although I left the field for a good reason (to get married), I probably wouldn't have lasted much longer.”
“Having to leave early due to health problems.”
“Lack of vision of partner agency for contextual spiritual and community development as holistic approach to ministry.”
“Interpersonal relationships between nurses who were not psychologically able to deal with the stressful situation.”
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“I struggled with my own attitude and now recognize that I didn't love the nationals and incorporate myself as well as I
desired into their culture, families and way of life.”
“Not learning the local language better.”
“The clinic was disorganized and I did not have good support clinically within my work site.
“That I did not see more people come to Jesus.”
“Being the only single on the team & all the issues that accompanied that.”
“Huge gap of knowledge between US and field country, uncertain where to help without nationals becoming dependent.”
“My team leaders left unexpectedly and the team disbanded.”
“Not seeing more true conversions to Christ.
“Civil strife in the country and lack of organized government which caused lots of stress and made work difficult.”
“Our team did not build a strong bond.”
“The greatest disappointment was having to leave the field because the government began forcing out Christian workers.”
“Not sharing Jesus with more people. Leaving open door because of my own weaknesses.”
“The fighting between missionaries.”

From your experience with people you know or have worked with, what are the most common reasons long-term
healthcare workers in your organization have left the field for reasons other than retirement?
CURRENTLY SERVING
“On our most recent field, we have seen… 8 people leave due to interpersonal conflict or just ‘annoying leadership.’"
“So many of my friends who have gotten married and had children have moved back to their hometowns b/c of their
need/desire for family support systems.”
“Several of my single friends finish their committed years for financial reimbursement and then move on. They never
really find the passion for our patients here, I guess.”
“Burnout from the load of medical and administrative work in the setting of difficult interpersonal relationships.”
“Education of children has been a constant source of angst for many missionaries I know and has led some fellow medical
missionaries to leave their host country in search of better educational opportunities for their children.”
“Within my agency… I have only ever seen people leave for family or health reasons. Outside of my agency, I see many
others leaving reasons of: conflict, lack of vision and maybe money, but I suspect that is often an excuse. I really
appreciate [my agency]!”
“Unmet expectations, I see others coming in and trying to 'do the western medical work' and not being flexible enough to
allow themselves to work within the flawed and sometimes broken systems endemic with corruption and callousness.”
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“Those that I know that have returned from the mission field without fulfilling their initial commitment has been mainly
due to personal (many times health related) or family related reasons or issues related to unrealistic expectations towards
the mission work.”
“I have only seen a few providers leave, and of those, I only know for certain the reasons behind one---which was not
having adequate financial support in order to pay off very substantial loans from medical school.”
“Being unfulfilled in medical careers is the option I chose, but a more appropriate statement would be ‘feeling burned out
in their medical position.’"
“Often the work is overwhelming to many people and either the husband or wife or children run into difficulties that
encourage the whole family to return to the States.”
“I also have seen people leave because they feel that God is calling them to ministry in a different country.”
“Burnout is another reason I have seen people leave the field that I didn't see as an option. I've seen medical people give
everything they have to their job on the field and then fall apart because of lack of support from either the sending agency
or others on the field and then just leave, totally burned out and disillusioned about missions in general.”
“Working in the health care arena is so draining and often I find nurses are overworked and cannot work for the long
haul.”
“By far the most was Personal or Family needs, with a noted problem being health concerns. These have been personal, of
elderly parents and of offspring.”
“Also, I have noted some people leave when their expectations of how much they'd want to work in health-care/hospital,
based on how much time they wanted to spend at home, differed greatly than what the hospital needed. This is
particularly sticky if the physician is female and the husband does not have a full-time role at the area of service.
Eventually, the wife wants to spend more time at home w/ kids, but husband doesn't have a role that justifies being a full
time missionary. It starts to get into an area of possible bad stewardship if people are supporting this family serving at a
health-care facility but neither are working ‘full-time.’”
[This] is a volatile country and many people have left as a result. It seems many people these days are not willing to take a
risk to live in such situations.
“Personal health-related issues have caused numerous workers to leave their ministry areas in order to receive adequate
healthcare and treatments.”

Please offer comments (ABOUT YOUR REASONS FOR LEAVING THE FIELD)
POST-FIELD
“If I had not left the field it would have been torn apart by missionaries and staff choosing sides between me and my
colleague. The mission was spectacularly unhelpful in this matter.”
