@ CATHOLIC DIOCESE of IFAKARA ‘i

PROFILE

HELPING DEVELOP THE WHOLE COMMUNITY

(ifakaradiocese@gmail.com)

WHO AND WHERE ARE WE ?
We are a Roman Catholic faith community based in Ifakara, a market town in Morogoro Region souther
Tanzania, East Ada. & South 3? East. You will find us situated in the Kilombero Valley flanked to the
North West by the Udzungwa Mountains National Park and to the South East; Ulanga District and th
Selous Game Reserve (the largest in Africa). The valley containb#ésdaKswamp and forms the largest
seasonal wetland (a RAMSAR site) in East Africa. Its 38 permanent rivers join the Great Ruaha River to f
the Rufiji river delta. The valley is fertile and most of the population are subsistence farmers, cultivating
mainly rice and maize as well as livestock and fishing. Despite this, lack of development means the major
of the population remains poor with access to limited facilities.

SOME HISTORY

The first Christian missionaries to settle this area were the Beimedidtom St. Otilien in Germany
during colonisation which started in the 1890¢
resident population was either Muslim or Pagan and sought to evangelize the area between the Great
Ruaha River to the Nortmd Kilombero River to the South. In those days missionaries used to walk on
foot from Dar es Salaam to Mahenge and to the South. Often they would rest at Kiberege on the Ifakara
road (400km from Dar es Salaam) where there was a Germany military base.

X t Pioneers
. e ‘. .| This small group of
il = W\ Capuchins were

amongst the very first
missionaries to arrive
in then Tanganyika,
which at the time was
Muslim or Pagan. In a
country this size with
few roads, they faced &
monumental
challenge. Much of the
O2dzy U NB Q&
infrastructure was

built by missionaries.

After the end of the Maji Maji uprising in 1907, the German Army (Shutztruppe) closed their camp at
Kiberege and the Catholic Missionaries bought the land for just 88 rupees. Thereafter, on the 12th
December 1909, Kerege was officially opened as a Missionary station by Fr. Josef Damm and Brother
Erhard.

Maybe the reason the land was so cheap was that it wagifgyywet and unhealthy. Many of the
surrounding settlements lay deserted after the Maji Maji War.r&sudt, on 19th March 1912, Bishop
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Thomas Spreiter instructed the Kiberege Missionaries to close the station and shift all their books,
(including Baptismal records) and took the name of the Patron Saint Andrew the Apostle and other
belongings to Ifakaralhis was concluded during the Holy Week of 1913.

The First World War ended in the defeat of Germany and her empire by the British and her allies in
1918. Tanganyika became a Protectorate of the British who expelled the German Benedictines and
replaced then with the Swiss Priests of the Missionaries of Africa, who were commonly known as the
White Fathers. The whole area of Mahenge and Ifakara was placed under the stewardship of the Swiss
Franciscan Capuchin Fathers and this was confirmed by Vatican in t9%4&s these Franciscan
Capuchin Fathers who really started the evangelization and development of the Mahenge and Ifakara
region. They started administering sacraments; building schools; churches; convents, and centres for the
disabled. They were prolifiand industrious builders constructing parish houses and opening up several
dispensaries, some of which developed into hospitals. No less a contribution and commitment to the
early development of this community was made by nuns, particularlyStises Bale&gg Sisters
(PICTURED BELOW).

(Many of these devoted people lie in the cemetery behind St. Andrews Church opposite St. Benignis
Girls Secondary School).

Swiss Baldegg Sistey€hallenged with developing an area the size of their own country

Mr. Kasian Mhenga from Ifakara was the first Catholic Christian to be baptized ¢hJaly, 1910
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Ifakara was formally under the Catholic Diocese of Mahenge before Ifakara Diocese w
officially inaugurated on 14th January 2012. This is the newest Cabiokese in the country
and with its first Local Ordinary being Bishop Salutaris Melchior Libena.
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Clerics & Religious Personnel Working in the Diocese and Origins

(As per Diocese Directory February 2019)

Diocesan Prigs 29
Missionary Capuchin Priests 1
Indigenous Capuchin Priests 4

Priests Holy Spirit Fathers 2
Missionaries of Heralds of Good News 4 India
Missionaries of Compassion 3 India
Precious Blood Fathers 2
Franciscan Capuchin Brothers 8
Franciscan Sisters of Charity 115 | Mahenge
Franciscan Clarist Sisters 9 India
Good News Sisters 4 India
{d2NB aAyAYS 5StfQ! RR2f 2NI 4 Italy
Ursuline Sisters of Sacred Heart of Jesus Argonizing 7 Italy
Sisters of the Theloly Spirit 4 India
Seva Missionary of Mary 4 India
Sisters of Destitute 4 India
Catechists 138
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The local ordinary,
Deaneries, Directors

THE SUPREME POLICY MAKING ORGAN

e
supreme policy making organ of the Diocese. This oﬁﬁan
will provide a framework for a strategic vision for the

Board of Consultancy, Heads o
and Heads of Department are

Diocese.

