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Activities of Magna  
Children at Risk
Generous contributions from individual donors, 
corporations, foundations and official development 
programs allowed MAGNA to realize and run 
projects described in this section. Brief information 
on our activities in specific countries can be 
found. More detailed information, please visit 
our website www.magna.sk (Slovak version) or 
www.magnachildrenatrisk.org (English version).

Our activities in numbers  
in 2012
152,146 Outpatient medical consultations

540 Hospitalizations
8,225 Deliveries provided
2,445 Patients registered in MAGNA-supported 

HIV/AIDS programs
47 Orphans with HIV/AIDS in complex care

386 Survivors treated in MAGNA’s sexual 
violence program

12,503 People tested for HIV status
15,566 Patients registered in MAGNA-supported 

nutritional programs
4,230 Home visits provided by MAGNA social workers

32,795 Patients treated with malaria
45,599 Psychosocial consultations for HIV/AIDS 

patients provided
62,390 Children screened for nutritional status
25,414 Patients immunized
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Dear friends,

Many disasters and tragic events remain in the 
international news for only a short period of time. 
Natural catastrophes, war conflicts or famine – 
thousands of people are affected over a very long 
period of time. For our field workers, this is a daily 
reality. Hundreds of people from Magna Children at 
Risk (MAGNA) are trying to change this reality every 
day with hard work, dedication and drive. Every year 
brings us new situations, challenges and obstacles. 
Our biggest motivation and driving force are the small 
victories and successes that we face on this road.

At the end of 2011, MAGNA opened a mission in 
South Sudan. The world’s newest country, emerged 
from 45 years of war with a weak and under-funded 
health system and daunting epidemiological 
challenges. While the Ministry of Health (MOH) is 
beginning to take charge of health facilities, it does 
not yet have the capacity to ensure adequate and 
equitable health care services. Our activities in South 
Sudan are being implemented in Terekeka region of 
Central Equatoria state. It is challenging to work in 
a country with no electricity, no roads, no hospitals 
and low security. Terekeka is one of the counties 
in South Sudan, which is occupied by pastoralist 
tribes and full of internally displaced people who 
came back to this area after years of living in the 
north. Oftentimes, families report having attended 
the traditional healer for care as a first line response 
while the formal, public system is a last resort in 
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many cases due to limited access and low healthcare 
quality. In 2012, we increased access to high-quality 
primary healthcare through facility-based and 
community-based health projects. In just a few 
months, we have treated over 30,000 patients with 
malaria and conducted almost 50,000 medical 
consultations, among other activities.

In DR Congo, the country with the second 
highest acute malnutrition rate in the world, we 
have increased the coverage of our nutritional 
interventions with almost 400 newly registered 
patients every month. Assistance to victims of sexual 
violence in DR Congo almost doubled in the year 
2012, with a shocking number of children, who made 
up 92 % of our patients (See photographs inside).

In 2012 we continued to implement projects in 
response to a critical drought situation along the 
Kenya/Somalia border. While conditions have 
begun to improve in parts of the region, challenges 
remain for the families who live there and the 
aid workers who are trying to provide assistance. 
A severe drought in the Horn of Africa has killed tens 
of thousands of children and pushed millions of 
families to the brink of starvation. At the height of the 
crisis, an estimated 35 % of all children in the region 
faced emergency levels of malnutrition. MAGNA has 
registered and treated over 10,000 children in the 
region during 2012.

Cambodia is the longest-running MAGNA mission, 
and we have been working here for ten years. In 2012 
we successfully expanded our nutritional treatment 
program to three provinces.

Our humanitarian activities in South Sudan, DR 
Congo, Cambodia will continue in 2013 as well, with 
the aim of decreasing the amount child mortality 
due to malnutrition, HIV/AIDS, maternal health and 
infection diseases. In 2013 we will return to Myanmar 
(Burma), where we were present during cyclone 
Nargis (2008 – 2009) and are now in the process of 
opening a permanent mission.

You are part of a group of people who support Magna 
Children at Risk activities and it is thanks to you 
that our workers are able to save patients and give 
them hope in difficult conditions all over the world. 
We would like to thank you, on behalf of our workers 
in the field as well as in our offices, but mostly 
on behalf of our patients, for your support in our 
humanitarian work.

Martin Bandžák
Chairman of the Board of Directors



6 | magna children at risk annual report 2012

Description Of Activities

PRIMARY HEALTH CARE

The strategic focus of MAGNA projects, is to 
support the local health system in developing and 
strengthening technical and operational capacities 
necessary to provide timely, life-saving health 
interventions for infants, children and adults in 
rural areas and to ensure that those interventions 
are sustained over time. The activities under this 
program focus on:
(1) Improving maternal, infant and child survival by 

providing medical care
(2) Providing vaccinations
(3) Micro-nutrient and nutrition provisions in 

nutritional interventions
(4) Prenatal and postnatal care
(5) Advising on better hygiene and sanitation 

practices
(6) Family planning
(7) Psychosocial support
(8) Improvement of the health infrastructure by 

constructing latrines and wells
(9) Malaria and other vector-borne diseases
(10) Rehabilitation/renovation and equipment of 

health facilities.

NUTRITION

MAGNA nutritional programs treat and prevent acute 
malnutrition in those most vulnerable, including 
young children and pregnant or nursing women. The 
core components of these programmes include an 
evaluation of the community’s nutritional needs, 

the treatment and prevention of malnutrition, and 
technical training for local and national staff in 
charge of nutrition and public health.

