
HYPERTENSION IN LOW-RESOURCE VENUES: A MULTI-

LEVEL COMPREHENSIVE REFERENCE FOR FAITH-BASED 

AND NON-GOVERNMENTAL ORGANIZATION MEDICAL 

MISSION PROGRAMS 

  

MODULE #III.   CIC/WHAG: WHO IS THE WHO. 

INTERCONNECTIVITY 

  A triad may be as simple as a series of three things that form a group. People in 

Christian faith- based groups might be inclined to think of a triad as the Trinity.  In medicine, it 

could be a triad of symptoms that occur together, as we will see for stroke and other advanced 

clinical conditions. After examining “the why” and “the what” questions, it would be natural to 

now look at “the who” as the third part of an introductory triad.  

It may be helpful to also specifically think of triads in terms of musical chords as a tonal 

blending of three notes, often called the root, 3rd and 5th.  Arguably the root note of our major 

triad chord is “the who”, or the individuals whose contributions have brought us from passion 

and creativity to reality.   It is these individuals who ultimately help create our particular 

harmony. You will be exposed to many of those powerful individuals and organizations who 

have travelled on this journey with us and helped to define our shared purpose.  

 Informed consent is an important concept in medicine, building on the tradition of 

health literacy discussed in Module VII.  We have determined that in order for you to make an 

informed decision about whether to respond positively to an invitation to join the CIC/GHN it is 

imperative that you know everything there is to know about Colleagues In Care.  Built on the 

foundation of CIC/WHAG, CIC/GHN is the Glocal (or Global to Local) Hypertension Network (for 

low-resource venues). We have opted for full transparency and full disclosure of who we are, 

and who we have worked with on this developmental journey.  In the next Module IV on 

situational analyses, we will then start the process of determining more of who you are, and 

whether this is a good fit for you and your organization.  If it appears to be reasonable to 

proceed, then we start the knowledge sharing process in earnest starting with the essentials 

and education modules V to VII, strongly suggested as a requirement for all participants.   

With respect to the evolutionary development of the CIC/ World Hypertension Action 

Group (WHAG) as the foundation for CIC/GHN, we were very fortunate to have the support and 

input of two individuals whose contributions were immeasurable.   



 DFZ: dense factual information about Colleagues In Care or partner organizations and 

individuals.   

nd individuals   

Michael A. Weber MD FACP, FACC, FAHA is a Professor of Medicine in the 

Cardiovascular Division at the State University of New York (SUNY) Downstate College of 

Medicine.  Dr. Weber is an international hypertension thought leader, involved in and directing 

many international hypertension clinical trials. He has authored more than 500 articles, as well 

as serving as the editor-in-chief of the Journal of Clinical Hypertension.  He has also authored or 

edited 16 books on hypertension including co-authoring the classic reference book 

HYPERTENSION. 

Michael has served on the Executive Committee of the International Society of 

Hypertension, and was a founding member and President of the American Society of 

Hypertension.  Indeed, it might be taken as good karma that essentially the founding meeting 

of WHAG occurred at the final ASH meeting in NYC.  Dr. Weber has been very supportive of 

evaluating low resource Best Possible Practice hypertension approaches in Haiti.  He was 

primary author of the oft-cited 2014 Clinical Practice Guidelines for the Management of 

Hypertension in the Community, A Statement by the American Society of Hypertension and the 

International Society of Hypertension.  We will be highlighting Dr Weber’s important work in 

Series Book Two on hypertension management.   

Daniel T. Lackland Ph.D. is Professor of Epidemiology at the Medical University of South 

Carolina (MUSC), where he directs the Division of Translational Neuroscience and Population 

Studies and the Masters of Science in Clinical Research Program.  Dan has more than 275 

scientific journal publications, and has been a major player in the development of many 

hypertension guidelines ranging from the panel for JNC 8, NHLBI Global Risk Assessment, the 

ACC/AHA Clinical Practice Hypertension Guidelines, and multiple others.  He is the Principal 

Investigator of NIH studies evaluating disparities in cardiovascular disease and hypertension.  As 

the previous Deputy Editor-In Chief of the Journal of Clinical Hypertension, Dan is encyclopedic 

in his knowledge of hypertension and public health.  Dr Lackland is immediate past President of 

the World Hypertension League, and in that WHL leadership position has endorsed the FBO 

global outreach initiative, developing a special envoy position.   

The philosophical and practical importance of interconnectivity under Dan’s WHL 

leadership will be discussed in more detail. Consistent with the philosophy that hypertension 

learning is a lifelong endeavor, Dr Lackland has also organized an excellent CME program 

endorsed by MUSC.  

 

III.A.  THE IMPORTANCE OF INTER-CONNECTIVITY    



Prevention and control of global hypertension is a complex challenge.  When faced with 

complexity, it is advantageous to step back and take a systems approach, while examining how 

things inter-relate.  It is only then that you collectively can develop a whole that is indeed 

greater than the sum of its parts, and understand the importance of interconnectivity and 

interdependence.   

As we move from analysis of separate components to synthesis of an innovative 

integrated model to address hypertension in low-resource venues, we must look at 

interconnectivity and interdependence from an organizational perspective.  As we do so, we 

must also remain focused on interconnectivity and interdependence of individuals who move 

from acting in isolation to working in relationship. 

 

III. A.1. WHL AND ORGANIZATIONAL INTERCONNECTIVITY  

 DFZ: dense factual information about Colleagues In Care or partner organizations and 

individuals.   

 

 

  

 Over the last decade of leadership and growth, WHL has been on a journey from a silo- 

based federation of 60 individual and separate national hypertension societies.  The journey 

has been characterized by communication, education, and a dynamic partnering focus.    

 Communication and education have fused and focused on multiple published 

statements that have set standards, many to be cited as a backbone support for what follows.  

Examples include statements on standard uniform reporting, and policy statements on BP 

measurement as well as train the trainer modules for BP Screening programs.  Vigorous 

education efforts have included fact sheets on hypertension and salt, and extensive resources 

on the science of salt with salt education as a major focus.  

 At times, WHL has lobbied hard, and even taken the bully pulpit to challenge other 

cardiovascular organizations to develop strategic plans for the prevention and control of 

hypertension, and to bind together over salt initiatives. 

CIC/WHAG leadership has grown from the WHL experience.  Dr Kenerson has been 

privileged to be co-chair of the WHL committee on BP Screening and BP measurement, as well 



as the WHL envoy for Global Faith-Based Hypertension Control Initiatives.   As president of 

WHL, Dan Lackland has been inspirational in his support of efforts to develop innovative 

solution responses to the challenge of hypertension prevention and control in low-resource 

venues.  The FBO medical mission hypertension initiative has been a shared vision, and the 

shared CIC and WHL overlap territory of WHAG.  

    

 The virtue of active inter-connectivity has been manifested most clearly by initial strong 

WHL partnerships with the World Health Organization (WHO) and the International Society of 

Hypertension (ISH).   

 

 

There are other geared relationships of active inter-activity as well.  We have seen the 

importance of vital and vibrant WHL bonds with PAHO/CDC and the Caribbean based Global 

Standardized Hypertension Treatment Project (GSHTP) Barbados Pilot. Most recent important 

active WHL partnerships include the Global Hearts Initiative and Resolve to Save Lives Program.   
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 The focus of these partnerships has been on developing and implementing systems for 

primary care delivery of hypertension integrated services through clinics focused on prevention 

and control.  This is a WHO-inspired cardiovascular primary care blueprint that has worked well 

in high- to many middle- income countries, and some urban low-income countries.  

Unfortunately, it often does not diffuse down to the rural destitute poor level, and the low-

resource venue outcome gap has widened.  
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The difficult 2020 reality is that there is just not enough money to allow these clinic 

models to penetrate into rural destitute poor communities, which ironically are exactly the 

communities where FBO and NGO medical missions serve.  In this scenario, it is a binary 

decision:  either there is enough financial resource to adequately support the primary care 

clinic model, or there is not.  Many of these communities simply do not make the cut, and have 

no hypertension control services of consequence.  

Working with WHL, the World Hypertension Action Group (CIC/WHAG) looks to develop 

the complementary and supplemental pre-primary care niche by working with FBO and NGO 

medical missions in low-resource areas of the destitute poor, fostering ICT interconnectivity.  

WHL therefore plays a critical intermediary position connecting partnering efforts at both the 

pre-primary care and primary care sides of the spectrum. It is a silo busting mentality.  

 

III.B.  INTERCONNECTIVITY OF INDIVIDUALS BOTH WITHIN AND 
WITHOUT ORGANIZATIONS.  MORE A TAPESTRY THAN A QUILT 

 Interconnectivity of larger organizations may resemble a patchwork quilt, as it is 
dependent upon alignment along the defined margins.  It can be very artistically and creatively 
done, even as you incorporate squares of very different size and color.  It is however by 
definition a piecemeal composition of different components put together without altering 
internal design significantly, many with imbedded emblems and logos.  

 For more of a grass roots small size organization, when you speak of inter-connectivity it 
is generally related to individuals.  Those individuals may or may not be part of large 
organizations, but are connected by virtue of the development of personal relationships.  The 
art generated is a woven design that is made up of different individual color threads and 
different type materials from cotton or wool with augmentation of silk, gold, and silver.   The 
component colors and textures tend to be more nuanced without clear boarders.   

 CIC/WHAG is more a tapestry of developed relationships with individuals within or 
without organizations. As we recognize and show our appreciation for these individual’s 
contributions and support, the identification characteristics are not always simply of one 
primary color.  Many have components of multiple categories or colors, and are not 
unidimensional, but all are part of the woven matrix that is becoming our tapestry.  The unifying 
theme is that all are our colleagues, teachers, and mentors in the journey.   

III.B.1.   THE CIC/WHAG TAPESTRY: HYPERTENSION  

 DFZ:  dense factual information about Colleagues In Care or partner organizations and 

individuals.   

 

In 2010, we went to the Vancouver International Society of Hypertension (ISH) meeting 

including a combined meeting with WHO on global gaps in hypertension care.  We simply 

showed up and asked for help.  Though ISH at that time was known more as an organization 

dedicated to support of academic hypertension research, starting with the gracious 



introduction by previous Presidents Drs Lars H. Lindholm and Anthony M. Heagerty, sequential 

Presidents of ISH were very supportive of our efforts. Professor Stephen Harrap M.D. was 

perhaps the most impactful, as he encouraged Dr Michael Weber to work with us on a different 

management approach for hypertension in the low-resource community of Haiti.  As this one 

aspect of the Haiti mustard seed grew into the ASH/ISH guideline for management of 

hypertension in the community, President Ernesto Schriffrin M.D. was also very supportive.  

One aspect of large organizations is that the concept of official “endorsement” is more 

of a lateral construct existing between major organizations, whereas relationships between 

individuals who are part of large organizations are more personal.  This concept of large 

organizational endorsement may be much more difficult for asymmetrically sized small groups 

in the formative stages with simple aspirations to serve.  Rather than officially endorsing, the 

key important interaction is more the concept of “enabling” the smaller group.  The large player 

can influentially support nascent efforts, even if only by virtue of listening and having a 

dialogue.   

The 2010 Vancouver meeting was such a critical event for CIC, beginning a long and 

productive relationship with “the enabler- in- chief” Norm Campbell M.D. who became the 

President of the World Hypertension League.   It was a distinct honor for Dr Kenerson to serve 

as the Co-Chair of the WHL committee focused on BP Screening and BP measurement with the 

Hypertension Canada Distinguished Service Award designate Lyne Cloutier RN, Ph.D.  Lyne is yet 

another advisor and friend who traveled to Haiti with us to perform BP screening and discuss 

national nursing hypertension education.  WHL committee members Eugenia Veiga RN, Ph.D 

and Tej Khalsa MD, MS, FRCP also had major influences as noted in Modules V and VI on BP 

Screening and BP measurement.    Mark Gelfer MD, CCFP, FCFP was very helpful in acquiring 

knowledge about automated devices and specifically Automated Office Blood Pressure 

Measurement (AOBPM) device development.  Eoin O’Brien MD, DSc, FCFP not only was the 

ultimate resource on validation of BP measurement devices, but also offered the practical 

experience of working with a faith-based group in Haiti.  