J

HEADS OF PARISHES

The Deaneries are sub divided into 23 Parishes und
respective Parish Priests charged with the day to d
running of the Parishes and implementing the policies

set up by the Supreme Policy Making Organ

J

THE DIOCESE MANAGEMENT TEAM (DMT)

The Diocese Management Team (DMT) or Dioce
Management Committee (DMC) manages the Diocese
twelve departments namely Finance, Pastoral, Liturgy,
Caritas, Development, Education, Health,

Communication, Pontifical Mission Societies, Lay
Apostolate, Youth Apostolate and Catechesis. There
also Commissions that is, Ecumenism, Interreligiou:
Dialogue, Land, Justice and Peace, Family and Marriage
and Canon Law.
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A Priest working in the
community.

The Church plays a major
role in rural village life
throughout the country
and encourages active
participation by all
community groups.

One of the many groups
the Church organises.
This one is called
VIWAWA which
translates to Christian
youth workers.

Tanzanian Young Catholic
Students group during
Easter Conference

Not only doeshe Church play an active part in local communities, it also runs some large and important institutions
as well as smaller centres across the Diocese. So many in fact, it has not been possible to feature every one of the
this profile. All are mentioneldowever and certain ones were chosen to participate in compiling a feature article.
Historically the Church has concentrated on developing the essential services of Health and Education.
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HEALTH

Centres and Institutions dedicated to the health and wbking of the community:
Kisawasawa Health Center; Kisawasawa.
Divine Mercy Home for the aged and orphans; Lungongole.
St. Alphonsa Dispensary; Lungongole.
St. Judas Thaddeus Health Center; Mbingu.
St. Elizabeth Orphanage; Mbingu.
Mchombe Parish Dispensary,chbmbe.
Parish Dispensary; Merera.
Katurukila Dispensary; Mkula.
St. Marys Dispensary; Mofu.
10 Parish Dispensary; Mpanga.
11.Good Samaritan Hospital; Msolwa.
12.Parish Dispensary; Taweta.

"‘_-

©CoN Ok bR

» & @
ST. FRANCIS
REFERRAL HOSPITAL

info@stfrancisreferralhospital.or.tz WWW. stfranmsreferralhospltal or.tz

welcome to St. Francis Referral Hospital

St. Francis Hospital belongs to the Roman Catholic Diocese of Ifakara operates in collaboration with the
government of Tanzania. It is a referral hospital at regional level but also has an agreement with

Ifakara Town Council  to operate as its main hospital. The hospital was upgraded to be one of the
referral hospitals at regional level in 2010 by the Ministry of Health and Social Welfare serving mainly
Kilombero, Malinyi and Ulanga and part of Kilosa Districts, which together have an approximate
population of 800,000.

o i S TS G

Hospital Background

The history of SFRH dates back to 1921 when the Baldegg Sisters from Switzerland opened the first
dispensary in Ifakara. In 1931 a 30 bedded hospital was built and managed by nuns for twenty years
until the first medical officer arrived in 1951. The main b uildings of the present hospital were built in
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the late fifties by Dr. Karl Scheopf, a surgeon from Austria who is still well remembered by many

people in Ifakara and beyond. As the demand for services increased, facilities were gradually expanded

to the p resent 371 bed capacity. In 1975 the district of Ulanga was divided and a new district of
Kilombero was established. The District of Kilombero had no government hospital at that time so in

1976, by mutual agreement between the Diocese of Mahenge and the Go vernment of Tanzania, the
hospital was turned to be a Designated District Hospital of Kilombero. The Diocese retains the
ownership of the hospital and is also responsible for its management. The Board of Governors (BOG)

under the chair of the Bishop is ove rall responsible for the management of the hospital. In addition
currently SFRH is a referral hospital for all other hospitals in the Kilombero, Malinyi and Ulanga
Districts, as well as part of Kilosa District.