MATERNAL HEALTH

To reduce the number of women dying in childbirth, 
MAGNA is improving maternal care by establishing 
models of maternal health technical support at 
health facilities, training traditional birth attendants 
(TBAs), supporting community midwives and making 
maternal health care more accessible to women 
before, during and after pregnancy. By improving 
medical treatment, improving medical infrastructure, 
running vaccination programs, encouraging 
breastfeeding and establishing feeding clinics for 
those suffering from malnutrition, MAGNA is helping 
children live to celebrate their fifth birthday.

HIV/AIDS

MAGNA HIV/AIDS programs include treatment 
(incl. ARV), education and awareness, condom 
distribution, testing and diagnosis, counseling and 
prevention of mother-to-child transmission (PMTCT).

SEXUAL VIOLENCE

MAGNA offers medical care, treatment to prevent the 
development of sexually transmitted infections, and 
psychological, social and legal support to patients 
who have suffered sexual violence. In settings where 
the incidence of sexual violence is higher, such 
as conflict zones or refugee or displaced persons 
camps, field teams care for people who have suffered 
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sexual violence. Staff works with the community to 
raise awareness of the problem of sexual violence, to 
inform them of the care that Magna provides, and to 
promote social and psychosocial support.

NATURAL DISASTER

MAGNA supplies a wide range of answers: medical 
support such as surgery, psychological and 

nutritional programs. These are provided in existing 
hospitals or through the construction of temporary 
buildings if needed. Relief items such as blankets, 
tents and cooking oil may also be distributed.
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Nicaragua

DR Congo

MAGNA Missions Around the World

Haiti

Magna Children at Risk consists of three 
different associative entities, all judicially 
independent, with their own members, 
financing and internal organization, which 
bear the name Magna Children at Risk.

Magna Children at Risk (MAGNA) 
headquarter is located in Slovakia and 
is responsible for organizing, planning 
and carrying out MAGNA’s humanitarian 
activities around the world.

MAGNA in 2012 had almost 400 
workers in the field, who provided 
healthcare and social assistance 
to children and their families in  
need through15 projects around  
the world and in over 70 health 
facilities.
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DR Congo

Cambodia

Myanmar

India

Kenya

South Sudan

Slovakia

Vietnam

actual missions Magna Children at Risk

former missions/projects Magna Children at Risk

Magna Children at Risk – headquarter
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Cambodia
international staff: 10
local staff: 101
areas of intervention: Infectious diseases,  
HIV/AIDS, malnutrition, mother and child health
geographical areas of intervention:  
Phnom Penh, Kandal province, Takeo province, 
Kampong Speu province

Cambodia is a developing country emerging from 
decades of civil conflict and economic stagnation and 
moving towards becoming a dynamic economy in the 
Association of South-East Asian Nations. Cambodia 
has achieved impressive economic growth since 
the mid-1990s and has made significant progress 
in reducing national poverty. It ranks 139 out of 
187 countries on the UNDP 2011 Human Development 
Index. The GDP per capita was 946 USD. The poverty 
rate decreased from 35 % in 2004 to 19,3 % in 2011.
Cambodia’s population is 14.1 million in 2010. The 
population density was 75 per square kilometre. 
The male-to-female ratio is gradually normalizing 
after the distortions caused by 30 years of war 
during the last century. The average household 
size is 4.7 people, with 80 % of the population 
living in rural areas. However, there remain many 
challenges for Cambodia to address. One of them is 
the growing inequality – income disparity, regional 
disparity between the urban population and the 
rural poor, and gender disparity. Women continue 
to face disadvantages in getting secondary and 
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higher education, decently paid employment 
opportunities and decision-making roles in the 
government’s institutions. Gender-based violence 
remains a serious issue. Cambodia has entered into 
a demographic boom period. Youth, defined as an 
age group between 15 and 30 years old, makes up 
33 % of the population.
Despite the improvements in socio-economic 
development, Cambodia continues to be one of 
the poorest countries in Asia. As the response to 
AIDS moves forward, it needs to address emerging, 
sometimes complicated, ’second generation’ issues 
to assure quality, coverage and equity and to drive 
the demand for services that will lead to universal 
access for children, and for everyone. At the same 
time the poverty index is one of the highest in 
the developing world. Tremendous disparities in 
health care, especially in rural areas, with alarming 
prevalence of infectious and chronic diseases. 
are leading Cambodia to face significant health 
problems in the future. There are still 77.861 people 
living with HIV and, due largely to mother- to -child 
transmission, children are still being born HIV 
positive. The HIV virus has been found and confirmed 
in more than 5,349 children. As well 55,092 of those 
HIV-infected individuals have received antiretroviral 
therapy. Infectious diseases still constitute the 
main causes of mortality and morbidity, although 
Cambodia is facing an epidemiological transition. 
Currently, acute respiratory infections are the 
leading cause of both mortality and morbidity, with 
gastro enteric infections contributing substantially 
to the morbidity burden and dengue outbreaks 
exacerbating the situation. In addition, the country 
is still classified as one of the 22 high-burden 
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countries for tuberculosis worldwide. Notably, 
HIV prevalence has decreased substantially and 
a high proportion of people living with HIV/AIDS are 
receiving antiretroviral therapy. Respiratory infection 
remains the leading cause of death among children 
under five years of age (30 %), followed by diarrhea 
(27 %), dengue hemorrhagic fever (11 %), severe 
acute malnutrition and measles. The proportion of 
deaths in the neonatal period now accounts for 54 % 
of the total under-five deaths. One quarter of children 
who die in the neonatal period have a history of poor 
feeding after initially feeding well, indicating sepsis, 
while 7 % have symptoms suggestive of neonatal 
tetanus.
These also are areas where approximately 40 % of 
population lives below the poverty level. Health 
centers operating on the ground are of very poor 