It is ironic that the first WHAG formation meeting bringing CIC and WHL together was 

the last meeting of the American Society of Hypertension in NYC.  We are appreciative of the 

support by Professor Dominic Sica M.D., President of the American Society of Hypertension 

(ASH) 2014-2016, and also very appreciative of the ongoing support of 2016-2018 ASH 

President Professor John Bisognano M.D.  Ph.D.   

Recognized U.S. hypertension leaders such as South Carolinians Professor Brent Egan 

M.D. from Medical University of South Carolina College of Medicine (MUSC) and Distinguished 

Professor Don DiPette MD, from University of South Carolina (WHL Envoy to Latin America and 

the Caribbean) from the beginning have always been available for dialogue and have been 

supportive.   Others, including Professor Raymond R. Townsend M.D. the Director of 

Hypertension Program at the University of Pennsylvania, have been more than willing to 



enthusiastically share their extensive knowledge and counsel as those also who are also 

experienced in medical missions and hypertension in low-resource venues. 

     Special recognition and thanks to our Haitian hypertension colleagues Roger Jean-

Charles M.D., Director of Centre Haitien d’Hypertension (CHH) and Jean Claude Cadet M.D., 

Dean of the Faculte de Medicine et de Pharmacie de l’Universite d” Etat d’Haiti (FMP-UEH).  We 

would also like to recognize the fine regional hypertension work of the Health Caribbean 

Coalition (HCC), in partnership with the Pan American Health Organization (PAHO), and the U.S. 

Center for Disease Control (CDC).  HCC is a model for NGO networks and the importance of 

inter-connectivity.   

 

 III.B.2. THE CIC/WHAG TAPESTRY: FAITH  

As we look at Faith-Based-organizations (FBOs), we are faced with the same 
organizational macro- versus individual micro- challenge. We shall start at the individual 
relationship micro-level.  In reality, it is all pure relationship, whether between those who share 
faith as the inspiration for their actions, or between those who might be characterized as 
Contemplatives in Action who are bound together in a faith relationship with their God and with 
each other.  Of course, then there is the ultimate relationship, as the very definition and basis of 
believing in your God as the source of something that is much larger than yourself.  

It is hard to focus on Faith Based Organizations without asking just what is this faith 
thing that you are basing things on?  How do you try to find an operational definition of faith 
which is something that is a feeling or core belief?  We will use hypertension algorithms, but 
there are no faith algorithms to follow in defined step-wise fashion. Though we speak of 
communicable disease, there is no accepted causality linked faith thought process similar to the 
historic Koch postulates, as the established way to define the relationship between microbes 
and infectious disease.  

 Let us make it simple and state that faith is a belief in 
the magnificence and mystery of your God.  

 Faith is inclusive, and is not an excuse for exclusivity.  We offer a perspective that is 
inclusive, though we speak from a position of greatest familiarity with the Catholic Christian 
tradition.  We may speak of the Judeo-Christian tradition, and the common use of the Old and 
New Testaments of the Bible, but not in any sense of an arrogant belief that the Bible is the only 
source of wisdom.  For example, unfortunately to speak of Islam is from a position of admitted 
unfamiliarity, potentially more based on Wikipedia than the Qur’an.  We recognize that we are 
all more comfortable with an intra-faith dialogue within our defined faith group or 
denomination comfort zones.  We would like to invite our brothers and sisters of all faiths to 
share their perspective on how their religious beliefs flavor their thoughts on faith and 
medicine, in this inter-faith forum expanded dialogue in order to expand our comfort zones.  

 Though this is all deity based, we also recognize that there are those whose beliefs may 
be more in the spectrum of Atheist, Agnostic, or Secular Humanist.  It is for this reason that we 
have the third pathway for those who do wonderful secular work that might not fall under the 
“Faith-Based” umbrella.    



 When it comes to treating hypertension in the most vulnerable low-resource 
populations, the invitation is absolutely inclusive.  All are “invited to the party”. 

 III.B.2.a.  FAITH AND MEDICINE.  OIL AND WATER? 

 THE EMULSIFICATION POWER OF HOPE  

There are those who would say that faith and medicine are oil and water and do not mix.  
Faith is by definition a belief not based on proof.  Medicine is empiric with a goal to be 
predominantly “evidence based”.  There are those who would say that absolutely oil and water 
never mix.  They apparently have never drunk a glass of milk, or observed the effects of 
emulsification (whether oil in water, or water in oil) as manifest in salad dressing or even hand 
lotion.  The oil and water of faith and medicine can be connected by the ultimate emulsifier, and 
that is hope. Hope is our reason for optimism and maintaining a positive attitude in the face of 
many shared severe medical challenges, including social determinants of health and disease 
(see Module#).  

Beyond the secular Golden Rule as a manifestation of the biblical golden rule to “do unto 
others as you would have them do unto you” (Matthew 7:12), we have discussed the next step 
to “love thy neighbor as thyself” (Matthew 22:37, and Mark 12:31).  That this is a primary 
consideration might be found in Corinthians 13:13, “And now these three remain.  Faith, Hope, 
and Love.  But the greatest of these is love”.  While love may be the greatest, the fact remains 
that faith and hope are the other two!  The Old Testament Hebrews 11:1 reading tells us that 
“now faith is confidence in what we hope for, and assurance about what we do not see”.   

Faith and medicine with hope.  The connectivity is 
there for all to see.  

 

III.B.2.c.  LEARNING FROM PEOPLE OF FAITH. 

 DFZ:  dense factual information about Colleagues In Care or partner organizations and 

individuals.   

 

One of the by-products of learning about hypertension and maternal health in Haiti is 
that we got to learn the message of service to the poor from many people of faith who quietly 
live that faith, within and without variable sized organizations.  There are too many to list 
completely, but might start with the men of the Holy Family Haiti Committee willing to do the 
sweaty, dirty, and distinctly unglamorous work of loading containers and trailers with in-kind 
donations of medical supplies, simply because it was the right thing to do to help the unseen in 
need.   



                                 

         

We should also pause to honor the memories of another triad of dedicated individuals.  
The first, Andres Bacuzzi (in the red shirt), was an amazingly multi-lingual lay person (English, 
French, Spanish, Creole, and Italian) who had lived in Haiti and was indispensable to the initial 
parish faith-based Haiti effort.  Another was an iconic American priest, Father Thomas Quinlan 
(aka “TQ”) who actively sought out the most distant and challenging rural destitute poor 
community in Baptiste “at the end of the road” in the mountain frontier at the boundary of 
Haiti and the Dominican Republic.  There he partnered with Per Frederic, who had asked his 
Haitian Bishop to not go back to Rome or administration responsibilities, but be allowed to 
serve as a parish priest in the rural poor community of Baptiste.   



                                

                                                       

 For Per Frederic, it was about ‘my people” and a community dedication well beyond “my 
congregation”, and we honor his memory by carrying on that tradition.   

 



          

 

 

There was a lesson here for all twinning parish groups and other Faith Based Groups, as 
after beginning with more “routine” projects of churches and schools focused on their parish 
parochial interests, as an integrated team they expanded efforts on  more total community-
based and Beatitudes-inspired health population projects including a very geographic 
challenging safe water project,  followed by Medical Clinic renovation and building projects.   
What these men humbly taught us is the importance of inter-connectivity and working together 
with common interest goals, beyond simply worrying about what branding name is on the sign.   

Both the 2008 renovated and ultimately the new construction Baptiste medical clinic 
was a partnership between a U.S. Church of the Holy Family, the Haiti twinned parish of St Jude, 
the Haiti Minister of Health (MSPP), and important NGO colleagues Partners In Health (PIH) or 
Zanmi Lasante (ZL) in Haiti.  We did not attempt do it alone.  Nor should we have, as is all about 
collaboration.  Sometimes twinning parishes are really twinning families and twinning 
individuals.  Though we will be discussing CIC as the final Who, let us pause to thank the Tim 
and Rene McCarthy, Brian and Pat Maddox families, as well as Mike and Charlotte Zeiders 
Family Foundation for their willingness to step up and support construction of the Baptiste 
Clinic and living their faith by virtue of sharing their blessings with those less fortunate. Ongoing 



donation loyal support from people such as Lon and Judy Scofield, including next generations 
like Scott Plum, was both humbling and greatly appreciated.  

III.C. CIC/WHAG TAPESTRY: ORGANIZATIONAL INTERCONNECTIVITY BETWEEN 
COASTAL VIRGINIA AND HAITI AS A MODEL EXAMPLE.   

 

       

 

  

The Norfolk and Virginia Beach areas of Coastal Virginia are blessed with a number of 
superb organizations doing important work in global health throughout the world.  Due to the 

Source: Microsoft Word Creative Commons 



proximity of Haiti with reasonable travel times, there are multiple inter-connections with cross-
pollination.  

 

 III.C.1.  FAITH BASED ORGANIZATIONS 

  DFZ:  dense factual information about Colleagues In Care or partner organizations 

and individuals.   

 

 III.C.1.a. CATHOLIC DIOCESE OF RICHMOND TWINNING PARISHES 

As initiated by Bishop Sullivan, the Haiti twinning parish legacy has a long history, with 
over 50 Richmond Diocese parishes in a solidarity-based relationship with select parishes in the 
Diocese of Hinche in the Central Plateau of Haiti.  Throughout all of Haiti, the Parish Twinning 
Program of the Americas, from inception in 1978 to 2008, had over 340 “twinnings” between 
Catholic parishes in the U.S. and Canada with Catholic parishes and projects in Haiti.  There are 
also many other denominations who have twinning programs in Haiti.  Special thanks to the 
medical mission example and leadership of Drs. Kurt Elward and Paul Schellhammer who have 
demonstrated through example how to function effectively as caring physicians, as a 
manifestation of faith.  

 III.C.1.b.  OPERATION BLESSING INTERNATIONAL (OBI) 

 CIC has worked extensively with Operation Blessing International (OBI) in Haiti, including 

hypertension.  We learned much from long-term President of OBI, Bill Horan, with his team of 

David Darg and Eric Lotz, with a very dedicated staff and medical directors.  They did 

tremendous relief work after the 2010 Haiti earthquake, but also had a diversified approach to 

health including clean water and nutrition.  The lesson learned was an appreciation of the OBI 

team that was known for not just talking and proselytizing, but doing.  They let their actions 

speak louder than words as they talked the talk by walking the walk!  

III.C.1.c.  NPH SAINT DAMIEN’S PEDIATRIC HOSPITAL/ SAINT LUKE 

FOUNDATION.  PERSONIFICATION OF THE CONVERGENCE OF FAITH AND 

MEDICINE IN PORT AU PRINCE 

 Georgetown bioethicists Pellegrino and Thomasma, in discussions of helping and healing 

and the role of religious commitment in health care, have described a spectrum of physician 

activity and orientation.  It starts as just a job, or even a personal goal-directed career.  

Hopefully it is followed by an appreciation of the privilege of being part of the helping and 

healing profession of medicine (another example of respected and privileged profession being 

teaching), with patient-care activities consistent with honoring that privilege.  Rarely, physicians 

may take the next step of a vocation or a special calling to serve at a higher level.  Extremely 

rarely, you might be blessed and have the opportunity to experience servants who are bi-

vocational.     



 Most of the early years of CIC (and preceding organizing structure called Anpil Vi or “so 

much life” in Creole) were spent exclusively in the rural Central Plateau of Haiti.  That changed 

as CIC became involved in teaching at the State Medical School, and especially after the 2010 

earthquake, as new responsibilities required spending more time in urban Port au Prince.  