The memorial stone in the yard tbie old hospital This is the )
place where admissions of SFDH patients started in 1930 The old dispensarv

Planned to meet European standards

The new hospital was planned by Dr. Karl Schoepf himself. It was his goal to build a modern hospital

with European standards. Its architecture is therefore 1 according to the tropical climate T bright, open
and airy in all directions, with big windows, wide terraces in front of every ward and spacious areas of

lawn between the buildings. On the other hand, the functional arrangement corresponds in its logic to
the European example.

The whole hospital is a ground -levelled construction, except for two one - storey buildings on either end
of the central longitudinal axis formed by a broad roofed corridor open to bo th sides. The main
entrance is situated on the ground floor of the front building. The offices of Administration and Medical

Director lie on the first floor. In the rear building there are a kitchen, the library, the pharmacy, the

hospital chapel and the o ffices of the new University.

The foundations of the whole hospital are more than half a meter higher than the lawn, so as to

safeguard the buildings against being flooded in the rainy season, even during heavy thunderstorms.

Finally, all important connect ing passages are roofed.
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MISSION
We are Roman Catholic Faith Based Referral Hospital at Region level that promotes holistic health
services through provision of quality, accessible, equitable and affordable health care services to
the people in  Ulanga and Kilombero districts.

VISION
To be a competent and cost effective Referral Hospital at Regional level, providing compassionate,
safe, quality and reliable sustainable specialist care for improved quality of life of the people in the
catchment are a.

Departments

St. Francis Hospital has 371 beds and is divided into departments for Surgery; Internal Medicine;
Gynaecology and Obstetrics, Paediatrics; Chronic Diseases and Intensive Care. Additionally, there are

Out patient sé6 de p &mergeneyy Dental Maditine; Physiotherapy; Occupational Therapy;
Psychiatry; Reproductive Health; Radiology; a Laboratory; a Pharmacy and a Special Pharmacy Unit for

the production of infusions. Outpatients are examined and treated in a special building si tuated in front
of the hospital, with departments for eye diseases, skin diseases and HIV/AIDS.

Financing
The hospital is co -financed by the Tanzanian Government and the Diocese of Ifakara. Running costs
such as basic salaries of some employees and certain medicaments are covered by the government

accounting for 42% of the annual hospital budget. The Diocese is responsible for the maintenance of

buildings and equipment, for investments, and bonuses.

ACo-Stharingd is another i mpor t aeahs, patentsrae eharged a ¢emamamoent |t m
of money for hospital stays; treatment; investigations; operations and medicaments. Only very poor

people; pregnant women and children are exempt from this charge. The income from this source

amounts to 36% of th e budget.

Theoretically, this financing model seems to be reasonable. Unfortunately, in practice it does not work

as well as it should.

A Short Story about how Austr

| f akar aoget-Rag mackeing toXanzania

During our stay in Ifakara iMay we noticed that the -Xay device was in bad shape. One month later, the
nearly 4Qyear old machine broke down. Our association therefore decided to buy a-feandne. The
radiographer arranged a meeting with representatives of Siemens Innsbruckcorhgany offered an
uncomplicated device, yet quite suitable for tropical regions, a Bucky wall unit included. A Siemel
GadzZ GAE{ 6AYIk+xSNIAEE dzy Al YSG 2dzNJ aLISOATFAOI G A 2y
ray machines offered by othdirms. The board of our association decided to start a donation appeal
0SOldzaS 6S aAayYLX e RARYyQO KIFE@S GKS NBIldANBR | {E
Government of Tyrol, a lot of Tyrolean doctors, the Medalp Clinics Tyrol andomaatg donors who had
organized highly successful charity events, we accomplished the impossible. The necessary money coul
raised within two months. We ordered thea§ machine and determined the date of installation in Ifakara.