quality, poorly equipped, and health worker 
capacity, education and professionalism seems 
to be to meet needs directly in remote areas and 
provinces. Therefore also the referral system is highly 
handicapped; and in some remote areas is paralyzed 
completely.
MAGNA has been focusing on bringing treatment 
and health care to HIV/AIDS children since 2003. 
It ensures availability of antiretroviral (ARV) 
treatment, health care, counseling, prevention, 
orphancare, education and regular home care visits 
to our patients living with the HIV virus.
In 2012, MAGNA, in cooperation with the Ministry of 
Health in Cambodia and NCHADS (National center for 
HIV/AIDS, dermatology and STD), operated a clinic 
for 580 HIV/AIDS children (295 HIV positive children 
and 285 HIV exposed children) in the district hospital 
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Chey Chumneas in Takhmau, Kandal province. In total 
2,864 medical consultations took place and 240 
support groups were organized for 1.554 HIV positive 
pediatric patients and 36 specialized adolescent 
support groups for 426 attendees. The main purpose 
of those groups was to create a place where these 
children can openly discuss the difficulties they face 
because of their condition and share their feelings 
with other people living in the same situation. 
MAGNA counselors provided 2,688 individual 
counseling sessions for children, out of which 2,051 
focused on adherence to treatment for HIV positive 
children and 637 individual counseling sessions 
to HIV exposed children and their caregivers. As 
part of the complex medical care for HIV positive 
patients, MAGNA has performed 1.577 blood tests 
(including complete blood counts, resistance tests, 

CD4 and viral load). Apart from the medical care, 
the role of the clinics was also to educate, support 
patient transport to medical checkups, home visit the 
patients, DOT (daily observed therapy) for selected 
patients, specialized psychosocial counseling, 
nutritional support.
Through the program of Prevention of Mother 
to Child Transmission (PMTCT), MAGNA focused 
on minimizing the risk of transmission from 
pregnant women to newborn. The program ensures 
women’s prenatal, natal and postnatal care, 
including ARVT prophylaxis. MAGNA also provides 
assistance in prenatal clinics of two hospitals 
(National Maternal and Child Health Center, Chey 
Chumneas Hospital), where a total of 14,609 
individual consulting sessions related to PMTCT 
were carried out. 29,193 pregnant women had 
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prenatal examinations and MAGNA assisted at 
8,225 deliveries in 2012.
A total of 103 HIV exposed children were born in 
2012, and 285 HIV exposed children were active in 
the program during the year.
The comprehensive PMTCT program includes 
education and counseling about HIV/AIDS and HIV 
voluntary testing. In 2012 7,222 pregnant women 
were tested for HIV. All women with unknown HIV 
status at the time of delivery were screened for HIV 
after receiving a pre-test counseling session advising 
them on the importance of doing this test even at this 
advanced stage. A total of 1,297 women were tested 
while in labour.
The PMTCT program had 112 newly registered HIV 
positive pregnant women and the overall number of 
active patients who took part in program was 285. This 
program is the largest in Cambodia. 1,144 HIV positive 
women completed the program been its start in 2006 
and the end of 2012, 812 HIV exposed newborns were 
born with an overall 98 % success rate.
Malnutrition in Cambodia, widespread particularly 
in the countryside, affects primarily children under 
5 years of age. It is also extremely widespread among 
pregnant and breastfeeding women. The malnutrition 
figures are amongst the highest in the Asia-Pacific 
region. In Cambodia malnutrition is among the 
most serious health problems. Malnutrition rates 
in Cambodia remain stubbornly high; almost 40 % 
of children are chronically malnourished and 
micronutrient deficiencies, especially iron, vitamin 
A and iodine, are high among children under 5 and 
pregnant and lactating women. The malnutrition 
prevalence in weight for age amongst children 
under five in Cambodia was l 29 per cent in 2011. 

Prevalence of child malnutrition is the %age of 
children under age 5 whose weight for age is more 
than two standard deviations below the median for 
the international reference population ages 0 – 59 
months. The maternal mortality ratio is 206 per 
100,000 live births. Rises in food price and economic 
decline have resulted in a worsening of the situation 
with increases in malnutrition.
In 2012, MAGNA continued its implementation of 
a comprehensive nutrition program and integrated 
management of acute malnutrition. The program 
involves an integrated approach linking health 
structures and communities to track and follow 
up patients, to expand services to health zones in 
need, to identify and treat malnutrition while not at 
a critical stage with integration with existing health 
structures to support sustainability. Interventions 
must be intensified to reach as many children as 
possible in early stages of malnutrition. Our goal 
is treatment and prevention of severe acute and 
moderate acute malnutrition as well as support 
and promotion of healthy development of children. 
MAGNA has successfully launched activities such 
as treatment of severe and moderate malnutrition 
(SAM and MAM), home-based care, inpatient care 
for severe acute malnourished patients with medical 
complications, nutritional counseling, education 
for mothers and caregivers and outreaches. MAGNA 
conducted the program in 3 provinces of Kandal, 
Takeo and Kampong Speu in total of 18 health 
facilities.
In 2012, MAGNA conducted a mass screening 
of acute malnutrition amongst 20,165 children 
under, plus 8,096 children have been regularly 
screened at supported health facilities throughout 
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the year. MAGNA carried out 2,260 nutritional 
check ups and distributed 23,815 packets of 
BP100- special therapeutic ready-to-use food. 
In 2012, 978 newly registered acutely malnourished 
patients were identified and the overall number of 
active patients who took part in the program was 
2,504. MAGNA’s nutrition program has provided 
care, therapeutic treatment and supplementary 
nourishment as well as targeted individual nutritional 
education to malnourished children. It is important to 