Through linkages and relationships between Operation Blessing International (OBI) and Eastern 

Virginia Medical School (EVMS), we were introduced to Saint Damiens Pediatric Hospital with a 

large focus on Ob/GYN ultrasound training and the opening of Saint Luke adult hospital which 

has become the Saint Luke Foundation.   

 We speak of the nexus of faith and medicine, with the hoped-for example being that of 

FBO and NGO medical missions and hypertension.  Rather than something theoretical and 

futuristic, in Port au Prince we saw personification of actual bi-vocational convergence of faith 

and medicine at the highest level.   

Father Rick Frechette C.P., D.O. is a Paulist priest who felt the call to serve destitute 

orphans in Haiti, and did so through the international Nuestros Pequenos Hermanos (NPH) 

organization.  NPH is Spanish for our little brothers and sisters, which became Nos Petite Freres 

et Soeurs (NPFS) in French.  Soon he realized that so many of the children had severe medical 

problems that he incompletely understood and could not adequately treat, so he went to 

medical school.  He then became the priest/administrator/physician head of a 224-bed 

pediatric hospital offering services available nowhere else in Haiti for more than 80,000 

children and adult visits, and has begun the same trajectory for adults.    

 A typical day with Father Rick might begin with mass and his ministry for burying the 

dead who are homeless and poor, with a final respect that may have eluded them in life.  

Eucharistic communion often would be followed by “coffee communion” in his office to discuss 

medicine projects.  We were truly blessed by the experience, humbled and somewhat 

awestruck.  There are many important lessons to be learned by people of faith and Faith Based 

Organizations who find that the possible juxtaposition of living their faith while committing to 

sub-acute and chronic medical care (beyond acute relief efforts) is a challenge.  The fact is that 

when you observe it at the highest level of performance, it seems to be the most natural thing 

in the world, and it is seamless.  It is all about helping and healing, and observing the 

integration of body and spiritual healing in one tirelessly dedicated person was enlightening.  In 

2012, Fr. Rick won the Opus Prize www.youtube.com/watch?v=dnnGbLs5GWo, a faith based 

humanitarian award.  He also has written a book about the Haiti experience, entitled Haiti: The 

God of Tough Places.  the Lord of Burnt Men.   

The lesson learned is that when you leave the comfortable boundaries of home, you 

may find yourself humbled by the enormity of the challenges.  You also open yourself to the 

possibility of being inspired by the example of people who are responding the best way they 

can, as they redefine what that means for them, and as they also set the bar high 

 

https://www.youtube.com/watch?v=dnnGbLs5GWo


     

   



 

   

  III.C.1.d.  OVERSEAS MEDICAL FUND.  THE CIC MEDICAL MISSION DNA  

 The Overseas Medical Fund (OMF) is a 501 (C )3 organization founded by Richard Brown 

MD, MPH and his Anthropologist wife Judith.  It began when Dr Brown was Medical Director at 

Saint Croix Hospital in Leogane, Haiti.  Dr. Brown was in director positions throughout a 30-year 

career in Africa, mostly in Kenya and the Congo.  With their daughters who have also worked 

extensively in global health, the Browns served as medical missionaries on behalf of the 

Presbyterian Church.  We were honored when Dr. Brown offered to have us take over his OMF, 

believing in our mission to maintain OMF traditions.  We were further honored when Susan 

Girois (Brown) M.D. MPH, returned to Norfolk from France and joined the (OMF transitioned) 

CIC Board.  Susan is an Internist with an MPH from the London School of Hygiene and Tropical 

Medicine, with extensive experience in public health and medical management, and has 

significant international NGO experience with the 1997 Nobel Peace Prize recognized Handicap 

International.  

 

  III.C.2.  SECULAR OR NON-GOVERNMENTAL ORGANIZATIONS  

 Non-Governmental Organizations (NGOs) are certainly no less driven by values than 

Faith Based Organizations (FBOs).  Secular humanism values are alive and well in these 

organizations, two of which CIC has worked closely with in Haiti  

  DFZ:  dense factual information about Colleagues In Care or partner organizations 

and individuals.   

 



  III.C.2.a. PHYSICIANS FOR PEACE (PFP) 

 PFP is presently focused on global surgical education, consistent with founding 

principles to teach one and heal many.  Working with President/CEO Ron Sconyers, and Medical 

Director Mary Kwasniewski (now head of Maison Fortune Orphanage in Haiti), CIC partnered on 

an eyeglass Seeing Clearly Project as well as a conference on partnering in Haiti. The lessons 

learned were that of the importance and multiplicative effect of training providers well.    

  III.C.2.b.  OPERATION SMILE  

 Operation Smile is known internationally for their excellent work with cleft lip and 

palette repair.  Bill Magee D.D.S, M.D.  is a plastic and craniofacial surgeon who co-founded 

Operation Smile with his wife Kathleen (an example for CIC!).  With Richard Vander Burg RN, 

Operation Smile was clearly an “enabler” for the audacious plans and development of CIC.  The 

lessons learned included the important requirement of being able to tell your story, as well as 

the brilliance in recruiting volunteers from the high school student to the medical professional 

level.  Operation Smile is the largest volunteer based medical organization in the world, and it 

does so while demanding an extreme level of quality assurance and education.  The high 

standards actually increase, rather than decrease, professional desire for medical volunteerism.  

These are lessons well learned for an aspiring volunteer organization.  Set the bar high.   

  III.C.2.c.  ACADEMIC INSTITUTIONS  

 Over the past forty years in American medicine, essentially equally poised between the 

20th and 21st centuries, there has been a break down of what had been described as a “town 

and gown” wall between community physicians in “private practice” more focused on clinical 

care and those in academia more focused on teaching and research.  That wall is now more like 

a semi-permeable membrane.  Medical students and even residents are being taught in 

community hospitals and community doctor’s offices.  Clinical research is frequently carried out 

in partnership with large community-based practices.  Academic and university Medical School 

programs and physicians had been forced by economic realities to do more clinical practice in 

the outpatient arena.   

 There is good news in that value-based competition based on results (quality outcomes 

and cost) have forced the two groups to meet on a common ground playing field.  The other 

vibrant common ground meeting place is that of global health.  The importance of this 

collaboration could not have been more obvious than in Port au Prince, especially after the 

earthquake, with productive relationships with national and state academic centers.  We are 

most appreciative to have had the opportunity to work with two incredible infectious disease 

physicians: Dr John Wilson and his colleagues from Mayo Clinic and the Program in 

Underserved Global Health (PUGH), and Dr Rebecca Dillingham the Director of the University of 

Virginia Center for Global Health.   

  III.C.2.c.i.  EASTERN VIRGINIA MEDICAL SCHOOL   



 We are very fortunate to live in close proximity to Eastern Virginia Medical School in 

Norfolk, Virginia.  Under the leadership of Provost and Dean Richard Homan M.D., EVMS has a 

very strong community focus.  We also have been fortunate to have an interactive very 

productive and supportive long-term relationship with Ed Lilly M.D. ranging from Haiti and the 

Overseas Medical Fund introduction to mentorship and global health fellow programs for local 

high school students.  

 If Colleagues In Care is presumed to have arisen from the ashes and rubble of the Haiti 

earthquake as a supportive knowledge bridge between colleagues who care, there is one 

physician who has understood the mission while standing tall with us as a friend and colleague 

from the very beginning.  As a volunteer member of the founding board, you might say that he 

was there assisting in the birth of CIC.   

 Alfred Abuhamad M.D. is Professor and Chair of the Department of Obstetrics and 

Gynecology, and Associate Dean of Clinical Affairs at EVMS.  He is internationally recognized for 

his work in ultrasound and maternal fetal medicine, and has served on multiple national boards 

for medical and obstetric ultrasound, and is past-President of the American Institute of 

Ultrasound in Medicine (AIUM).  In addition, Dr Abuhamad has served on the boards of the 

Maternal Fetal Medicine Foundation and the Society of Maternal Fetal Medicine.  Alfred has 

authored numerous articles in peer reviewed journals, as well as multiple books including an e-

book of fetal ultrasound and prenatal diagnosis available in many languages for use in LMIC.  

Dr. Abuhamad is the Chairman of the U.S. Ob Right Program focused on patient safety and 

quality.  Most importantly, Alfred has also served as Dr Hanson’s mentor in the International 

Society of Ultrasound in Obstetrics and Gynecology (ISUOG) global outreach program.  Dr 

Abuhamad’s strength goes beyond his intellect and medical knowledge, extending to his desire 

to serve women’s health needs globally up close and personal from the front lines.  This 

example of sometimes exhausting work is from the immediate aftermath of the Haiti 

earthquake.   

   



 

III.C.2.c.ii.  OLD DOMINION UNIVERSITY 

 Another benefit that CIC derives from the Coastal Virginia location the close relationship 

to Old Dominion University in Norfolk, and the rapidly growing Center for Global Health.  

Multiple areas of cross-pollination with Shelley Mishoe as Dean of the College of Health 

Sciences and Muge Akpinar_Elci M.D. as Director of global health grew in unexpected 

directions.  Innovation collaborative research on the use of vibrational energy and piezo-

electrics for a self-powered blood pressure manometer device was performed (and published) 

with Onur Bilgen Ph.D. from the Mechanical and Aerospace Engineering Department.  

 Finally, Deb Gray is a Nurse Practitioner and an ODU educator and faculty member who 

has worked with CIC on hypertension projects in Haiti and Botswana, and is the most recent CIC 

Board member (see in the CIC Board Bio section).    

  III.C.2.c.iii.  OBVIOUS LESSONS: TAKE EVERY OPPORTUNITY TO LEARN FROM 

ACADEMIC INSTITUTIONS AND MEDICAL SCCHOOLS  

 We frame much in terms of lessons learned.  Learning is a lifelong experience, and the 

obvious lesson learned is that if you are geographically near an academic university or medical 

school with a global health program, you should vigorously take every opportunity to learn 

from them, even if it is virtually.  Do not hesitate to reach out, as you may be pleasantly 

surprised with the level of response.  CIC co-founder Dr. Lisbet Hanson did just that and after 

many years of clinical OB GYN and global experience took a brief sabbatical from her practice to 

participate in the Harvard Global Health Delivery Intensive (GHDI) specifically for health 

professionals in mid-career.  You never stop learning, and the benefit of learning from experts 

as a supplement to practical experience is potentially immense.   

  III.C.2.d.  WHO GROUNDS US?  THE HAITI EXPERIENCE 



  DFZ:  dense factual information about Colleagues In Care or partner organizations 

and individuals.   

 

 In challenging low resource conditions, visionary leaders look through the tinted glass of 

systems thinking and see opportunity.  They see a different future where the whole is greater 

than the sum of its parts, without gaps.  They also see the importance of interconnectivity and 

interdependence that is not limited by conventional wisdom.  This may be an enlightening 

vision, which can be exciting.  Then, there is the balancing reality of long-term commitment.   

Dr Joia Mukherjee, the director of Partners In Health, taught us the importance of 

thinking about what you are getting into, before getting caught up in any romantic thoughts of 

medical missions.   Throughout the early years, Joia’s observation was prescient and repeatedly 

born out that you must understand that when you enter into a community and commit, you are 

essentially committing for life.  Similar to marriage or having children, there is a community 

bond formed that will be difficult to walk away from.  After almost two decades and the 

development of CIC and now CIC/WHAG and CIC/GHN, the personal bond is still there, even if it 

has extended to larger community projects. All circular staircases have a foundational base of 

support, and ours is in Haiti.  