A small team was to oversee the assembly of the machine and the training of the personnel. They set off
Tanzania on October 31 2009. To put it simply, troubles continued. Instead of a promised flight transpc
the device was sent by ship, with thremtvers in Hamburg, Rotterdam and Salalah/Oman, which

NBadzZ 6SR Ay | RSfle& 2F ySINIeé uw 6SS1ad ¢KS akKka
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flight back to Europe. In the meantime, we restored the eftdyXroom so as to make it go walith our
visual and hygienic idea8ut it was much more important to adapt the room to radiation protection
regulations, which are a must in Tanzania as well. It was quite a tough job to take all the necessal
measures. For example, two thirds of thea} room windows had to be bricked up and the doors had to be
provided with lead sheets. At the front of the lorry which delivered tNdX@ Y I OKAYy S 2y S O
Ad DNBIFGEZ YR AYy FFLOUZ 6S 6SNBE Ay RANB ySSR 27

Finally, on December 4 the-bay device arrived in Ifakara. A team from Vanguard Ltd started the
installation on 06/12/09, and within two days the job was done. Tuesday 8/12 and Wednesday 9/12 wer
devoted to the training of the localidy staff. We had it annoused over the radio that-Xay examinations

in those days were free of charge. The result was that patients usually coming when it is nearly too late f
medical help, thronged the waiting room. Our staff had more than enough opportunity for training.

On Fiday 11/12 the Right Rev. Bishop Agapit Ndorobo celebrated Holy Mass and christened theagew X
department in a solemn ceremony in the presence of the Austrian Honorary Consul Mr. Helmut Suitne
Afterwards, the employees of the hospital and the popatabf Ifakara threw a legendary party. | would
like to remark that our association organized this feast to also inform the people of the region about the
FOGAQGAGASE 2F 2dz2NJ 1 a420AFGA2y® 2S glyd (G2 har& &
Prashant Gocarn, the members of our association, the representatives and the staff of the hospital and M
Hannes Steinkellner from Siemens Innsbruck, who all gave us helping hands. Renate Schwamberger
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Hospital Management
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Challenges We Face

Shortage of doctors, of specialists in particular: At the moment not more than 6 specialists are
working in the hospital. If you compare this number to the large amount of patients, lack of
medicaments. The turnover rate of doctors is very high. The cause may be that Ifakara lies in a remote

region. It is very difficult to persuade doctors to move to the bush, far away from the capital. Low

salaries are another problem

Drug supply by the go vernment is not reliable: Under normal circumstances, the hospital is
provided by the government -run AMedi cal Depart ment St oreo i n Dar
medicaments are not available due to shortage of money, the hospital has to buy the necessary drugs

in local and private pharmacies.

Budget: There is hardly any budget to buy new hospital equipment. Most devices are therefore out

dated. As soon as they stop working they cannot be replaced by new ones.

Uncertain water and electricity supply: The hospital has four water -drill -holes with old groundwater
pumps. In addition, the hospital is connected to the public electricity grid, so there are very often

powers cuts sometimes for several hours or even days.

Insufficient laboratory equipment: Many devices in  the laboratory are very simple and out dated.
Naturally, this leads to great problems in the diagnosis of many diseases.

To address these problems, the Hospital is
supported by the Austrian charity
AfDoctors for | fakarao w

1 Financing the training of doctors
and specialists and
upgrading of other personnel.

1 Providing the hospital with
medicaments and necessary equipment.

1 Regularly visiting the hospital by members

of our association tosupport doctors and Department of premature infants

nurses and check equipment.

Also, in collaboration with the Swiss Development Co -operation agency, the hospital is being
renovated; expanded and equipped.

What we delivered in 2018

6 Specialists; 11 Medical Officers; 11 Assistant Medical Officers; 23 Interns
and 125 Nurses treated around:

100, 000 Outpatients.
17, 000 Inpatients.

And Delivered over 5, 000
babies.
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NAZARETH CENTRE

S~ — - L —

LEPROSYa disease regarded by the vast majority in the developed world as one of the Middle Ages. Itis
up there with The Black DeafRlague) as the scourge of medieval society. Perhaps then, it is no surprise
that the Diocese has a centre for the disease so often mentioned in the Bible.

History

Leprosy is stigmatized even here in Africa, where Leprosy and its close cousin Tgim(GED live closely
with their new companion HIV. Treatment of the disease in Ifakara was pioneered by Sister Arnoda, wh
set up a small treatment centre made of mud and thatch until she died in 1962. The mantle was ther
passed to another Baldegg Siskaria Paulo, whose name is still much revered in these parts. She started
the project constructing the modern centre in 1964. Construction was completed at the end of 1965 anc
the new St. Vincent de Paul Centre (as it was then known) was opened by tesd®afdnnsbruck on's
August 1967.
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The Team and a calling

The 8 members of the team here at Nazareth today have to be dedicated to treating the afflicted of what i
stigmatized by ignorance even here, where the disease is present in the comnnattisyr, than a distant
memory of the Dark Ages. Head of the Centre Sister Agatha is one of two trained nurses and has served
here since 1992. Enock Kahisi, the clinician has being diagnosing patients for over 34 years. It might
surprise you to hear that nifier of them has ever contracted the disease infamous for being contagious by
touch alone. This small hard working group care for édatients and another 72 in the community (as
January 2019). They provide:

1. Initial diagnosis and treatment.

2. Out-patient supervision of drug treatment and counselling. Drugs are provided by the local
government District TB and Leprosy-@dinator.