take care of malnutrition and to intervene at an early 
stage, as the effects of malnutrition can continue well 
into adulthood SPHERE standards were respected to 
guarantee good quality of care.
MAGNA also provided complex care for 47 
HIV-positive orphans in its orphanage in Takhmau, 
which we have operated since 2003.

Magna Children at Risk has been operating in 
Cambodia since 2003.
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Democratic Republic 
of the Congo  
(DR Congo)
international staff: 1
local staff: 104
areas of intervention: Malnutrition, sexual 
and gender-based violence
geographical areas of intervention: Kinshasa

Congo ranks last in the Human Development 
Index (HDI) partly as a result of dysfunctional or 
non-existent social services, including thehealth 
care system, and overall. The HDI trends tell an 
important story both at the national and regional 
level and highlight the very large gaps in well-being 
and life opportunities. Even compared to other 
countries in the region, the Democratic Republic of 
Congo (DRC) is below the average. It suffers from 
high mortality rates, which are manifested in low life 
expectancy for women (56.8 years) (acc. CIA, The 
World Fact book, DRC, 2011), an infant mortality rate 
of 92 per 1000 live births (EDS, DRC, 2007) and an 
under-five mortality rate of 199 children per (Human 
Development Index, UNDP).
Malnutrition is one of the main causes of high 
mortality in children less than 5 years of age; it 
accounts for approximately 50 % of deaths amongst 
children in DRC. In the whole country there are 
approximately 1 million malnourished children 
under 5 years old (MISC 2010). The situation has 
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improved nationwide, starting with 16 % global acute 
malnutrition rates in 2001 which went down to 11 % 
in 2010. But according to the findings of PRONANUT 
(National program of nutrition, run under the Ministry 
of Health in DRC), only 5 % of real nutritional needs 
are covered. Enormous needs still remain and must 
be addressed. Despite the global improvement, 
malnutrition remains the major cause of death 
amongst young children.
Malnutrition (all types assorted) presents a threat 
to the survival and growth of children and disrupts 
the development of the DRC. A nutritional survey 
conducted in September 2011 in the capital city, 
which has an estimated 9 million inhabitants 
covering 9,965km2, depicts a worrying situation of 
malnutrition. The survey, based on socio-economic 
groups, stratified the zones in Kinshasa and proved 
that the capital continues to have a strong need for 
nutritional interventions. The survey revealed that 
there are approximately 94000children in need of 
nutritional therapeutic intervention. There aremore 
than 300,000 children with growth retard (I think 
it’s best to say stunted growth). High food prices 
have exacerbated the struggle to maintain food 
security amongst families. Should there be a sudden 
deterioration in the food security or health situation 
(e.g. like cholera in 2011), the number of affected 
children may rise dramatically.
Few health structures provide complete medical 
care for malnourished children in the 35 existing 
health zones. Most children in the community are 
not screened and therefore not found and treated 
when suffering from acute malnutrition. The problem 
of malnutrition is often ignored and there are few 
interventions.
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Recognizing the alarming situation in the capital 
city, MAGNA has responded in 2012 through 
implementation of the nutritional project. The 
nutritional project was implemented by MAGNA in 
collaboration with PRONANUT (National program of 
nutrition), Ministry of Health, with support of UNICEF 
and private donors.
MAGNA operated an integrated approach of 
community-based management of acute malnutrition 
(IMAM) program and has as well integrated Infant 
and young child feeding (IYCF) practices in all 
13 cooperating health facilities since July 2012 with 
coverage of 23,781 children under 5 years.
MAGNA nutrition project had overall objective to 
contribute to reduction of under-five mortality and 
prevent escalation of malnutrition by providing 
effective nutritional services that meet national and 
internationally recommended standards of care for 
patients affected by acute malnutrition.

MAGNA implemented a mechanism to provide 
adequate care and support to malnourished children 
in targeted localities. Rapid screening carried out 
in July 2012 in the six health zones of Kinshasa on 
1,409 children under 5 years showed global acute 
malnutrition of 12.07 %, which corresponds to the 
intervention range threshold (> 10 % for the GAM).
MAGNA implemented the full package of high impact 
nutrition interventions, medical assistance offered by 
specially trained medical personnel and nutritionists 
as well as an education and counseling in six health 
zones including 12 outpatient therapeutic programs 
(OTP) and two stabilization centers (SC). In total 156 
personnel (72 health personnel and 84 community 
health workers) were trained on nutrition protocol of 
IMAM and IYCF.
As a result of strained resources, MAGNA puts an 
emphasis on treating symptoms and discharging 
children as soon as possible. Children with MAM are 
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targeted as well to prevent the worsening of their 
nutritional status. In the year 2012 MAGNA have 
admitted and treated in total of 1,463 malnourished 
children (1,178 in OTP and 285 in SFP) with 71 
hospitalized in stabilization centers. The minimum 
SPHERE standards were respected which proves 
the good quality of care. In total 11,200 packets 
of Plumpy Nut therapeutic ready to use food were 
distributed to the beneficiaries. We have conducted 
in total 9,081 nutritional check-ups.
With regard to prevention, adequate dissemination 
of information and awareness raising activities at 
health facilities and in the communities are carried 
out. 13,459 persons were sensitized through the 
educational sessions in the health facilities or in the 
community. 506 caregivers profited from 24 culinary 
demonstrations in the centers. MAGNA aimed as 
well to improve quality and timeliness of reporting, 
including data analysis, from health facility and 