It is in Haiti where we discovered the importance of deep levels of cooperation, and 

what you may call the birth of collaboration with common cause at the Dispanse Batis (original 

Baptiste Clinic). Moving clockwise from Dr.  Maxi Raymonville from Zanmi Lasante in the blue 

striped shirt, there is Dr. Ralph Ternier in the Sante Fanm shirt (most of our pictures of Ralph 

show the back of his head!), and Loune Viaud from Zanmi Lasante.  Per Frederic is after Dr 

Kenerson, followed by Dr Raoul Raphael the District Health Commissioner of the MSPP (Haiti 

Minister of Health), and Solange the solo nurse in Baptiste in charge of the clinic.  After 

renovation, the collaboration continued for the new Baptiste Clinic construction, with Dr. Jean 

Renold Rejouit as the new District Health Commissioner of MSPP.  We are greatly indebted to 

Dr. Ralph Ternier’s leadership as Medical Director of the Belladere Hospital in charge of the 

Baptiste Clinic, to be followed by Dr. Nixon Eustache as Belladere Hospital Medical Director.   

Dr.Watson Eustache was present for the construction and served as the first full time Medical 

Director of the growing Baptiste Clinic (see below for 2020 update).  

   

 



 

   

We speak of the need to present knowledge at the highest possible level (with available 

source documents for the curious), and allowing colleague partners to find their appropriate 

level.  This lesson was learned in striking fashion by virtue of interaction with Haitian 

Obstetricians and Nurse Midwives, many of whom lived with us in our home while receiving 

further training in Virginia to supplement education efforts in Haiti.  It starts with Dr. Maxi 

Raymonville, as well as Dr Christophe Millien and Dr. Eddy Jonas from Zanmi Lasante in the 

Central Plateau.  Drs. Jean Edgard Aupont, Dr. Lutrese Dupont, and Dr Vladimir Lemaire from 

Saint Damien’s Hospital in Port au Prince took what was offered for ultrasound education and 

built a strong foundation to build very successful program building careers. The tradition 

continues at Justinien Hospital in Cap Haitien.  

 Support for physician and nurse providers to adequately serve a community in need is a 

complicated endeavor, requiring some knowledge of logistics. Part of our education was about 



maximizing leverage to treat in low-resource venues when you are yourself a low-resource 

organization.  As we explored logistics and leverage, we embraced the concept of in-kind 

donation.  This is a different approach compared to some large groups where you might buy 

goods and services with funds donated, after deducting the cost of overhead.  The value is the 

cost of the donated goods and services.  Not quite to the point of bread loaves and fishes, but 

our approach required that we multiply the effect of any small donated funds.  We did so by 

eliciting donations of medical supplies and materials from hospitals and medical systems, and 

then solicited volunteers to assist in collection and loading of containers.  Then our donated 

investment was leveraged to be more in the cost of shipping full containers of medical 

equipment and supplies, and even in that circumstance we were known to sometimes seek 

help for shipping costs!  It was the first iteration of “sweat equity”, literally.  

 To be successful in this endeavor, we needed solid partners who “knew the business” 

including the ability to service and repair equipment.  Kathryn Kempton was that person serving 

as the Procurement Officer of Partners In Health, as well as our unofficial liaison with PIH. 

Youdy Gaston was the talented Zanmi Lasante equipment technician who would even come to 

Virginia to help with analysis and loading on the front end (see pictures). 

 When it came time to open the new Baptiste Clinic, we could not have done it without 

the assistance and partnership with IMEC America, founder Tom Keefe and hard-working 

project managers Zac Chase and Elaine Fiorilla.    

From here it was not a huge intuitive leap to think of the tools of knowledge as a form of 

in-kind donation.  

And then there was the most important factor of all.  Loune Viaud.  

III.C.2.e.  DEDICATION TO THE DEDICATED    

Book One is in dedication to the dedicated: Loune 

Viaud and Dr Maxi Raymonville 

In our lives, there are a lot of relationships and people that come and go, while other 

relationships are enduring and last a lifetime.  There are two special influential individuals who 

have been with us as friends, colleagues, and truly extreme patience mentors from day one.  

They essentially taught us everything we know about Haiti and how to approach global health 

in low-resource venues with compassionate caring as work towards the goals of curing.  

In the era before e-communication, a print media monthly icon called the Readers 

Digest had a well-read series entitled “My Most Unforgettable Character”.  For anybody blessed 

to know her, that most unforgettable character is Loune Viaud.  Doing daunting work in 

extreme circumstances, Loune has the unique ability to use her positive attitude to lift all 

around her to believe in the righteousness of what they are doing and to want to do their best.  

She does it with an infectious smile, which has not been extinguished by many decades of 



working for the destitute poor against long odds.  A dedicated champion for human rights, and 

specifically access to high quality health care as a human right, Loune was recognized in 2002 as 

the Robert F. Kennedy Human Rights Award recipient.  Loune has been with Zanmi Lasante 

from the beginning and is the Zanmi Lasante Executive Director, seen here with Per Frederic 

working on the Baptiste Clinic project. 

 

 

 

 Dr. Maxi Raymonville is an Obstetrician Gynecologist, who was one of the first 

physicians we met in Haiti, doing surgery with Dr. Hanson at Belladere Hospital.  Maxi also has 

been with Zanmi Lasante from the beginning.  He was Director of Women’s Health for Zanmi 

Lasante, where he was infected with a more exuberant version of Loune’s smile with the same 

can-do attitude. Dr Raymonville is the Executive Director of the pioneering University Hospital 

in Mirebalais, Haiti. 

 We will never live up to the examples of Loune and Maxi, who we admire and respect 

tremendously.  Having them as role models, friends, and patient teachers does make us want to 

at least try, even while recognizing our obvious limitations.   



 

III.D. WHO DO WE WORK FOR? 

 The simple one sentence statement answer is that: 

 we work both directly and indirectly to serve the poor and 

disadvantaged, and increase our impact by working for you.   

  III.D.1.  WITH A LITTLE HELP FROM MY FRIENDS   

 So, you might ask why have we reviewed in so much detail the matrix of CIC 

relationships, and what does it have to do with your particular “unique” situation?  The 

message is not the specifics, but the lessons learned related to the importance of 

interconnectivity, interdependence, and relationship.  Like Colleagues In Care (and by extension 

CIC/WHAG and CIC/GHN), most small groups doing medical mission work do so on a small 

budget, and to be truly successful depend on enabling relationships and leverage.  These 

relationships with other organizations are probably even more important than individual 

fundraising.  You need to have friends who you understand and who understand you, going 

back to the critical importance of open dialogue.  

The key differentiating factor from pure beneficence and charity is the desire for 

medical missions to have active “hands-on” experience.  There is a strong desire to take the 

responsibility for performing good works in solidarity with others, by active involvement rather 

than passive donations.  It is a delicate balance of how to be “alone together”.  If that desire for 

personal and group involvement was not an important determinant, it would simply be a 

matter of writing a check to fund larger, mostly international, organizations and hoping that 

they are able to address the needs of your defined region of interest.  If you elect to go it alone, 

and are overly aggressive in competing to raise funds, you risk developing antibodies and 

alienating potential larger network partners.  The message is clear, and to make a distinctly 

dated historic reference from a previous era, if you are ever in question simply adopt as your 

theme song the words from the Beatles song (and Joe Cocker at Woodstock):  

“I get by with a little help from my friends….. gonna try with a little 

help from my friends”  

   

III.D.2.  PAY BACK BY PAYING FORWARD   

 Both as individuals and as Colleagues In Care, we have been blessed by having many 

individual and organizational friends at many levels willing to help us.  We have been similarly 

very blessed with the opportunities to work with and help other dedicated individuals and 

organizations in any way possible.  These mentors have taught us much.   



 Were we to be a well-funded philanthropic foundation, there are many individual and 

small to large groups who are doing great work in service to the poor that we would choose to 

pay back and support economically.  Unfortunately, that is not our position or role.  Our pay 

back for what we have generously received is to pay forward and develop enabling 

relationships of support for those who aspire to do similar work treating hypertension in low-

resource venues via Faith-Based or secular groups.  Though via a complex and comprehensive 

process, that is our simple goal.  

 

III.D.3.  SEED GERMINATION 

 Of the many important faith traditions, we might initiate dialogue within our familiar 

territory of the Catholic Christian tradition.  Thomas Merton was a Trappist Monk and a very 

influential and prolific spiritual author.  Two of his timeless books were entitled Seeds of 

Contemplation (1949), and multiple editions of New Seeds of Contemplation (including 2003 

and 2007).   Others, including many Jesuit Ignatian Spirituality authors and Franciscan Fr. 

Richard Rohr O.F.M. (2006), have referred to “contemplation in action”.  Liberation theology 

would clearly be on the action end of the spectrum, supported by contemplative scriptural 

beliefs.  For some of us, the germination phase from those planted contemplative seeds to full 

action may be quite long!    

 One seed that has generated much contemplation is the Merton question 

“How do you expect to arrive at the end of your journey if you 

take the road to another man's city?”   

― Thomas Merton, New Seeds of Contemplation 

Paul Farmer M.D. Ph.D. is a physician/medical anthropologist and the co-founder of the 

globally impactful NGO Partners In Health.  Paul is also a prolific author of more than ten books, 

and the subject of Tracy Kidders book entitled Mountains Beyond Mountains describing his 

formative time in Haiti as “a man who would cure the world”.  We were very fortunate to have 

Dr Farmer as a colleague and mentor in the early days in Haiti, as we began to learn the art of 

creative listening and respectful dialogue that was challenging our conventional developed 

world experiential thinking.   

 There was an interesting ongoing dialogue based on the Miami to Port au Prince flight 

airplane and airports observation of the large number of volunteers and medical missions in 

Haiti.  The consistently observed volume only decreased at times of political unrest, or due to 

travel safety issues.  While some medical groups traveled in more of a stealth mode, the faith-

based groups were easier to identify as they tended to travel in groups defined by uniform t-

shirt colors and designs. This observation inspired conjecture.  What if you could harness the 

https://www.goodreads.com/work/quotes/1133302


(predominantly faith-based) independent medical mission high level of enthusiasm and fervent 

dedication into an integrated cohesive and coordinated force?   

The complexity of the challenge in a silo-based world was clearly recognized.  Yet, the 

size of the “cottage industry” did make it an enticing challenge, as reflected in Dr. Farmer’s 

assessment that if ever able to be accomplished it would be larger than the Gates or Clinton 

and many other large Foundations.  Thus, the seed was planted, initially lying dormant for a 

number of years, as the task for the wide expanse of all medicinal practice was overwhelming.  

The decision to limit focus on the high leverage NCD problem of hypertension is only less 

overwhelming by comparison, but allowed exit from the dormant seed phase!  

Dr Farmer has always been a champion of developed world quality medical care for the 

developing world.  Through PIH and as Chair of the Department of Global Health and Social 

Medicine at Harvard Medical School, Dr Farmer has inspired generations of those who wish “to 

repair the world”, and a new generation of very well-trained global health physicians and 

nurses able to assume leadership roles.  The bar remains set high by PIH and colleagues, but not 

unrealistic.  The goal then became raising enough financial resources to support this disruptive 

innovation approach, now accomplished with successful model programs in multiple areas 

serving the destitute poor.   

For CIC and other small group organizations, the existential question comes down to the 

fact that if in reality, by virtue of size and limited resources, you are unable to take the defined 

road to another man’s (or organization’s) city, does that mean that you simply stay at home?  

As an alternative, how do you compare the “what if” to the “what is”?  What if you follow your 

dream and load the bus with medical mission volunteers and set a different destination using a 

different map?  You still need the support of mechanics and drivers and “what is” the harsh 

reality of logistical support!  That is, the journey is “do-able”, but clearly you are taking a 

different road, and therefore need to be absolutely clear about your planned destination.  It 

may be a difficult journey as it cannot be fueled by good intentions alone.  Nevertheless, 

completion of the journey is associated with satisfaction commensurate with the challenge.  