3. In-patient treatment for illness and complications in collaboration with St. Francis Referral Hospital.

4. Residential care for defmed; disabled and those with no close family.

5. Basic prosthetic aid for the deformed and disabled.

You might be wandering how only eight staff care fepatients alone, eight times their own number. Not
2yt e IINBE G§KS LI A Sy {exgecte koYok ingout lalsb fhe pafests tiethseVedzy A (1 &
Leprosy is debilitating only in the later stages. Otherwise patients too can help with cleaning, food
preparation, washing clothes etc.
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The Hare & The TortoiseWhat do you know about Leprosy?
Hereis a mix of comfortable and uncomfortable facts:

T

Leprosy attacks the nerves and is caused by Mycobacterium Leprae, which has four strains varyi
in virulence. It is of the same family of bacilli as Tuberculosis.

It is an airborne pathogen contracted bgntaminated droplets spread through coughing, sneezing,
even talking and rarely, kissing. It is not congenital but can be passed to children via infecte
parents through long standing close contact.

The bacterium is internal and though found in the subogiaus layer, is not present on the surface

of the skin. Therefore YOU CANNOT CATCH IT BY TOUE@KENGhe desensory skin patches
caused.

If left untreated, it can lead to severe deformity, especially affecting the eyes; limbs; fingers and
toes. Howeveyou cannot contract the bacilli even by touching deformed limbs and fingers.

Leprosy has two categories; mdiacillary (MD) meaning many bacterial infection and
paucibacillary (PB) meaning few. Which type you contract depends on your level of expodure
IMMUNITY. If you have Leprosy PB it can worsen to MB through lack of treatment and degradatio
of immunity. If you have Leprosy MB it cannot lessen to PB (as with HIV). The solution to both |
TREATMENT.

LEPROSY IS COMPLETELY CUR#BLEoOoNner the btter. Leprosy PB takes a DAILY course of
tablets lasting 6 months; MB takes 12 months. Then you are completely cured. If you do no
complete the course however, the bacillus can become drug resigtdr@n you are in big trouble.

This is why supervisias important.
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1 Leprosy is a tortoise compared to its cousin haréB. It is not highly infectious and has an
AyOdzo I A2y LISNA2R 2F 0SGeSSy p FyR GoSyie &¢
pQad / 2y BSNESE & @& 2 dznddhduifdR anGtBeytitoNdkecdés. A 1 G 2RI @

1 TB is another airborne bacillus many have confined to the past. A family member of Leprosy it, T
on the other hand, is highly infectious and symptomatic within months not years. Together joined
by HIV, the three are linkedue to types of treatment and supervision required and their common
link with the IMMUNE SYSTEM. Over half of people diagnosed with TB will be HIV+.

)

¢ KNBS FTNASYRa @2dz R2y Qi sl yid G2 YS

(Vo))
.
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A Rough Guide to Etiquette

Those who have been tafrica will know that shaking hands (with varying levels of complexity) is the
customary way people greet each other. Due to the stigma attached, few people with deformities cause«
by Leprosy will offer to shake your hand due to embarrassment. Of couese th no reason why you
aK2dzZ RyQl YR adzZFFSNBENE NBE 0SAy3 SyO2dzNF ISR
surprised by your own reaction. Here are three suggested reactions:

1 For the not so brave tap the deformed hand (like the falallers do).
1 For intermediate levet grasp the wrist and shake firmly.
1 For the truly enlightened fully grasp the stump and shake heartily.

Patients with Leprosy COMPLETELY CURED by NAZARETH CENTRE
2017 =72

2018 = 86
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EDUCATION

Centres andchools dedicated to education and youth development:

St. Augustine Kindergarten & Primary School; Chita.

St. Benedict Montessori Nursery School; Idete.

St. Joseph Vocational Training Centre; Ifakara.