“I was often burdened that we were not offering good quality care. The ‘better than nothing’ argument was used a lot, but
that was unsatisfying. I also had a growing family-- my wife and I both worked and felt we couldn't take care of the kids
and do our jobs.”
“Planned two years. Then further training. Now raising support to go back to same place.”
“Family health issues and hospital was nationalized.”
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“After my father died I moved back to the US to help my mother.”
“Aging and suffering in-laws. That is it.”
“My number one reason for leaving was to move home and build my relationship with my soon-to-be-husband :). In my
agency, change of marital status nullifies your contract. If the couple wants to return to the field, they are then re-assessed
as a couple by the agency.”
“My two year commitment was cut short… due to illness.”
“I believed God asked me to leave and move to pay off my debt completely. Then return back to the field debt free.”
“Completion of adopting local children was threatened by our continued presence in the country.”
“Trained local leadership to lead the clinic and training program and followed God's call to come back and take on new
role [in U.S.].”
“I returned to get further education… I plan to return to N. Africa.”
“The country I served in was predominately Muslim. In a move to become more Islamic, the government attempted to
kick out as many foreigners as possible because they were seen as influencing [nationals] away from Islam… [After] much
prayer our team decided that we should leave and hope to come back in the future when the situation was safe.”
“Was getting married and moving to a new field of service with my husband who was not with my sending organization.”

Reflecting on your experiences, do you believe there was something that could have been done to prevent your
leaving the field?
POST-FIELD
“Having a trained person work with myself and my colleague could have helped us solve our problems.”
“A total breakdown in communication with leadership happened in years 4 and 5 of my time. After that, it the
discouragement could not be turned around.”
“We had absolutely no spiritual or emotional support and this was the reason that we ultimately chose to leave.”
“Local doctors could have been more receptive to letting me practice.”
“Well, yes and no. I was leaving to get married regardless of burnout. HOWEVER, if I did not leave for that reason... I truly
believe that I would not have lasted much longer. Our agency talks a lot about member care, but I did not feel wellsupported. I don't think the leadership where I was knew what to do with a burning out missionary.”
“We availed every possible avenue to stay but staying threatened the integrity of our family.”
“Felt called to leave.”
“Effective member care assistance with interpersonal issues within organization, willingness of organization to concede to
our vision for future service.”
“An older person who could act as a ministry-care person on the team since my team leader lacked the skill.”
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How was your process of adjusting after returning to your home country?
POST-FIELD
“Lots of things to process. Some medical/spiritual/cultural.”
“I was working through grief from my dad's death, so that was an additional difficulty.”
“I met with our agency psychologist--at my request. There was no real follow up after that meeting.”
“While it was difficult to leave the close family environment of my team and the patients I cared for, I was grateful to be
near my family once more. I had some culture shock and still carry with me habits from my country of service, but I have
re-integrated well.”
“No significant re-entry issues.”
“Miss community, miss team work, hard to plug into church here, busier here.”
“It 'just' took time, which I was blessed to have.”
“Difficult in the first year (partially as I'd never really practiced medicine after completing training in the US) but
adjusted.”
“I didn't have anyone to help me process through things except an interview from my agency (she went down the list and
asked my some questions over the phone. I was told that she would follow me up in a few months, but it never happened.”
“I was very sad and in mourning for the loss of loved ones. I had become part of a community and deeply invested in the
lives of the nationals I trained. Our departure was rushed and under pressure from the government. We could not
adequately say farewells and express our love to the people (especially our new bros & sis in Christ) in fear of bringing
suspicion upon them from the security forces.”
“Lots of transitions, getting married, new country, city, more travels through the year, new jobs, new relationships. Not a
lot of support of people who understood what I was going through.”

Which of the above (was) the most valuable training program(s) and what made it valuable to you?
CURRENTLY SERVING
“CVM - training of trainers - opened doors to meeting people at their level.”
“ECHO--Meeting other health professionals going into missions.”
“MedSend's Agricultural and Community Course was valuable because it made me more enthusiastic about integrating the
gospel into my healthcare teaching.”
“ECHO was the only training I attended and Dr. Fountain is the only man I've ever met who reminded me so much of Jesus.
He convinced me that the answer to every question is in the Bible. The place itself shattered every narrow-minded though
I've ever had. The ECHO experience was priceless.”
“Community and sustainability training - helped me to apply the principles in the type of serving (work) that I do overseas
also to educate other in these concepts.”