The haunting and potentially limiting issue comes down to that of defined standards. As 

you look through global health physician leader profiles like Dr Farmer, Dr Magee, and Father 

Rick it is a consistent theme. This quality thread is also championed by WHL nurse leaders and 

educators Lyne Cloutier RN Ph.D., Eugenia Veiga RN Ph.D., and CIC Board members Deb Gray 

M. Sc, DNP, FNP-C, ANP-BC, FAANP, and Rosemary Plum RN. It is this haunting requirement for 

a defined standard for hypertension care (also reflected by national and international 

hypertension standards) that has become manifest in the comprehensive dense source 

documents making up the defined fund of knowledge.   

 In a 2006 Harvard Business School publication and book, Porter and Teisburg set out to 

redefine health care by focusing on what they termed value-based competition based on 

results.  The focus on value at the interface of cost for specific quality outcome was very 



influential and it was difficult to avoid speaking the language of documented outcomes, costs, 

and quality.  Indeed, even for grants, it was difficult not to worship at the altar of value.  The 

important total challenge is not allowing the value focus affect your values as the basis of what 

you worship.  For Faith Based Organizations and NGO medical missions, we must recognize the 

importance of standards and value, but as much as possible focus on values-based 

collaboration, more than simply value-based competition.   

  

If you want to be respected for what you do, you need to make 

sure that what you do is worthy of respect.   

 

III.E.    SWEAT EQUITY AND THE CENTRAL POSITION OF THE FUND OF 

KNOWLEDGE SOURCE DOCUMENT TOOL CHEST  

  Clearly, our currency exchange is not measured in dollars or monetary terms as 

“the coin of the realm”.  The shared gifts of our labor in essence is our sweat equity, essentially 

building on CIC tradition of “in kind donations” of equipment.  Knowledge It is just another tool 

to be used, consistent with the CIC mantra that knowledge is power, but most powerful 

when shared.  The central position of the defined fund of knowledge source documents in 

the tool chest is of paramount importance.  It is central, in that though consistently defined, the 

defined basic and specialty tools could be used in a different manner depending on the 

orientation and goals of groups using the tools for their projects.  The intended use for projects 

might differ for inter-faith, intra-faith, and secular groups.   

  III.E.1.  INTER-FAITH 

 Imagine if you could get a number of leaders of different faith groups into a single room 

(probably virtual post-covid) in a neutral location.  Imagine that after an open dialogue 

addressing the validity of self-interest concerns, there was an expansion of horizons beyond the 

limitations of self-interest, coalescence of thought and an agreed upon a common mission and 

expanded self-interest.  Imagine that the common mission could be the goal of a coalition of 

the willing to take on the battle against hypertension in low-resource/destitute poor 

communities.  Imagine that you are able to go beyond expanded and enlightened self-interest 

to develop actual combined interests.  Of course, this would be exactly the situation where 

there might be actual endorsement of core knowledge source documents.   At least that 

endorsement of a defined fund of knowledge means that you are all “singing from the same 

hymnal”, understanding that there may be a pragmatic need for branding from there which 

should not be mutually exclusive.   

So, this analogy is about church and music, so let us examine this “singing from the 

same hymnal” concept from the inter-faith perspective.  Building on the discussion of triad 



chords, the harmonizing constant is on the basis of musical notation and notes and chords 

written on paper.  There is no other external language.  The variable is actually the 

superimposed words which may change slightly according to culture and translation.  Think of 

the fund of knowledge source documents as the musical notation.  What groups then do is to 

stay within the written harmony and chords to play and sing, but with the flexibility to modify 

the words. In this way, there can be inter-faith communication and interconnectivity, in 

harmony, and in a network. Rather than resources spent on researching or writing new music, it 

is simply a matter of reading the musical notes from the same hymnal and singing with 

modification of words for the needs of the specific faith-based group and specific geographic 

location and culture. 

  

  III.E.2.  INTRA-FAITH  

Intra-faith dissemination of the fund of hypertension knowledge might be even more 

straight forward.   In this scenario, you are singing from the same hymnal with the same musical 

notation, and generally the same words.  It is easier to harmonize as you are essentially all also 

in the same choir!  Then it is a simple matter of taking the music and knowledge base, and 

moving from centralized organization, review, and dissemination to de-centralized 

implementation.  

 

  III.E.3.   SECULAR 

 While we have demonstrated that there is no disconnection between faith and 

medicine, there certainly is not a disconnect between secular organizations who might be 

driven by secular humanism and the basic historic tenets that make medicine a helping and 

healing profession and not just a job.  It starts with the Hippocratic oath.  From the medical 

director program building perspective, many find that they reach the personal limit of what 

they can do physically and how many patients they can care for directly.  This then becomes an 

existential decision as to whether that is enough, or can you or should you do more?  

Depending upon the answer to that tough question, for some it then becomes time to widen 

the sphere of influence, and increase the number of people whose health care can be positively 

influenced.  It often requires moving beyond hands-on personal care to setting up and 

improving quality systems of care.  

It does not have to be an either/or decision of persons versus populations however.  

One of the attractions of global health for many health care providers is the fact that it might 

allow doctors and nurses to practice medicine “in its purest form” without interference and 

bureaucracy.  It is about caring versus curing.  Even when you cannot cure, you can still have an 

abundance of caring. To get in touch with your inner caring can be a soul nurturing activity, 



even when circumstances do not allow you to always cure an individual or even more what ails 

a poor community population.   

 This may not be classic church-based hymns, but it can be important music.    It can be 

thematic, with “variations” on the classics.  It may go beyond organ and piano, exploring other 

expressive instruments, percussion, and the medium of jazz or even the blues!  It is yet another 

valid alternate pathway from the central source of knowledge center.  
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  III.F.  CIC ENABLING ENERGY.  Ee=MV(V) 

 CIC has put tremendous energy into developing the fund of knowledge source 

documents.  At this point, CIC hopes to be the catalyst to move from the potential energy of 

Faith-Based medical missions, by bringing individuals and groups beyond the activation energy 

threshold.  We have discussed contemplation in action, and it is time to focus on the energy of 

action, or kinetic energy which in physics is described as E=1/2 mv2  (where m=mass, and 

v=velocity).  

 We have discussed how CIC has received enabling benefits from others, with the 

expressed intention to pay it forward for others.  CIC Enabling energy, hopefully leading to the 

kinetic energy of action, has developed as a variation of E=1/2 mv2 .   The CIC Enabling energy 

factors could be limited to Motivation and Volunteers squared or E=1/2 MV2, but given the 

emphasis on education, importantly also includes Virtual knowledge sharing  

Thus, when you are entering from passive potential  to active energy, CIC Enabling 

energy is there to help you over the activation energy threshold to be successful as medical 

missions actively addressing hypertension in the low-resource venues served.  The medical 

mission requirements are for Motivation, dedicated Volunteers, and a commitment to Virtual 

learning, or E=MV(V). In essence, CIC is looking to enable others to expand opportunities for 

hypertension public education, screening, diagnosis, treatment and control.  It is about 

extending leverage by partnering with others and having an influence beyond what we could do 

alone, to what we can do “alone together” and use other people’s trained hands.  It is also 

about gifting sources of knowledge, so that group’s limited resources can be more focused on 

the implementation phase for the highest leverage possible.   It is the twenty-five- plus year 

Medical Director lesson learned, once you come to terms with the physical and resource 

limitations of independent individuals and small groups, and realize that to expand your 

leverage for health care positive outcomes, you have to have cooperating, coordinated, and 

collaborating networks, especially in low-resource venues.   

  

 



  III.G. CIC AND CIC/WHAG: A PROCESS OF EVOLUTION 

 We will share the history of Colleagues In Care in the next sections, a story of humble 

mustard seed growth starting in Haiti.   Hopefully that will establish credibility as people who 

have walked the walk, starting as the Overseas Medical Fund faith-based tradition, with a focus 

on collaborative relationships and networking.  We have discussed the evolution from CIC to 

CIC/WHAG as a developed hypertension focused program based on knowledge sharing.  If you 

were to decide to join CIC/GHN, this is the tradition you will be joining.     

  

 

 

III.H. COLLEAGUES IN CARE.  THE HAITI 

MUSTARD SEED 

 

III.H.1.   PERSPECTIVE 

 People who live, work, and volunteer in low-income venues rightfully have little 

patience for what may be perceived as yet another “this is what you need to do” dictum or 

lecture, which marks the end of the one-way conversation, rather than the beginning of 

mutually respectful dialogue.  There is a natural skepticism, questioning whether “talking the 

talk” is from a point of pontification or a truly pragmatic understanding of the myriad 

challenges of low-income and associated very low-resource communities.  

 Our talk is about strengthening what we have observed up close and personal to be 

under-utilized strengths of Faith-Based and Non-Governmental Organizations, in a radical 

departure from “standard” approaches to hypertension control.  On the one hand, there is 

criticism of small FBO medical mission teams as medical tourism, with criticism of larger NGOs 

as a disorganized cottage industry competing with each other over donor support and not 

always working in concert with in-place weakened public health infrastructure.  On the other 

hand, there is criticism that by focusing on University and Governmental based clinics with 

more rigid primary care models of care, there has not been enough effort to incorporate and 



leverage the strengths and passion of FBO and NGO based medical missions into the 

hypertension control battle.   

The difficult 2020 reality is that there is not enough money to allow these clinic models 

to penetrate into rural destitute poor communities, which ironically are exactly the 

communities where FBO and NGO medical missions serve.  In this scenario, it is a binary 

decision:  either there is enough financial resource to adequately support the primary care 

clinic model, or there is not.  Many of these communities simply do not make the cut, and have 

no hypertension control services of consequence.  

 

III.H.2.  THE QUESTION OF CREDIBILITY.   

WHO IS CIC AND CAN THEY BE BELIEVED? 

 Colleagues in Care has sought to be a bridge that crosses that abyss, a philosophy that 

has now been adopted by CIC/WHAG and in evolution CIC/GHN.  There is still the question of 

credibility and whether there is evidence we have and are able to also “walk the walk” 

understanding your daily reality. There is also the potential criticism that “you know nothing of 

that of which we speak”, and that we are not hearing you or interested in what you think.   



Let us then share the story of our nineteen plus- year journey working in Haiti, a 

perspective that includes near equal time pre- and post (as well as the actual day of) the 2010 

earthquake.  Haiti is a UN Small island Developing State (SIDS) and Least Developed Country 

(LDC) with a water poverty index previous ranking of 147th out of 147, high maternal and infant 

mortality, high illiteracy, high hypertension and stroke rates, and a resultant low overall life 

expectancy.   

  

 

 



Haiti could be considered a representative microcosm of the severe and sometimes refractory 

challenges facing low-resource venues in low-income countries, and will be frequently 

referenced.   

   III.H.3.  HUMBLED BY THE ENORMITY 

After less than a 90-minute flight from Miami, our first descent down the gradient of 

inequality started in Port au Prince and the welcoming poignant sign on a tap-tap truck of “tant 

de vie, tant despoir”- so much life, so much despair.  As we progressed from the capital city to 

the rural mountain community of Batis (in Creole) or Baptiste (in English), we felt that things 

could not get worse, but yet it did.  As we left the comfortable safe haven of a church presbyter 

to explore the community from the town to the countryside, we had to confront head on the 

uncomfortable reality of the destitute poor’s daily struggle for survival.   We were humbled by 

the enormity and overwhelmed, as we made “house calls” out in the community.  As could be 

the inscription of our thoughts standing outside the old non-functional clinic, we had 

questioned where do you even start?  

III.H.4.  PASSION 

 In modern parlance, the word passion tends to indicate strong and even borderline 

uncontrolled emotion.  For some this might even be a pejorative term suggesting lack of control 

in expected rational and tightly orchestrated interactions.  The etymology of the word actually 

comes from the word ‘passio’ in Latin.  It is rooted in Christian theology and means suffering.  