provincial levels and strengthened linkages and 
coordination mechanisms.
Adolescents, young girls and women are the main 
targets of violence of diverse natures in the patriarchal 
society of DR Congo. Sexual and gender-based 
violence (SGBV) present an important issue in the 
public and reproduction health system. The problems 
are deepened by non-existent or dysfunctional social 
and health system in the country.
Impunity for crimes of sexual violence has been on 
a rise in DR Congo since 1996. In order to prevent 
and contribution to a significant decrease of 
sexual violence, in 2006, modifications and new 
articles were adopted to the Penal Code of DRC. 
The 2009 Law on Child Protection reinforces the 
legal framework of protection of minors and creates 
conditions for the implementation of juvenile justice.
Sexual violence survivor is in DR Congo often 
discriminated by its environment. After being 
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a victim, the person is discriminated even further. 
Many women are left alone; sometimes her children 
are taken away. Relatives or neighbors misuse many 
young girls and adolescents. All these facts are 
contributing to physical insecurity of SGBV survivors 
and fear to denounce the crime within the family or 
justice. According to the statistics from UNFPA and 
Ministry of Gender, Family and Child the number 
of SGBV survivors is raising. These violations are 
committed by civilians who are often unpunished 
and survivors untreated.
Kinshasa suffers from lack of interventions. This 
estimated 9 million inhabitant’s city presents 
many challenges, which are often ignored. SGBV 
is one of them. Up to 90 % of SGBV survivors are 
minors. Without a proper and timely care there are 
facing unwanted pregnancies, sexual transmittable 
diseases complications or others.
Initiatives that respond to sexual violence within the 
health sector have been limited comparing to other 
sectors, and very few initiatives have been rigorously 
evaluated.
The medical care provided at the service in the 
General Referral Hospital Kintambo was operational 
and offered its services to sexual violence survivors. 
The number of sexual violence survivors (SVS) 
received in the MAGNA service in 2012 almost 
doubled in comparison with previous year. In 2011 
we have admitted and treated 200 SVS and in 2012 
the number raised to 386 sexual violence survivors 
(768 since the program has been launched), 
including 13 male survivors with 1.134 medical 
check-ups. In average we have helped 32 persons per 

month via our medical and psychological services. 
The tendencies are showing that the number will 
be on the raise in the future. Most of the survivors 
are female with the group mostly touched from 13 
to 17 years. Shocking fact is that majority of the 
patients were children. We have registered 358 
children sexual violence survivors in the service, 
which makes 92 % from all registered patients. 
MAGNA provided special assistance to complicated 
cases. The quality of care was improving with some 
challenges persisting to be amended.
All survivors of sexual gender based violence have 
been admitted and treated in respect of the national 
guidelines. It is recommended that the survivor 
arrive for medical care within 72h after aggression, 
since the time of given medical care plays an 
important role. The sooner the survivor receives the 
medical attention, the more effective the treatment 
can be. 95 (25 %) of all survivors have arrived in 
hospital within 72h after the aggression. 81 (85 %) 
of them have benefited from the PEP ARV treatment 
to prevent HIV transmission. The highest number 
of survivors was referred from the police or the 
prosecutor’s offices. The majority of aggressors are 
civilians and 74 % of them knew the survivor before 
aggression.
In total 2,043 people were reached through the 
sensitization activities in the community, with 
focus on primary referral points as police corps and 
prosecution.

Magna Children at Risk has been operating in DR Congo 
since 2009.
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Kenya
international staff: 3
local staff: 51
areas of intervention: Infectious diseases, 
HIV/AIDS, malnutrition, mother and child
geographical areas of intervention: 
Msambweni county in Coast area, Garissa county in 
North Eastern Province