“The CMDA program was very helpful with cross cultural issues and the HACC conference was excellent at focusing on
public health issues and an intro to bringing the Scripture into healthcare.”
60

“Neither was particularly helpful. The most helpful was on site mentoring.”
“The ECHO program was valuable because we were able to network with others of a like mind as well as learn about what
may or may not work in cross-cultural community healthcare.”
“The cross cultural training at CIT. This was invaluable in preparing us for cross cultural work and daily living as a
Christian missionary.”
“The HACC class in Florida was beneficial. It did not teach me specific skills, but it helped me to see the need for holistic
care and to formulate questions in my mind towards integrating medicine into cross cultural settings….”
“The training at CIT in N.C. was very valuable for the well-being and thriving of our family. It prepared us for the
challenges of cross cultural living. While not medically focused, almost everything we do is filtered through the things we
learned there. I have heard that it is very similar to MTI in Colorado.”
“The CMDA's pre-field training program was most valuable. The highlights of the program includes: high quality didactic
lectures, the group CHE sessions, testimony from seasoned veterans, conversing with Dr. Stevens, meeting other Medsend
Grant recipients and making new friends.”
“Perspectives really opened my eyes to the history of missions and current strategies as well as God's heart for missions.
It was very inspiring.”
“Dan Fountain's course on developing curriculum to train community health workers was very helpful and I used the
material many times.”
“The training in Fort Myers, Florida was invaluable. I learned wonderful methods not only for healthcare, but for all types
of ministries overseas. I still look to the teachings of Dr. Fountain for guidance in my work.”
“TOT I CHE was the most valuable as it gave strategy to what God had placed in my heart to see as a church planting
strategy. But also being a part of CDMA's biannual conference in Chiang Mai was helpful for keeping informed about
changes in the medical field as well as encouraging/being encouraged by other medical missionaries.”
“Dan Fountain's "Care of the Whole Person" was comprehensive and holistic.”
“The in person training at echo was helpful simply to hear the Word as it applies to healthcare, and to be with people
doing similar work as we were, because once on the field it is very isolating and few others may understand like that
group did. However, though I would prefer then for more training to be done in person, perhaps while we were on
furlough, to be honest it would almost have to be at least partially funded and almost required… both for it to take the
priority that out should and for the time off to be approved by an agency. . I/ we need counseling care and most
missionaries do almost more or equally to other training needs. Thanks! All that said, online and at convenience training
would be the most easily accessible, I'm not sure people would always make it happen and utilize the resource.”
“I have attended InMed, HACC, CHE, cross cultural competency courses and different spiritual trainings and conferences.
Dan Fountain's HACC course has helped me to be sensitive to the wants and needs of those I serve and to be open to the
leading of the Spirit while taking a holistic approach to this great thing I am trying to do, His Kingdom come, while I am His
hands and feet.”
“CHE TOT training. It provided practical tools for community health work.”
“ECHO was extremely valuable training because it was practical, with real-world solutions.”
“Pre-field training with Dr. Fountain. He made us work through our thoughts on mission work and philosophy,
incorporation of spiritual and physical care, and gave us lots of advice based on personal experience.”
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“The ECHO conference was great, and also the several CME conferences and trainings I have attended. My own counseling
work and my relationship with my supervisor and mentor have also been invaluable in building me up emotionally,
spiritually, and in increasing my stamina and effectiveness in my work.”
“MTI was incredibly helpful and the most valuable. However, I believe these trainings need to be happening continually.
Pre-field, on the field, and on home assignment as determined by the individual and his/her team + his/her mentor.”
“CMDA Orientation because there were so many missionaries sharing their wisdom and experience.”
“Saline solution was a great training program for a culturally-sensitive way to share Christ.”
“The Whole person care DVD is very valuable, but we found it difficult to keep up with after the busyness of missions life
started happening. I appreciated the ability to connect faith and patient relationships. It is something that is not present in
our education and something I continue to have a desire to grow in.”
“CMDA was very good needs to be more directed for nursing and I prefer more detail although it was excellent.”
“The MedSend training in Florida was the most valuable. Dan Fountain was amazing, and I learned so much from the time
with him. His training on cultural issues, spiritual warfare, and the role of healthcare in devo. world were the most
comprehensive and thought provoking of anything I have attended before or since. I continue to struggle within my
organization with some of the very topics he covered, including the integration of faith and medicine and the role of
medical care in missions. I was blessed to attend while he was still with us.”
“Attending an International Nursing Symposium that is held once every two years in [Africa] is probably the most
beneficial training program that I regularly participate in.”