Volunteers, especially in FBO groups and medical missions, understand and live the dual 

meanings of passion as stated in the present CIC/WHAG mission statement to be united in the 

passion to alleviate suffering.  All people of passion understand the primary importance of 

caring, even in the absence of curing.  

 From the early days of in-kind donation of medical supplies and equipment, CIC has 

been dependent upon volunteerism with people and organizations who understand.  All we do, 

and will continue to do under the CIC/WHAG umbrella, is critically dependent upon a growing 

network of people of passion stepping up to the challenge of hypertension in low-resource 

venues.  When in a world of passionate volunteerism, it is imperative that there also has to be 

balance with pragmatic performance expectations.  Our challenge is the harnessing of the 

power of purpose, funneling that passion into standards of performance, and using that driving 

force of passion to fully achieve the power of our purpose. 

 



                                   

 

 

III.H.5.  THE SPIRAL STAIRCASE 

 In the Dialogue of Self and Soul and the 1933 Winding Stair poem, William Butler Yeats 

has given the powerful image of the spiral stair case of life, of course mirroring the baseline 

double helix of the very DNA building blocks of our lives.   

 Life is a journey up a spiral staircase; as we grow older, we cover the 

ground covered we have covered before, only higher up; as we look down the 

winding stair below us, we measure our progress by the number of places 

where we were but no longer are. The journey is both repetitious and 

progressive; we go both round and upward.  

   Our spiral staircase began in the Haiti frontier mountain community of Baptiste, 

and the local hospital in Belladere on the Dominican Republic border.  As an Obstetrician 

Gynecologist and Cardiologist, it has naturally evolved that our focus eventually narrowed to 

the uphill battles of maternal health and hypertension.  The dire facts related to maternal care, 



hypertension, and stroke continue to drive our motivation as we climb the expanding spiral 

staircase with others, and look back to Baptiste as the foundation. 

 

 

 

     

 



 

 

 

III.H.6.   ENLARGING THE FIELD OF VIEW  

 As an interventional cardiologist accustomed to using knowledge, technology, and your 

hands to aggressively treat patients by opening their arteries in the midst of life-threatening 

heart attacks, it was a shock to essentially parachute into a place where there was not any 

electricity (or clean water to scrub with) or even basic telephone and computer connectivity.  

Plus, the average life expectancy at that time was more in the fifty-year-old range.  There was 

obvious food insecurity and people were underweight.  They walked everywhere, and could not 

afford cigarettes. There seemed to be less acute coronary artery disease in the population.  It 

was soon obvious, even amongst community leaders, that they sure were dying prematurely 

due to stroke, presumably related to severe hypertension. The contribution of high salt intake 

had not been fully appreciated.  

 As a board-certified nuclear cardiologist, there obviously was absolutely no use for that 

diagnostic skill.  Yet, there were important lessons to be learned from that experience.  We 

have spoken of metanoia or the philosophical need for a change of mind.  From the nuclear 

camera perspective that means that you also have to expand your field of view.  It also means 

that in terms of processing what you observe, that you adopt the principles of iterative 

reconstruction.  The program you start with may be an indistinguishable pattern of dots, yet 

with each iteration of change based on background correction and smoothing, your program 

image comes into focus and you get the clear picture of your reality.  When building programs, 

this is a valuable lesson learned.  

 From the obstetric perspective, there was no monitoring equipment or effective infant 

resuscitation equipment.   The delivery table at the clinic was rather medieval, and most 

deliveries were at home.  With an adequate knowledge base, you could still use your hands 

with the universal von Ritgen maneuver for uncomplicated baby delivery.  There was a place to 

start, but very quickly community maternal health problems were identified.   

 



                                                           

 

       

              

 Our experience building a well- functioning community clinic with a strong maternity 

suite may not represent a clear “off the shelf” blueprint for all.  You must just start to take steps 

and learn by your experience with and in your community.  We began by forming partnerships 

between the MSPP or Minister of Health, a strong large established Central Plateau NGO Zanmi 

Lasante or Partners In Health in Haiti, and the Holy Family/ St Jude Catholic twinning church 

group.  The consensus goal was first to establish supply lines for equipment and supplies with 

our Zanmi Lasante colleagues to help support Baptiste, the Hospital in Belladere, and other 

hospitals in the region through institutional medical donations and volunteers.   

We then embarked on a consensus supported partnership plan to renovate the original 

public health clinic to make it more functional.  Things were frustratingly delayed, so one day 

we arrived at the clinic and literally using OR sponges, we started to paint.  A young boy came 

and asked to help, and then by the afternoon he was followed by members of the community 

volunteering to help, eventually with a community member artist offering services.  Suddenly, 



the transformation happened, and it was the community’s clinic and a source of pride.  The 

catalyst was young Reginald not standing with the crowd outside the gate watching with 

passive curiosity, but asking if he could help and leading the way to active community 

participation and partnership.  As has been our theme, we have a lot we can learn from 

children!  It is about working with, more than doing for.   

.    

 

 

 

    



    

 



           

 

 

 There are always lessons to be learned, and the Baptist Clinic lessons are that we must 

truly believe in something that is larger than ourselves. We also must work towards active and 

synergistic partnerships in recognition that the whole is larger than the sum of its parts, and 

that we cannot do it alone.  It is important that we cultivate partners who manifest strength 

and humility.  That humble strength was most manifest in our partners Loune Viaud and Per 

Frederic.  Per Frederic unfortunately died from advanced prostate cancer after the renovation 

was completed.  He had the opportunity to see the plans along with a literal death bed promise 

that we would build a new clinic to care for his beloved people.  With the continued support of 

MSPP and Zanmi Lasante partners, and the help of new friends including the Zeider Family 

Foundation, CIC has fulfilled that promise in honor of this very devoted priest who personified 

humble strength and service to his community and to his God. 

             

 



 

 

 Today, in 2020, the Baptiste Clinic has added two generalists, a nurse midwife, and six 

nurses in addition to full time lab technicians and pharmacists.  

III.I.  WALKING THE WALK TOGETHER/ PRAGMATIC SOLIDARITY 

WATER SECURITY AS A BASIC HEALTH PROJECT  

 One of the major determinants of a community’s health may be that of environmental 

associated infectious disease.  The Baptiste Commune suffered from both quantitative and 

qualitative water insecurity.  The main water resource was a long distance up the mountain, 



and drinking water from streams was shared with animals, as well as personal, clothing and 

vehicle washing activities.  There was a high prevalence of diarrheal disease.   

 



      

      

 

 



Children and grandmothers were most responsible for the long trek to get small 

amounts of water of questionable safety, as the only option.  This is consistent with reported 

data from Sub-Saharan Africa where women and girls spend 40 billion hours each year 

collecting water (equal to a year’s work of the entire labor force in some high-income 

countries).  We knew from experience that simple wells would not work, and started with 

limited solar pasteurization units from a cistern for church and school.   

Civil engineer (and founding CIC Board member) Dave Plum led a remarkable effort to 

cap an artesian spring and build structures including more than 12,000 linear feet of PVC pipe 

to bring clean water to multiple fountains in the community.  The pipe had to be buried in rock 

in order to protect it from the elements, and those who might break into pipe for convenience 

rather than going to a fountain distribution site.  It also required crossing deep ravines.  An 

innovative pressure break tank was required as the > 450-foot height difference resulted in too 

high a pressure head at the destination faucets, with a lesson learned regarding the need for 

virtual education communication in that the suggested solution came from a source in India.   It 

was a marvelous engineering feat, and a credit to Dave and his engineering team of Brucely 

Joseph, Steve Tempesco, and Steve Poe.  What was even more marvelous was the community, 

as they literally walked with us every step of the way.  We would sometimes feel like the Pied 

Piper in the fable as the entourage offering to help and walk with us both literally and 

figuratively enlarged as we walked and hiked to the source.   

 

 



      

      

      



       

     

 

 



          

     



 
 
                     

     

 

 Community involvement was a requirement from the beginning with a community 

water committee, as was the involvement and blessing of the Minister of Health and others.  

Since the route was more than two miles through rock, and requiring significant physical labor, 

men from the community were hired on a rotating lottery basis with food support in order to 

spread the benefit throughout the community.  Once the pipeline exited from the mountain, 

families joined in the effort digging trench, as all recognized the vital importance to the health 

of their community.  The project was completed well ahead of schedule.  Indeed, we noted the 

prevalence of chronic diarrheal disease dropped precipitously.  Our biggest dividend for the 

clean water investment was when acute cholera ravaged Haiti, with the epicenter origin nearby 

in Mirebalais (see map).  Tragically, twenty-one people perished in an adjoining community in 

one week’s time.   

 We will briefly mention another infectious risk from the ground, and that is parasites.  

CIC was involved in a parasite control project centered at the twinning project schools.  The 

most important lesson learned was the importance of the coloring book approach to educate 

families through children.  Place a bookmark!   



            

        

       

 So, this is all very interesting, but you might ask what does it have to do with 

hypertension?  The answer is everything!  

 Whenever a group enters into a low-income community, there is wariness to the point 

of distrust.  That trust has to be mutually earned.  You must show that you are earnest and in 

this for the long haul as communities may have seen many come and go before you, some 

leaving empty monuments to the well-intentioned. You also must explore and decide who will 

be your reliable partners in the community, and who will represent your values and goals.  It is 

a thin line as there will always be those who will take advantage of largesse, and be quite 

willing to take advantage of the situation financially if there are no clear lines of responsibility.  

It may require tough love. It is about standing with in solidarity and not simply doing for 

without any expectations for reciprocation and partnership between your organization group 

and the community.   Dr. Paul Farmer is the co-founder of Partners In Health (PIH), which is the 

parent organization of Zanmi Lasante (ZL).   He and colleagues have emphasized the liberation 

theology concept of “pragmatic solidarity”.  It is much more than beneficence or charity.  It is 

about strengthening by reliably standing with.  This is our adopted CIC/WHAG approach as well.  



We have prepared the necessary tools and will walk with you to serve your community, but you 

need to take the first steps!   

III.J.  DON’T JUST READ ABOUT IT/ MAKING IT PERSONAL 

THE CIC MATERNAL HEALTH JOURNEY 

 It became blatantly obvious quite early on that there was a horrendous problem with 

maternal and infant mortality.  It also became obvious that when it came to solutions, the 

realities of ultrasound training would require direct hands-on education and training, and that 

we could not just (e-) mail it in.  It also became obvious that you could not only train at the 

centers.  Transport of pregnant women, especially in active labor, was a huge issue as 

witnessed by the randomly obtained pictorial evidence below of an actual situation of a group 

men carrying a woman on a bed on the road to get care.  There is also the reality of flooded 

river crossings and broken-down vehicles.  This puts the pressure on for improvement across 

the system from delivering at home to non-hospital clinics without cesarian section such as 

designed for the maternity unit in Baptiste.  (see Module XVI.J. discussion on obstetrical levels 

of care, including Figures 23-25)  



   

 



                     

           

  

We started in the periphery by meeting with traditional birth attendants (TBAs) or 

matrones at our community school.  We were surprised when we observed that most of the 

matrones were actually male, and that with a tradition akin to animal husbandry the title was 

passed on within the male members of families.  We were shocked when Dr Hanson (who had 

never lost a mother in a long and busy career) asked about experience of maternal mortality, 

and they all laughed!  Of course, what a crazy question-just last week!  It occurs frequently to 

the point of approaching a status quo.  We then introduced the concept of (battery powered) 

ultrasound with a demonstration of the power of that tool, and the need to identify women at 

high risk early so they can be referred to the hospital where ultrasound could be performed.  

Pregnant volunteers for ultrasound appeared immediately!  