Kenya belongs among the countries with low 
income and a food deficit; its GDP is 865 USD 
per capita (World Bank data, 2012). In the UNDP 
Human Development Index statistic, Kenya 
was among the countries with average human 
development and it ranked in the 145th place among 
the developing countries (total 187 countries). 
Kenya’s population is 40 million people. Progress 
towards Kenya’s attainment of the MDGs is slow and 
uncertain, with only education registering significant 
progress. Poor infrastructure, weak institutions and 
poor regulatory enforcement are key development 
challenges. Rural and urban poverty remain 
a challenge. Analysis of the data from the 2005-
2006 Kenya Integrated Household Budget Survey 
(KIHBS) indicates that national absolute poverty 
declined from 51 % in 1997 to 46.1 % in 2005 – 2006. 
While this decline in poverty compares well with 
other Sub-Saharan African countries, it can still 
be considered high in comparison to neighboring 
countries such as Tanzania (about 36 %) and Uganda 
(about 31 %). In rural areas, overall poverty declined 
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from 53 % to 49 %, while in urban areas, poverty 
declined from 49.2 % in 1997 to 34 % over the 
same period. Key health impact indicators suggest 
stagnation or decline in the health status. The rate of 
under-5 mortality has stagnated between 93 in 1993 
and the current 92 per 1,000 live births. Maternal 
mortality ratio has worsened from 365 in 1994 to 414 
in 2003, and maternal death is the leading cause 
of death in women of childbearing age (15 %). In 
2008 – 09, infant mortality and under five mortality 
stood at 52 and 74 deaths respectively per 1000 live 
births, which is an improvement from the 2003 figure 
of 77 and 115 deaths respectively per 1000 births. 
Immunization coverage also rose from 75 % in 2003 
to 81 % in 2008. This stagnation is attributable to 
the high disease burden due to existing, and new 
conditions, and an inadequate response to manage 
the disease burden. The health impact indicators 
also suggest wide disparities in health across the 
country, closely linked to underlying socio-economic, 
gender and geographical disparities. Low 
immunization coverage and cross-border social 
disturbances in the recent past have also seen the 
recurrence of measles and polio, conditions that had 
in the past been brought under control.
According to last estimates from 2011, there are 
1,6 million people with HIV/AIDS in Kenya, with 
new adult and child infections recorded at 104,000. 
Annual AIDS deaths were reportedly 62,000, which 
amounts to 6,3 % of the population. In that, 130 
thousand are children under 14 and 800 thousand 
are women of childbearing age above 15 years. 
Women account for up to 60 % of infected adult 
population above 15 years of age. Statistics as well 
as actual data about the occurrence of HIV/AIDS 
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and information about specific regions are not 
available or are inaccurate. Despite some good news, 
the situation remains to be alarming – the overall 
decrease of the occurrence of HIV/AIDS in the total 
population for less than 5 % of the stabilized increase 
of new infections, with the number of new infections 
remaining high at about 100,000 people The 
evaluations of the implementation of the national 
strategic plan regarding HIV/AIDS are a cry for the 
increase in medical and social services and their 
reliable and continual financing. According to figures 
from 2011, around 300 Kenyans die daily because 
of HIV/AIDS, 600,000 receive ARV treatment even 
though 500,000 are in need of it, and the number 
of orphans that lost their parents due to HIV/AIDS is 
from 990,000 to 1.4 million.
The main source of infection in children is the mother 
to child transmission (MTCT). The transmission can 
occur during pregnancy, labor or during breastfeeding. 
During pregnancy, 5–8 % of children are infected 
through the placenta. During labor the risk of infection 
is bigger, around 10–20 %. If the mother decides to 
breastfeed, 10–15 % of children are infected. Statistics 
show that without breastfeeding and without ARV, 
15–30 % infants are infected. If the mother decides 
to breastfeed, the percentage is around 25–45 %, 
depending on how widely spread the virus is. 
A significant problem is that a lot of infected children 
receive ARV treatment too late- without this treatment, 
70 % of HIV positive children die before they reach 
1 year of age. It is therefore extremely important to 
identify the virus in time, so that the treatment and 
hence the elongation of life can be implemented.
The situation is complicated by the fact that the 
majority of the population (83 %) in Kenya is not 

aware of their HIV status. High prices of food are 
significant in the everyday life of the Kenyans. An 
estimated 5.6 million people face uncertainty about 
everyday food supplies due to the rise in prices of 
food and fuel. To overcome the price increase every 
day, people must decrease daily food intake or buy 
cheap, available food. There are many critical cases 
of malnutrition. As far as 25 % of children suffer from 
acute malnutrition in some Kenyan districts.
Approximately 31 % of children under the age of 
5 shows insufficient growth development and 
about 20 % suffer from malnutrition. The level of 
stunted growth development and underweight 
children is about 10 % higher in the countryside 
than in urban areas. Furthermore, 3 in 4 children in 
the above-mentioned age are anemic, along with 
50 % of women and one in 5 men. Almost half of 
Kenya’s children under the age of 5 and women in the 
reproductive age also face lack of zinc.
The lack of vitamin A is prominent among children 
and women in general, along with specific 
subgroups of men. Significant problems in terms 
of public health are caused by a wide lack of many 
microelements and also by the lack of vitamin A, 
zinc and iron. Estimations say that the deaths of 
more than 23 thousand children are connected 
with increased predisposition to infections which is 
caused by the lack of vitamin A and that about 70 % 
of children in Kenya grow up with reduced immunity. 
In general we can say that the nutrition situation of 
the population in Kenya is still desperate.
The year 2012 for MAGNA project in Msambweni 
District brought many challenges but also successes. 
One of the main improvements was the fact that 
due to high needs of our HIV/AIDS services, MAGNA 
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instead of one health facility in Msambweni District 
Hospital continued to provide decentralize care for 
HIV/AIDS patients to another two health facilities 
– Lunga Lunga Dispensary and Vitsangalaweni 
Dispensary. The high number of people in need of 
our services made us to stretch our programs and 
to bring support to the remote areas, closer to our 
patients. MAGNA project improved the working 
system with daily counseling services in CCC 
(Comprehensive Care Clinic) for HIV patients in all 
3 facilities and done effective changes in pediatric 
ward of Msambweni District hospital, where we 
have set up in-patients stabilization centre for 
malnourished children. The significant change was 
noticed in care of HIV patient and their relation to 
HIV illness. The number of defaulters dropped from 
30–35 % per a month to 3–5 %. The trust in medical 