“Exploring Medical Missions and the CHE training. EMM was a great way to learn from other's experiences and to be
around other like-minded people. CHE gave me a heart to bring Christ into medical work.”
“CHE TOT1 is very applicable to teaching health to people outside the healthcare profession. I will use a lot of their
material and strategies. The CMDA conference was also very helpful and covered such a diverse array of important topics.”
“Acts 29 Training because you put into practice in a 3rd World setting locally (held in Tijuana, Mexico) before you actually
go to your assignment overseas…”
“GHO was so encouraging, good topics, lots of people to connect with.”
“ECHO because it provided good basic inter cultural community health principles linked with sharing spiritual truths. It
also provided exposure to practical agricultural techniques adapted for extreme climates and habitats.”
“MTI- it is planned 1-2 months before arriving on the field, so it is well timed. it provides great cross cultural training and
excellent preparation for families and singles on working in teams and adjusting as a ministry worker. All biblically based.
All taught from a generous perspective, meaning they are not forcing you, or telling you their way is right or the only way
but giving you a healthy framework to start from as a seasoned or new worker.”
“The conference was great, however I believe that most of what Dr. Fountain covered in his course was what veterinarians
do on a regular basis. The valuable part of the training for me was meeting other healthcare professionals and seeing the
changes in their perceptions and how I can apply those same principles to health care workers in other countries.”
“It is not training in healthcare specifically but I would recommend all missionaries attend a pre-field training like Mission
Training International in Colorado. Those weeks are provided me with valuable skills and resources that have gotten me
through some tough days and helped me better equipped personally and spiritually. Their language course was also very
helpful.”
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Appendix D: Comments about MedSend
The following selection of comments regarding MedSend’s ministry are from survey respondents who are current and
former MedSend grant recipients. Please note that this selection represents only a portion of the total comments, all of
which were entered by self-choice and also note that not all respondents provided comments. Therefore, the comments
may or may not be representative of the group. In addition, wherever necessary, the comments have been edited to
protect the identity of the respondents. Substituted words and phrases are indicated by brackets and omitted words and
phrases are indicated by ellipses.

Which of these MedSend services has been important in helping you to commit to long-term service. Please
explain.
Currently Serving:
“The pre-field training is helpful in the work, but the commitment was already there. Having help with the loans is part of
why I can commit to serving long term.”
“My wife and I were married before medical school and used MedSend's financial stewardship counseling to help us
navigate our finances early in our marriage as we prepared for long term service overseas… We could not be in [Africa]
now without the grant.”
“Without a MedSend grant I don't believe I would of gone into long-term missions. My loans were too outstanding after my
medical education to pay off quickly, and even though I deeply desired to serve overseas, my loans were too much of a
hindrance.”
“My husband and I would be struggling to make ends meet had we not received an answer to prayer through MedSend. My
school loans were a huge factor in when we could leave for the field.”
“Every month, I get a statement from my loan holder saying that my payment has been made, and at that moment, I am so
thankful for MedSend and the people that give to make that possible. Having that grant takes a lot of financial pressure
off.”
“I would still be at home paying off my student loans for at least another ten years if Medsend had not been available.”
“MedSend covering my educational loan expenses allowed me to not have to extend fund-raising in order to raise more
funds for my education. If it were not for MedSend I probably would not have gotten the training that I did because I was
not wanting to have to leave the field for so long for fund-raising - but the education that MedSend is paying for has had an
incredible impact on my ministry and the quality of teaching and program development that I am involved in. Also, due to
my education I am now being resourced on a continental level for my agency's healthcare strategies, so the impact is much
broader.”
“I would not have been able to come to [Africa] to be a missionary surgeon without MedSend. The blessing of the
MedSend grant has been far reaching and has impacted me and my family and my patients and the residents that I train. I
believe that it is possible that I would have never made it to the field if I had had to work long enough to pay back my
loans. I am so very grateful for MedSend.”
“The loan payments that MedSend makes for me are equal to a number of monthly pledges that I'd have to otherwise raise
from individuals and churches during my fund-raising cycle.”
“Because of MedSend, I was able to serve 11 years on the field. Praise God!”
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“Without a MedSend grant I would not be able to pay my student loan while I do missions work and so forth would not be
able to respond to this calling in my life.”
“As I indicated above, MedSend's support is the sole thing that has made my work possible. If I had not had this support,
my loans would have required that I take a high-paying secular job.”