    

 

 The next step was to begin to train the hospital staff both on site and in Virginia Beach 

at Lisbet’s OB-Gyn practice and Eastern Virginia Medical School.   They were sponsored and 

housed at our home, a tradition that has continued for other Haitian Obstetricians as they have 

progressed in their training.  As skills grew, the use of ultrasound was expanded and when non-

pregnancy related conditions of abdominal distension were diagnosed and then brought to the 

OR, there were further opportunities for teaching.  A program for cervical cancer screening 

using direct visualization with acetic acid (VIA) was also instituted.  Gyn evaluation for 

malignancy supplemented by ultrasound was also taught.  On occasion, the cardiologist in the 

family was allowed access to the ultrasound to evaluate a number of patients with peripartum 

cardiomyopathy, or pregnancy related weakening of the heart muscle, a condition with a 

prevalence in Haiti 10x that seen in the U.S.  



 

                                                 

            



                      

 

 

 In association with Eastern Virginia Medical School OB GYN Department Chair friend and 

colleague Dr Alfred Abuhamad, a previous CIC founding board member and internationally 

renowned maternal-fetal-medicine and ultrasound expert, the program became more 

formalized and was endorsed by the International Society of Ultrasound in OB GYN (ISUOG).  

The program included hands on scanning and lectures with testing for certification, and a series 

of training sessions.  This program has become the ISUOG standard for all global outreach 

courses, given over a series of three intense didactic sessions.   

 



     

    

 



    

   

    

 

   

 

 Dr Hanson and Dr Abuhamad were doing an ultrasound training course in Cange, Haiti 

(pictures above) on the day of the January 12, 2010 earthquake.  They immediately joined the 

front lines to handle the onslaught of the severely injured, as many of the Haitian doctors had 



to care and search for family members.  The images from that service are too graphic to share, 

but suffice to say that it was a life changing experience in many ways.  One of our personal 

immense blessings is the fact that the earthquake occurred on Tuesday and the team was 

schedule to teach at the National Nursing School in Port au Prince on Thursday.  Tragically, 

there were essentially no survivors of that building collapse.  Our thoughts continue to be with 

those families, as a motivation to carry on.  

 



 

  



 

  

Dr. Hanson has continued to be a team leader for ISUOG courses in Ghana and 

Somaliland and throughout multiple locations throughout Haiti, recently in Cap Haitienne.  

Many of the initial course trainees are now the expert trainers, a successful long-term goal of 

the program.  Lisbet has served as ISUOG Ambassador to North America and Outreach in Haiti.  

Presently (2020) Dr Hanson is Director of the ISUOG Global Outreach Committee.  

The ISUOG rigid certification program has outreach now in many countries.  Dr 

Abuhamad continues to serve in many international leadership positions, and has written an 

open access e-Book on Ultrasound in Obstetrics and Gynecology: A Practical Approach that has 

reached a very large audience.  This approach has been impactful as a model for hypertension. 

The Hypertension in Pregnancy Module # XVI review will amplify on this low-resource venue 

experience, and the relative importance of hypertension in pregnancy for maternal mortality.   

 So, this is all very interesting, but you might again ask what does it have to do with 

hypertension?  Again, the answer is everything! 

 The lesson learned is that training future trainers, or teaching future teachers, is 

imperative (See Module V).  There is no question that participants desire recognition and 

possible certification, as has been our experience with “BP Measurement Specialist” 

certification (See Module VI).   

Different than the ISUOG program focused on ultrasound for trained medical 

professionals, the hypertension challenge is having to serve, educate, and train multiple levels 

of providers both medical and non-medical. It would appear that ultimately there should be 

multiple levels of certification, but all based on a standard of knowledge such as outlined in the 

compendium.  It is also a reality that the cadre of vetted and/or certified trainers has to be 



expanded tremendously to be able to offer hands-on education and training to supplement 

written material standards.  That is our challenge!  

 

   III. K.  POWER IN PURPOSE.  THE DAY THE EARTH SHOOK 

 The January 12, 2010 Earthquake became an existential question on many levels.  After 

the acute drinking from the fire hydrant phase, when all the relief agency shiny white decaled 

SUVs left, would there be a new Haiti normal?   

 As a small group initially called Anpil Vi (Much or Abundant Life in Creole), we took over 

an existing Haiti based NGO with a thirty-five-year history called the Overseas Medical Fund.  

We became Colleagues in Care, reflecting our mission to be the bridge between colleagues in 

the helping and healing healthcare profession.  Believing that knowledge is power, and most 

powerful when shared, we worked with IBM Smart Cloud to use Information Communication 

Technology (ICT) for knowledge sharing.  The goal was to develop Best Possible Practice (BPP) 

as the marriage of evidence and reality-based medicine for those facing the challenge of low-

resources.  To learn more about Best Possible Practice, as well as the FMP-UEH BP 

Measurement Certification Program suggest reading Hypertension in Haiti: The Challenge of 

Best Possible Practice in the reference section, and Module VI.  In addition, there is the 

following active link to an excellent IBM Solutions for a Smarter Planet video on CIC and BPP 

and the use of cloud technology in hypertension, as well as the need for critical partnerships 

such as with Haiti hypertension leader Dr Roger Jean-Charles and the Haiti State University 

(FMP-UEH) Medical School Dean Dr Jean Claude Cadet 

   

IBM Solutions for a 

Smarter Planet_ Haiti Dir_ Lily Henderson-HD.mp4
 

  

 CIC suddenly had acute requests for  more than sixty teams with expertise across the 

medical care spectrum.  The slope of the rate of “post-earthquake” potential growth became 

overwhelming for the co-founders with very active day-time job clinical practices.  Ultimately, 

CIC began to narrow focus and return to its roots and the differential expertise of the co-

founders, with the commitment to build the Baptiste Clinic with an active maternity section, OB 

GYN ultrasound training via ISUOG, and hypertension.  Our hypertension journey and 

development of CIC/WHAG has been summarized previously.  To understand CIC/ WHAG is to 



understand the CIC roots and these foundational learning organization principles, including the 

important legacy CIC use of tools for virtual learning.  All of these factors are important as you 

decide about participation in CIC Glocal Hypertension Network for low-resource venues.  

 

   

 In reality as in life, journeys tend not to be linear as a straight- line course from point A 

to the GPS co-ordinates of point B.  Navigation may be much more complicated. In the Haiti 

hypertension journey, we would simply say that we want to depart from malnutrition, 

kwashiorkor, and thrush at the beginning of life to get to a place of well controlled isolated 

systolic hypertension of the elderly as part of a life well-lived goal.   

 

 



                                                      

     

 

 

   

   

This has been our spiral staircase, but it is not in a tightly wound cylinder.  It expands at 

every level, and you will meet many friends and colleagues along the way.  We encourage you 

to enter and start the journey now, as you contemplate an image from the Bramante Spiral 



Staircases at the Vatican Museum as inspiration.  Hopefully, you will then feel emboldened to 

move from contemplation to action.  

          

 Source: Microsoft Word Creative 

Commons      

 Let us now finally get to meet the CIC Board members, friends and colleagues who are 

the critical players in the evolution of CIC, to CIC/WHAG, and the CIC Glocal Hypertension 

Network (CIC/GHN). 

 III.L.  THE WHO OF CIC:  CIC BOARD MEMBERS 

 III.L.a. JOHN G. KENERSON M.D., FACC 

https://pixabay.com/en/sixtus-chapel-vatican-rome-italy-2040926/


John Kenerson M.D. FACC is an Interventional and Nuclear Cardiologist from Virginia 

Beach, Virginia.  Beyond an extensive four-decade expertise in clinical cardiology, Dr. Kenerson 

has more than 25-year experience as Medical Director of a Cardiology Division and founding 

director of a Cardiovascular Institute.  His broad program building experience includes all 

aspects of strategic management, public healthcare planning standards, performance and 

process improvement, quality and value assessment, disease management, safety, and financial 

modeling.  He has been on the founding boards of HMOs and Physician Organizations.  

As co-founder of Colleagues in Care (CIC) with His OB GYN wife Lisbet Hanson MD FACOG, they 

have spent 19 years in Haiti focused activities.  Within a spectrum of healthcare activities, they 

have renovated and built community clinics with an initial focus on maternal health and 

hypertension that has grown on a local, regional, national and international basis.  Their long 

careers of dedicated service to community and medicine have been recognized together by the 

Medical Society of Virginia with a Salute to International Service award in 2009, as well as 

individual recognition by the University of Vermont College of Medicine Service to Medicine 

and Community Alumni Award in 2012.    Individually, they have received the prestigious 

Krueger Foundation Physician of the Year Award in 2009 and 2013, the only couple to be so 

recognized.  In 2010, Dr. Kenerson was honored as the Eastern Virginia Medical School (EVMS) 

Baccalaureate speaker.  

Initial use of cloud communication technology for education and training of professional 

colleagues has now morphed into the WHAG hypertension program, with superb partners who 

share that vision.   Dr. Kenerson and Dr. Hanson’s visionary legacy using IBM Smart Cloud to 

build a learning organization in Haiti was documented in the IBM Smarter Planet video 

highlighting CIC, available at this link.  

IBM Solutions for a 

Smarter Planet_ Haiti Dir_ Lily Henderson-Mobile.mp4.   

Doctor Kenerson has served as co-chair of WHL BP Screening and Measurement 

Committee, and is honored to be recognized as the WHL Envoy for Global Faith- Based 

Hypertension Control Initiatives.  John presently is Director of CIC/ WHAG, which in reality 

simply means that his role is the “designated pusher”.   

The unexpected blessing of medical leave from medical practice allowed a process of 

discernment.  Perhaps all the knowledge and professional experience gained was not the just 

for personal and professional ends.  In actuality, perhaps the lessons learned were more the 

means to an end.  Walking the walk of the CIC mantra that knowledge is power, but most 

powerful when shared, the decision was made to consolidate those knowledge lessons into 

two-year research and writing effort.   The end would become a gift that could be presented as 

the hypertension reference and resource for those who serve the poor.  To that end, Dr. 

Kenerson became the primary author of this three- book series compendium of at least twenty-

one modules, appropriately entitled HYPERTENSION IN LOW-RESOURCE VENUES: A MULTI-



LEVEL COMPREHENSIVE REFERENCE FOR FAITH-BASED AND NON-GOVERNMENTAL 

ORGANIZATION MEDICAL MISSION PROGRAMS.  The extent and depth of this knowledge base 

of source documents is certainly not what we thought of when we started, and indeed might be 

considered to be a redefinition of the concept of comprehensive!   

  III.L.b.  LISBET M. HANSON M.D. 

Dr Hanson has been recognized for her leadership development of women’s health 

community and hospital-based programs, including adolescent  gynecology.  This is consistent 

with Lisbet’s valuable contribution as co-author of the module on hypertension throughout a 

women’s lifetime, expanding the focus  beyond hypertension in pregnancy and pre-eclampsia.  

Though we focus on maternal mortality, Lisbet recognizes the fact that most women spend 

most of their lives not pregnant, and that we must not lose focus and forget increasing 

hypertension and cardiovascular risk once women are beyond child-bearing years. In addition 

to the above Medical Society of Virginia and Krueger Foundation awards, in 2014 she received 

the regional Virginia YWCA Woman of Distinction in Medicine Award.   

Lisbet is one of the founding members of Mid-Atlantic Women’s Care that has grown to 

include more than 60 physicians. As another pioneering endeavor, most recently in 2017 she 

was recognized as a “Surgeon of Excellence in Robotic Surgery” in recognition of efforts 

developing a DaVinci robotic gynecologic surgery program and personal expertise in minimally 

invasive surgery for women.  Lisbet’s other passion is OBGYN ultrasound.  The International 

Society of Ultrasound in OBGYN (ISUOG) has recognized her an ISUOG Ambassador to the 

Caribbean and North America. She has been both lecturer and team leader for more than a 

dozen outreach trips to Africa and Haiti focused on maternal care, and now serves as Director 

of the ISUOG Global Outreach program.  She also has initiated programs for cervical cancer 

screening in low-resource countries.  A dedicated educator, Lisbet was teaching an ultrasound 

course in Cange, Haiti the day of the earthquake. Dr. Hanson’s passion and dedication towards 

women’s health in Haiti has been manifest by not only education and training, but the physical 

maternity unit construction as an important part of the remote Baptiste Clinic.  