{Gd al NEQa /IFUGK2ftAO bdzNBESNE {OK22fT YAOlI2YA®
Malecela 8condary School; Kilombero.

St. Francis Xavier Nursery School; Kisawasawa.

Queen Mary Secondary School; Kikwawila.

St. Martin Girls Secondary School; Mbingu.

St. Theresa Nursery School; Mbingu.

Mchombe Parish Kindergarten; Mchombe.

Kindergarten of SfTeresa of Child Jesus; Merera.

Sole Secondary School; Sole.

{0 W2aSLIKQa bdzZNESNE {OK22fT alLly3al o
Assumption Pré’rimary & Primary School; Msolwa.

Compassion Secondary School; Msolwa.

Namwawala Kindergarten; Namwawala.

St. Mathias Mulumba Nursery School;aNyeo.

Tandele Mlimani Kindergarten; Tandele Mlimani.

GbSé YARA Itytthe Bidkesesin@w@st school St.Raphael
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RENIGNIS GIRLS SECONDARY SCHODL

: Benignis Girls Secondary School started life as Benignis Centre back it $hée .Oltbwas founded by Sr. BenigniBoxler, a|
| missionary Swiss Baldegg Sister. In the beginning, the centre was a nursery school which also taught vocational skiievsunch;
. and tailoring to local women. 18012 Benignis Girls Secondary School was opened to provide secondary eduocatigirls and
*keeping with tradition, vocational skills | ibtkaﬂ:iingsecbridaryrsi:hm!
| targeting bright, motivated and economically disadvantaged girls. Levels Form one to form foewvefOare taught. 2013 the -
* Centre added a primary school, so now offers nursery and primagyumational dagchooling for both girls and boys.

| The mission of Benignis Girls Secondary School is to promote impr¢
: access to higluality secondary education for marginalized
| vulnerable Tanzanian girls emphasizing on science subjects.

; Wh|le the government struggles to keep up Wlth the rlsnmlmon Of 1 g

| orphans and vulnerable children, the resources and the budget alloce
: this program is very little. Girls and the women at large represe
| enormous untapped resoarin Tanzania if the proper solution to th
! problem cannot be identified and solved. The ripple effects of educie¥
- girls are powerful, yielding benefits on a much wider scale than merel§

| the individual girls who are reached. Girls with secondary &filuc .
- become knowledgeable, skilled women who enjoy greater degaisédimg
. power in their own households and make valuable contributions in
I workplacesWith Secondary education level many girls will becor!
. strong, dynamic leaders, guiding social mh@ processes in thei
| communities and nation.

- Itis our great hope that Benignis girls secondary school will keep on '
blessed and shinning in academic performance.

Benignis Nursery & Primary School : Nursery = 82 Stude|
Primary = 354 Students (Total 27 Staff).
Benignis Girls Secondary School : 341 Students (44 Staﬁ|

| Benignis Nursery & Primary School plamgitroduce

. boarding facilities for both boys and girls.

| Benignis Girls Secondary School plans to extend the le
education offered to A.evel.

| The Benignis Girls Secondary School For More Information Visit us I
- In 2014 Form 2: Score Distinction = 34, Merit = 6, Credit = 0,Pass = 0 and Fail =0 on ;
| In 2016 Form 4: Score DI\E5, DIV-11 =23, DIV Il = 6, DIVIV=0 and DIVO =0 Www.benignis.sc.tz ]
- In 2017 Form 2: Score DI\= 47, DIVII =5, DIVl =0, DIVIV=0 and DIVO =0 you can see more about I
| In 2017 Form 4: Score DI\E 6, DIV Il =21, DIMIII = 0, DIVIV=0 and DIVO =0 Benignis

. In 2018 Form 2: Score DI\E 74, DIV 1l =4, DIV 11 = 0, DIVIV=0 and DIYO =0 or I

| In2018 Form 4: Score DI 15, DIVl =17, DIVIIl = 2, DIVIV=1 and DIVO = 0 www.maktaba.tetea.org



http://www.benignis.sc.tz/
http://www.maktaba.tetea.org/

BETHLEHEM CENTRE

FOR MENTALLY DISABLED CHILDREN
( BETHLEHEMCENTRE1@HOTMAIL.COM )

Life for mentally retarded children can be particularly tough in Tanzania. They are often stigmatised an
even abused. Bethlehem Centre offers them a chance to learn and integrate into the community and als
guides other children to integrate with them.