“I wouldn't have been able to take any steps towards long-term overseas service without the existence of MedSend to
cover educational loan payments.”
“The grant helped to accomplish the vision that God has given me.”
“The Medsend grant helped us leave one year earlier, which was good timing for our family, and, obviously, was a part of
God's plan for us to go at the right time, neither too soon nor too late.”
“Not having to worry about paying for student loans has relieved a big burden from our shoulders. It is already difficult to
raise as much support as we need for salary and health insurance, so to have to raise support to cover loans would have
been even more difficult.”
“Simply put, I would never have considered international ministries had I never had met [a MedSend staff member] at a
conference... The loan grant is a blessing to us so we can be a blessing to others. ECHO training has not been so relevant to
us. The training can be utilized but there are so many areas of need that one cannot address them all. We try and stay
focus on what we can do best by providing education and empowerment to health care workers.”
“Having a $40,000 loan was a bit overwhelming but MedSend has been faithfully paying this off as I serve.”
“My organization would not have accepted me with my educational loan debt unless MedSend had given me a grant. And
being overseas makes future employment in my passport country more challenging. I am grateful for the freedom that the
grant has given me to work overseas when I otherwise would have had to continue in my passport country for several
more years in order to pay off my loans first.”
“Not only having the grant to cover the educational loan payments while overseas has helped my long-term service, but
also MedSend making payments for me during the pre-field language and cultural training helped immensely. While
preparing to go to field it certainly helped that MedSend already started paying back on the loans which freed me up to
take pre-field course work which I believe was one of the KEYS to my long term service!!!”

Is there anything else you want to tell us at MedSend?
Currently Serving:
“Thank you for your generosity--you were a true answer to prayer!
“Until I am no longer able, I will support the efforts of MedSend. I have seen the impact it has had in my life and in the
lives of other grant recipients. I have personally witnessed thousands of people who were touched by healthcare in the
name of Jesus because MedSend was obedient to The Call to support healthcare workers in the field.”
“THANK YOU!!! seven times seventy times, gracias!”
“You are a blessing to us!!!!”
“Thank you for all that you do. You are a continual blessing to us… Thank you! Thank you! Thank you!”
“I am IMMENSELY thankful for MedSend. It is an honor and privilege to serve where I do. I am blessed.”
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“We are so very thankful for your prayers, Vision, and support!”
“I am very grateful for the support and encouragement I receive from MedSend.”
“We are so thankful for MedSend's partnership with us in our ministry here. Without MedSend, it is hard to imagine how
we would be on the field. With God, all things are possible, but we definitely believe that God has made our work here
possible thanks to MedSend.”
“We are very thankful for your generosity and hard work directed ultimately towards God, but on our behalf. We are
blessed! Thank you!”
“I am extremely grateful to all that MedSend offers not only to me but to all the people that I am able to touch through the
efforts of those at MedSend.”
“Because of MedSend's vision God has "solidified" something that God placed in my heart to see happen among the people
God was going to call me to. Because God "transformed" me SO MUCH this is what God placed in my heart to see wherever
He placed me. Through MedSend's recommendation to take one of the courses they endorsed I learned about CHE and
have started to see this move forward in a creative access nation bringing healing to the whole person.”
“I can't thank you enough for what you do. Being able to get the education that I needed to do the work I do has had a huge
impact. Thank you so much!”
“Great idea, great service.”
“Thank you. And now thank you for making it possible for national doctors to be sponsored by MedSend.”
“Thanks for caring about us by conducting this survey!”
“THANK YOU THANK YOU for the financial help you gave me. I never once worried about my loans getting paid off.”
“The questions you asked in this survey were very good, I hope that MedSend can be a help to health care workers on the
field in other areas beside monetary help.”
“Just THANK YOU!!!!”
“We greatly appreciate your organization!”
“I thank The Lord for MedSend and pray that He may always provide all that is needed for this ministry to continue to
serve the way they do!”
“MedSend is truly a godsend. I could not be in the mission field today if not for MedSend.”
“You are superb. I mean it. None of this would be happening if it weren't for you.”
“Do I believe that my work will transform lives? As He provides and accomplishes, yes. But I believe that will most
sustainably happen when local lives are being transformed through the Lord's work in the local church. For that reason,
I'm committed to partnering with locals in all that I do--both spiritually and medically. This will take more time, but I
believe will be much longer lasting and more honoring to local individuals, communities, and cultures.”
“Keep on the good work. Thank you.”