Dr Hanson also has a passion for dance, and has enjoyed living in Europe, Canada, and 

the U.S. in pursuit of her first career as a professional ballet dancer. In 2019, Lisbet received the 

Ken McCarter award for distinguished alumni of the National Ballet School of Canada, and has 

been invited to be the speaker at the NBS 50th anniversary celebration.  Lisbet has been 

passionate and very involved in the arts.  She is both founder and Board President of TR Dance, 

a regional Virginia professional modern dance company.  There is a named Hanson Award given 

in recognition of those who demonstrate exemplary community service to dance and the arts.  

 

  III.L.c. LISA (NOVAJOSKY) SMITH   

 Pennsylvania State University graduate Lisa (Novajosky) Smith brings extensive problem 

solving and solution development experience in her 35 years with IBM. She has worked globally 



with Healthcare payers and providers, Federal, State & Local govt agencies, STEM education, 

local, regional and national organizations helping to address challenges with innovative/proven 

solutions. From enterprise-wide solutions for collaboration. mobile, counter-fraud, 

interoperability, population health, opioid crisis, privacy and security, cloud and advanced 

analytics, she has helped reduce cost, improve citizen engagement and service, improve health 

and healthcare services and detect and prevent fraud and improper payments in government, 

healthcare and insurance.  

 Lisa's focus has not changed - bringing experience, skills, and focus to help find ways to 

solve challenges, achieve goals and improve the lives of others, and particularly, undeserved.  

Lisa has been recognized on many occasions with the IBM Presidents Award.  Her passion is 

global, starting with the Baptiste Clinic and the Holy Family Church Haiti Committee.  Lisa was 

instrumental in CIC learning organization use of IBM Smart Cloud technology, and was liaison 

for CIC and initial UN ICT presentations which sowed the seeds for CIC/WHAG.   

 

  III.L.d.  DAVID PLUM, PE  

 Dave is a graduate of Old Dominion University in Civil Engineering.  With the experience 

of the oversight of multiple successful water and wastewater local, Virginia state, and federal 

projects.  Dave then took on the challenge of a large and very successful water project for the 

Baptiste community in Haiti, and has continued oversight and maintenance over the past 

decade to assure high quality functionality.  

 CIC recognizes one of the most important medical interventions accomplished is what 

Dave has accomplished with his safe water initiatives as an amazing engineering 

accomplishment in very challenging circumstances.  Old Dominion University has awarded Dave 

Plum the inaugural Humanitarian Award from the Frank Batten College of Engineering and 

Technology for his efforts in Haiti.  

  III.L.e.  ROBERT ST. THOMAS   

Robert St. Thomas is a retired USAF logistician and IBM Smarter Planet practitioner.  

Robert was the first to connect the dots between his strong faith-based activities, Information 

and Communication Technology, Academia, and the UN via the InfoPoverty group.  Initially 

focused on underserved communities due to societal displacements and natural disasters, his 

background in systems development and supply chain management has led to innovative 

approaches to global health and hypertension.  Leadership most recently includes UN related 

conferences to augment stakeholder communication. Robert has also been active with IBM 

Smart Small City initiatives and the Seat Pleasant project.  Robert shares his supply chain 

management and logistics expertise.  

 III.L.f THOMAS ROCCO M.D. FACC, FACP 



Thomas Rocco M.D. FACC, FACP, is an Emeritus Professor Cardiologist at the University 
of Rochester Medical Center in Rochester, NY.  He served as Director of Research, and has been 
actively involved as Principle Investigator in multiple clinical trials, and has multiple published 
manuscripts.  With an interest in healthcare disparities and medication adherence (see Module 
#X), he has been an active member of the Common Ground Community High Blood Pressure 
Collaborative, since its founding in 2010.  This collaborative now has a nine-county registry in 
Upstate NY, which includes approximately 225,000 hypertensive patients.   The collaborative 
has effectively improved blood pressure control, and works to prevent stroke, heart attack, 
kidney failure, and other complications of hypertension through initiatives in community and 
clinical settings.  From 2015 to 2017, the High Blood Pressure Collaborative was recognized with 
awards from the Centers for Disease Control and Prevention, National Business Group on 
Health, the Healthcare Association of New York State, the American Hospital Association, and 
the Association of Chamber of Commerce Executives.   Dr. Rocco was awarded the prestigious 
Community Impact Award by Greater Rochester Health Foundation in 2012. 

 
 III.L.g.  ROSEMARY PLUM RN 
 
 Rosemary Plum is a Registered Nurse with over 49 years of nursing experience in areas 

such as Critical Care, Home Health, Nursing Education and Case Management.  She has 

participated in Blood Pressure Measurement education for nursing faculty and medical 

students in Haiti and conducted community blood pressure screenings in Baptiste, Haiti.  As a 

CIC board member, she assisted in the development of the Hypertension Coloring Book.  As a 

community volunteer, she works with the Virginia Beach Medical Response Corp and the Beach 

Health Clinic.  Mrs. Plum is a past president of the American Association of University Women 

of Virginia and is currently the Affordable Housing Committee chair for the League of Women 

Voters of South Hampton Roads.   

 III.L.h.  DEBORAH GRAY, DNP, FNP-C, ANP-BC, FAANP 

Dr. Deborah Gray completed her Doctorate in Nursing as well as Post-Doctoral work in Global 

Health and Nursing Education at Old Dominion University in Norfolk, Virginia, where she is 

currently very active on the faculty.   She was selected as a U.S. Fulbright Core Scholar in Africa 

for 2018-2019, with a Fulbright project focused on Expanding Global Nursing Education, 

Collaboration, and Access to Care.   Deb has worked with Colleagues in Care on Hypertension 

Projects in both Haiti and Botswana.  Dr. Gray also chairs the Advanced Practice Nursing 

Research Group for the International Council of Nurses based in Geneva and is actively involved 

in the United Nations Foundation and other Global initiatives. She has practiced clinically as a 

Primary Care Provider in Virginia for the last 29 years, and represents the more than 8000 

Nurse Practitioners in Virginia as the current State Representative to the American Association 

of Nurse Practitioners. Dr. Gray was also inducted in June 2018 as a Fellow of the American 

Association of Nurse Practitioners for outstanding national and global contributions to clinical 

practice, research, education, and policy. 



  III.L.i.  T. BRAXTON McKEE, ESQ.    Ex Officio  

T. Braxton McKee is a graduate of University of Virginia Law School and is Chairman of 

Kaufman & Canoles’ Health Care Practice Group. He has more than 35 years of experience 

providing health care legal expertise on all areas of the law impacting medical practices, 

including Medicare/Medicaid laws and regulations, regulatory guidance, fraud and abuse, 

hospital-physician joint ventures, certificates of public need and day-to-day operational issues. 

Thanks in part to Braxton’s skill and experience, Kaufman & Canoles is considered a market 

leader when it comes to merging medical practices. Braxton has been involved in creating 

physician groups affiliated with most of the major hospitals and health systems throughout the 

Mid-Atlantic and in forming a multitude of joint ventures between physician groups and major 

hospital systems. He has helped form numerous independent physician practices and has 

represented hospitals, skilled nursing facilities and other providers in general healthcare 

matters. Braxton has also been involved in creating provider networks for insurance contracts 

and in developing physician practice management companies. Through his practice, Braxton 

has developed a thorough understanding of the business and regulatory issues that affect 

health care. 

III.L.J.  DAVID LIMROTH. CPA.   Ex Officio 

 David Limroth has been practicing public accounting with a focus on medical and dental 

practices since 1982, after graduating from the McIntire School of Commerce at the University 

of Virginia. He is a partner in BDO USA.  David has had significant community commitments, 

including with the American Heart Association, and organizations focused on the elderly as well 

as children.   

  

 III.M.  FINISHING WHERE WE STARTED, WITH FAMILY 

 You will recall that while addressing the question of why are we doing this in Module I, 

one of the answers given by the primary author is our shared humanity through the common 

bonds of family.  Perhaps that is a place to return full cycle as we complete the introduction.   

Dr Kenerson and Dr Hanson are partners on so many levels beyond CIC, but the “co-founding” 

that we are most proud of is our children.  Michael Kenerson M.D. is an Ear, Nose, and Throat 

surgeon whose fingerprints you may see in discussions of angioedema with the use of ACEI 

drugs in people of African and Asian ancestry, as well as the evils of the double insults of 

smoking and alcohol in the risk of head and neck surgery. Michael has had leadership 

responsibility in multiple ENT outreach trips to Honduras Michael’s wife Katie Flippen-Kenerson 

has extensive banking experience and her masters level accounting expertise in spread sheets, 

was invaluable for one generally unsophisticated in that arena. Katie also is very involved in the 

community, serving on the TR Dance Board.   As an attorney with a NYC international law firm 

who is quite familiar with writing briefs, Rose Kenerson Esq. was very understanding about late 

night Microsoft WORD program crises questions!  Beyond her standard day job responsibilities, 



Rose has been recognized for extensive pro-bono work on child rights and immigration.  Rose 

shares a passion for dance performance with her mother.  She is paying forward by serving on 

the Alumni Board of the Columbia Ballet Collaborative.  

 Family also is about siblings, and we are fortunate to be blessed with many.  It might be 

about reaching out to the World Bank or asking for advice on the realities of global healthcare 

politics from Karl Peter Hanson and Kinnon Scott.  Or it might be about reaching out to friends 

of our siblings like Paul Kenerson who are leaders in business, foundations, and academic 

worlds, and especially the efforts of Andy Devereaux. Ira Jackson  The willingness of family to 

help beyond personal comfort zones was truly an honor.  The resulting expanding circle of 

interest ripples and potential areas of identified influence was remarkable, and due to the 

willingness of family to throw their stones into the water to see what happens.  Marie Kenerson 

was the Chief Collaboration and Learning Officer for the fledgling Colleagues In Care,  and 

confirmed the importance of being a learning organization in whatever we do, and helped in 

setting the course for the journey.  Thanks to our family, and the families of all who support the 

sacrifices of our colleagues who care.  Special thanks to Carole Valentine, the sister of Dr Tom 

Rocco, who was recruited for the thankless job of using her professional expertise editing and 

translating the author’s flow of ideas from english into proper English! 

 III.N.  NEXT STEPS: CIC GLOCAL HYPERTENSION NETWORK (FOR LOW RESOURCE 

VENUES).  SITUATIONAL ANALYSES.  THE ESSENTIALS    The next step 

in the evolution is the Glocal (both global and local) Hypertension Network (focused on low-

resource venues), or CIC/GHN.  If you are interested in where we are going, and would like to 

access the CIC/WHAG modules as source documents for the defined fund of knowledge, we 

invite you to join the CIC/GHN.  We hope to develop an integrated and interacting network to 

build on CIC tenets of communication, cooperation, coordination, and collaboration   

 As mentioned, we have gone to extreme lengths of transparency to explain CIC and 

CIC/WHAG so that you can make informed participation decisions on whether to join our glocal 

hypertension network for low resource venues.  We sincerely hope that you will consider 

joining us in the battle to address the family-centric threat of hypertension and resulting stroke 

in un-served and under-served populations of the destitute poor.  The next module on 

situational analyses will allow you to evaluate your specific situation as you make further 

decisions, whether those decision are to build programs in step-wise fashion or to explore 

networking.  Once we transition to Module V and beyond, it is more about the serious business 

of foundational knowledge acquisition and implementation.   

 Thank you for your consideration, and thank you for all you do.  

 

 John G. Kenerson M.D., FACC.  

Co-Founder and President Colleagues In Care 



Director, World Hypertension Action Group  

WHL Envoy for the Faith Based Organization Medical Mission Initiative  

July, 2020  
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