and supporting staff working in MAGNA supported 
CCC clinics plaid an important role in patients regular 
medical check ups.
Program aims was to maximizing retention and 
enhancing the quality of care for HIV positive children 
and adolescents in Msambweni District Hospital, 
Lunga Lunga Health Center and Vitsanglaweni 
Dispensary. The program integrated medical 
treatment, patient education, emotional and social 
support in a comprehensive solution. It increases 
community involvement in the treatment, care and 
support of PLHA and their families. In 2012, MAGNA 
program provided care for 1,580 patients, of which 
197 were HIV positive pediatric patients and 169 
were HIV exposed children. MAGNA conducted 17,244 
medical check ups including 4,392 medical check 
ups for pediatric patients. Psychosocial support 
and advice on HIV is not a part of public healthcare, 
which MAGNA focuses on. In 2012, we provided 4,103 
individual consultations for HIV positive patients, 
28 support groups for 980 HIV positive children and 
their caregivers. The main purpose of those groups 
is to create a place where those children can openly 
discuss about the difficulties they face because of 
their sickness and share their feelings with other 
human being living the same situation.
720 individual consultations were conducted for 60 
HIV positive pregnant women and 3,280 pre-natal 
examinations out of which 1,249 women visited ANC 
first time. All pregnant women were automatically 
counseled and tested for HIV virus. Women who were 
newly identified as HIV positive were referred to CCC 
where they received all necessary interventions. 
In 2012 there was up to 60 HIV pregnant women 
enrolled to PMTCT program.
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Every HIV positive expectant woman enrolled 
in PMTCT program received a regular nutrition 
counseling not only during antenatal (ANC) period, 
but also during lactating period when quality of 
nutrients are very important for her and her newborn 
baby. As well as during a time of introduction of 
complementary feeding at the 6 months of the infant.
Visiting patients in an environment they are used 
to and understanding their daily problems that 
can negatively affect their fight against HIV and 
malnutrition is the main objective of communal 
medics. 1,648 home visits for HIV patients including 
took place in 2012.
Malnutrition in children was another 
challenge that MAGNA reacted on in 2012. The 
MAGNA’s Community-based Management of Acute 
Malnutrition (CMAM), approach maximized impact 
and coverage by bringing nutrition services closer 
to the household and reducing opportunity costs 
to caregivers. MAGNA works through decentralized 
service delivery at 3 regular health facilities. MAGNA 
with skilled medical team incl. nutritionist and 
community health workers screened 14,313 pediatric 
patients in three health facilities in only five months 
of the nutrition program. The 900 children were 
identified with acute malnutrition and referred 
and treated to nutrition programms (SFP, OTP or 
SC) accordingly to their nutrition status and we 
conducted 2.588 nutritional check ups. 123 children 
with severe acute malnutrition with complications 
were hospitalized in stabilization center (SC) during 
9 months of operation in the Msambweni District 
Hospital. MAGNA provided material and technical 
support, and also personnel that covered 24 hours 
care for pediatrics patients stabilization center (SC). 

The minimum SPHERE standards were respected 
which proves the good quality of care.

Somalia (Kenyan) Border –  
hunger strike intervention

MAGNA in 2012 continued with its implemented 
project to respond to a critical drought situation. 
While conditions have begun to improve in parts of 
the region, challenges remain for the families who 
live there and the aid workers who were trying to 
provide assistance. A severe drought in the Horn of 
Africa has killed tens of thousands of children and 
pushed millions of families to the brink of starvation. 
At the height of the crisis, an estimated 35 % of all 
children in the region faced emergency levels of 
malnutrition.
Kenya, alongside other countries in the Horn of 
Africa, has for most of 2011 faced a severe food crisis 
due to a climatic disaster that has become a recurring 
phenomenon in shorter cycles, negating efforts 
to reduce vulnerability. A combination of drought- 
induced crop failure, poor livestock conditions, 
rising food and non-food prices and eroded coping 
capacities are some of the key factors contributing 
to the food crisis, which has made 3.75 million 
people in Kenya food-insecure. The regions that went 
through the most severe droughts are also exposed 
to long-term poverty and recurring conflicts that 
continue to worsen the situation of food insecurity. 
An estimated 385,000 children under 5 and 90,000 
pregnant and lactating women are suffering from 
acute malnutrition. The eastern parts of Turkana have 
reported 37.4 % global acute malnutrition, which 
is far above the emergency threshold of 15 %. The 
recurring conflict and instability in Somalia coupled 
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with the Horn of Africa drought has caused massive 
cross-border influxes at the rate of 30,000 arrivals 
per month in the Dadaab refugee camp alone. The 
arrival figures have however drastically decreased 
to approximately 100 per day because of increased 
insecurity along the Kenya/Somalia border and 
a halt to the registration of new asylum-seekers 
from Somalia in October 2011. Overall refugee and 
asylum-seekers in the country numbered 590,921 as 
of September 2011.
Due to continuous increase of staple food, fuel prices 
and drought conditions, food insecurity for the poor 
and very poor households in northern and eastern 
pastoral areas deteriorated to Crisis and Emergency 
levels in July 2011.
The scope of the crisis has prompted the Government 
of Kenya, and other governments in the region plus 
the international community, to analyze the depth of 
the food crisis, in addition to facilitating immediate 
assistance necessary for saving lives and addressing 
underlying drivers and long-term impacts in order to 
foster a constructive path to recovery.
Mounting insecurity along the Kenyan-Somali border 
and in and around the Dadaab refugee camps has 
constrained aid delivery and is contributing to 
a worsening humanitarian situation as operations 
have been scaled down to critical life-saving activities 
only. Travel restrictions for United Nations start 
as well as other humanitarian staff are in place 
for travel to locations near the Somali border with 
authorization for only critical missions. According to 
Garissa Nutrition and Food Security Survey done in 
May 2011 the malnutrition level in the county was at 
a critical level (GAM = 16.2 % and SAM = 3.2 %) and 
this was unlikely to improve due to prevailing high 