HISTORY

The Centre was founded in 1979 by the Tanzanian Episcopal Conference under the patronage of the th
Bishop Iteka of Mahenge. Brother Edwin Moos was tasked with building and developing the centre o
twelve acres of land. It opened on M ®arch 1986with just ten children. The objectives of the centre
then, as now are to provide:

1 Residential care and quality education services for mentally retarded and normal children.
1 Mentally retarded children and youth with practical craft skills.

1 Sensitization othe community of the rights of mentally retarded children.

1 Integrated education and practical training.

THIRTY YEARS LATER

Today (2019) the Centre operates a Kindergarten for 84 normal local children and 96 students with speci
needs from all over theountry. Capacity of the Centre is 120 with enrolment age qf18 years. The
Centre is ceeducational with the Special Needs part being boarding. We try tesssthin as much as
possible and the Centre has a further 90 acres of agricultural land t¢ Rle Kms away. We have 6
jdzZ €t AFASR &ALISOALET ySSRa GSFOKAYy3a aidlFF¥ oA Geb mH
training course completing a total staff strength of 52.

VISION
Full and quality inclusion of
people with mental disability in
Tanzania giving them
independence as far as is
possible.

= e 2

KINDERGARTEMIthough the Kindergarten teaches normal childssparately, all children

mix happily together at play and at meal times.
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MISSION
Empowering our children and youth thrgh better care; quality education; training and providi
them the opportunity and environment to access their rehabilitation and resettlement

TEACHING CHILDREN WITH SPECIAL NEEDS
ADMISSIONAII children are welcome here and they come from all oa1Z&nia. First they and their
LI NByida NB aaSaasSR o0& 2dzNJ { LISOAIf bSSRa adal ¥¥

LEVEL & Of course children are
admitted of various levels of mental
ability. Some cannot wash, go to the
toilet or even eatwvithout their
parents when they first arrive. The
first stage teaches kids basic
therapeutic and selhelp skills. They
are also taught basic words and
shapes. Basic speech; language skil
and physiotherapy also start at this
level.
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LEVEL 2 Learning numbers and letters of the alphabet comes next. Children are taught to co
and form words. Throughout their time here they generally need no encouragement on doing
kids do best, playing with other kids.

LEVEL 8 Students then progres to preprimary

level, learning basic literacy and numeracy; readir
writing and simple maths. Eventually some manag
to progress to enrol at a usual primary school whil
still residing at our Centre (2 in 2018).
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ONGOING ASSESSMENT AND GRADUATION

Of course there is no standard school cycle for children with
special needs. They leave when they are ready to do so, upon t
agreement of teachers and parents.K N2 dz3a K 2 dzi (i K §
with us, his or her progress is continually monitored and assess
by our specialist staff:

CHALLENGES AND THE
FUTURE

1 We teach the Ministry of Education Curriculum for
Mentally Disabled Children.

1 We hold a seminar on mental disability and parental
resporsibility for parents and staff at the beginning of eac
school term.

1 After initial assessment the child is assessed every three
months.

1 Atthe end of each year, if the child is ready to move on,
after discussion with and agreement of the parents, the
childgraduates.

1 Children who get to a certain point and progress no furthg
are given an Individual Education Programme.

In 2018 two of
our children
graduated to
standard one
Primary School.
We have two who
went on to
secondary school
in 2017.
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HISTORY

Ly GKS mdbdpnQa ¢yl lFyAl gta FIFOSR gAGK | ylLaGAz2y
Just five schools produced aroundrgre 100 nurses annually. In 1993 here in Ifakara, thpadxdirector

of St. Francis Hospital Dr. Ryszard Jankiewicz took the initiative to use hospital resources to create t
General Nursing Diploma Upgrading Course (GNDUC). In September 1994iyéhiasatie B nurses with a
minimum of 3 years work experience were enrolled in a two year Diploma course to upgrade to Grade A.

In 2004 the Edgar Maranta School was opened for secondary school leavers with D passes in Physics al
grades in Chemistry & @ogy to pursue a Diploma in Nursing. Those with D passes in these subjects coul
enrol for Certificate level. In January 2013 these two schools were merged into the Edgar Maranta Scha
of Nursing, named after the late Capuchin Brother Edgar Maranta,eioBishop of Mahenge.

Vision

A sustainable training institution for
delivery of health care and quality
services characterized by Equity,
affordability and accessibility resulting
in healthy and peaceful communities.
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