“You have truly been a blessing. I would encourage thinking about increasing investment in training national staff. Postdoctoral training programs, like PAACS are the way forward in medical missions.”
“I thank God for MedSend and how they helped us with financial obligations we had after completing residency.”
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“THANK YOU for your amazing support of us!”
“I have always had such wonderful support and encouragement from MedSend. I don't think I would be on the field now
without their help.”
“MedSend got us to the field 5 years earlier than we planned.”
“Thank you! Your partnership with us makes it possible for us to serve long-term.”
“THANK YOU!! You have made this possible for us to follow where we feel the Lord leading us as a family in this season!”
“Thank you so much”
“I really love you guys and the way you have been a friend to me for so many years. I was told during the years I was
studying and working that MedSend was behind me and they have proven that to be true for the past 10 years. Thank
you!”
“THANK YOU THANK YOU THANK YOU!!! Thank you for paying the debt I owed!!! MedSend will forever be a living
example of Christ to me. Jesus paid my debt for my sin on the cross, and MedSend paid my financial debt for me!! With
deep appreciation!”

Post-Field:
“Thank you for all you do! You are a blessing to many!”
“I remain eternally grateful for the opportunity MedSend afforded me to fulfill my calling to medical missions as the
primary reason for my entering medicine.
“I am so thankful for your assisting us. While we are home for a season, it is not the end of our cross cultural ministry...
praying for God to open the door to return.”
“Thank you so much for your support of medical missionaries!!! What an incredible blessing.”
“I will be forever grateful to Dr. Fountain and his wife for the fund they set up for nurses who desired to serve in Africa. I
know the Lord used them in allowing me to get on the field sooner than expected. And I so appreciate MedSend's support
even in the months after I returned home!! Thank you to everyone there. You are always a part of my story.”
“I really appreciate the financial support that MedSend provided while on the field. They went above my expectations by
starting payments while I was on my first home leave!”
“So very thankful for what you have done for me and a few of my friends! Your organization is truly used of The Lord to do
Hs work!”
“MedSend was more than just a grant which generously covered my school loans. Members of the administrative office
would regularly comment on my newsletters and send me encouraging emails. I felt that the organization truly cared
about me and was paying attention to what happened while I was on the field. The financial coverage of my loans while I
was in language training and after returning home before finding work was further confirmation. Thank you so much for
your kindness and love, my experience was very positive.”
“Med Send was major support and encouragement for us to get to field soon after residency and to help sustain us on the
field during our years of service.”
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“I did appreciate your help, it was a hard year, but I learned so much and God definitely used all of the good and bad to
make me a better practitioner.”
“I had already committed to service and was on the field by faith when I found out about MedSend and then supported by
them. So I never had any ‘pre-field’ training. I would have had to leave after one year, instead of nine if Medsend hadn't
taken over my loan payments.”
“I appreciate the organization greatly. I am extremely grateful for the nearly six years of mission I experienced through the
generosity of MedSend… I hope the vision continues. Healing hearts, minds and bodies is the holistic approach of Christ.
There is no doubt He will continue to call healthcare workers to the nations to speak truth lovingly and loudly with both
words and actions. God willing, I will be back to serve when I finish my schooling.”
“Thank you for the experience with Dr. Fountain's program. Thank you for paying for my loans while I was overseas! My
experience there wouldn't have been the same without MedSend.”
“I am very thankful for the MedSend grant and continue to support and speak about the organization.”
“You guys were great. I truly appreciated MedSend.”
“For the most part of my language and cultural training I was not a MedSend grant recipient and so I was trying to pay off
my educational loans, pay for language school, meet everyday expenses, etc.. on a missionary salary which definitely
increased my faith and dependence on God however often found myself walking long distances or skipping meals because
I just couldn't afford it. As my time as a language/culture learner drew to an end, I vowed that I wouldn't commit to a
long-term assignment until I went back to the US and paid off my educational loans because I wouldn't be able to continue
living/ministering in such a tight and struggling financial situation. I knew it would probably delay me for many years.
Then MedSend fell into place like an angel sent from Heaven! I was able to finish my studies and immediately go on to a
long-term ministry assignment! I knew that the Lord had heard my prayers and He met my need so that I could move
forward in His will.”
“Thank you for your valuable service to the Lord in allowing his servants to serve!” “God bless you! Whatever good was
accomplished during my years [on the field], was made possible by MedSend. I would not have been able to serve those
years without you.”
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