food insecurity coupled with high morbidity. The food 
security was low as provided by a low dietary diversity 
score. The reported level of diarrhea in the county 
(17.1 %) could attributed to the lack of adequate 
sanitary facilities that could be a predisposing factor 
to illness. Micronutrient deficiencies are highly 
prevalent in Kenya especially among children under 
five years and women. In Kenya, infant and young 
child feeding practices are largely sub-optimal. Rates 
of malnutrition usually peak during this time with 
consequences that persist throughout life. Foods 
and liquids other than breast milk are commonly 
introduced as early as the first month, with 65 % of 
infants already receiving other foods and liquids by 
two or three months of age (KDHS, 2008).
Project mechanism has been established in order to 
provide adequate care and support to malnourished 
children and PLW (pregnant and lactating women) 
in targeted localities. This included implementation 
of the full package of High Impact Nutrition 
Interventions (HiNi), medical assistance offered by 
specially trained medical personnel, specialized 
nutritionists as well as an education. With regard to 
prevention, adequate dissemination of information 
and awareness raising activities at health facilities 
and in the communities were carried out. Finally 
we improved quality and timeliness of reporting, 
including data analysis, from health facility and 
district levels and strengthened linkages and 
coordination mechanisms.
MAGNA have chosen Iftin Sub-district’s hospital 
in Garissa district for the establishment and 
improvement of the existing services in the nutrition 
centre. Therapeutic food centre (TPC) and walk-in 
care in the OTP and supplementary food program 
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(SFP) were poorly equipped with insufficient staff, 
making the overall care provided ineffective. In many 
cases, it did not reach people in need- malnourished 
underweight patients, mainly children and pregnant 
and lactating women. MAGNA provided full technical 
and personal support for the nutrition program in 
Iftin sub-district. The area affected by malnutrition 
was wide and project activities started also in more 
remove parts of the sub-district to capture as many 
patients as possible. The project was operating 
OTT and SFP services in 7 dispensaries and health 
centers (Bashal Islamic Community Health Initiative, 
Bour-algy Dispensary, Kora Kora Health Center, 
Young Muslim Dispensary, G.K.Prison Dispensary, 
Police Line Dispensary,Simaho and Medina Health 
Center). MAGNA’s project has managed to screen 
14,246 children under 5 years old to identify their 
nutrition status. 10,902 (2.925 severe malnourished 
children and 7,977 moderate malnourished children) 
malnourished pediatric patients received treatment 
with cured rate 87 % and we conducted 32.645 
nutritional check ups. 2,066 pregnant and lactating 
women received treatment as well. The minimum 
SPHERE standards were respected which proves the 
good quality of care. 5,260 children were immunized 
and 3,392 received Vitamin A.

Magna Children at Risk has been operating in Kenya  
since 2006.
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Nicaragua
local staff: 66
areas of intervention: Primary healthcare, 
Infectious diseases, malnutrition, mother and child
geographical areas of intervention:  
Leon/Subtiava region

Nicaragua is classified as the second poorest country 
in Latin America and the Caribbean. 48 % of the 
population lives on less than a 1 USD a day and 76 % 
on less US$ 2 daily. Nicaragua is a low-income food 
deficit country, ranked 115 out of 169 countries on 
the United Nations Human Development Index (HDI) 
from 2010. Country has a population of 5.8 million in 
2010; 42 %of the inhabitants are under 18 years old. 
The indigenous population and persons of African 
descent represent 9 % of the population. The country 
is currently going through a demographic transition, 
as it is mainly composed of adolescents and youth. 
Around 50 % of children and adolescents are living 
in poverty, and 19 % in extreme poverty. The most 
deprived children are those living in rural areas and 
in the autonomous regions of the Caribbean coast. 
According to the Living Standards Measurement 
Survey for 2009, the %age of households living 
in poverty fell from 48.3 % in 2005 to 42.5 % in 
2009, and extreme poverty dropped from 17.2 % to 
14.6 %during the same period. Chronic malnutrition 
in children under 5 declined from 25.8 % in 2001 
to 21.7 % in 2006. Chronic malnutrition is twice 
as high in rural areas as in urban areas. The risk 
of malnutrition is six times higher in the poorest 
quintile than in the wealthiest quintile. The 
prevalence of chronic malnutrition in schoolchildren 
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6 to 9 years is high with 27.2 %. FAO estimates 19 % 
of the population is undernourished (2007). Food 
consumption patterns in Nicaragua have changed 
due to economic constraints. Nicaraguan families 
have reduced their meat and dairy consumption, 
invested less on health and education and in some 
cases removed their children from school. During the 
period 1992-2010, the under-5 mortality rate fell from 
724 to 27 per 1,000 registered live births. Mortality 
among children under 1 year of age declined from 
31 deaths per year in 2001 to 29 in 2006. Neonatal 
mortality has not changed much over the last 15 
years; the rates are 15 per 1,000 live births in the 
Pacific region and 22 in the Atlantic. Neonatal 
mortality accounts for 73 % of child deaths. The 
coverage of drinking water was 85 % in 2010, ranging 
from 68 %in rural areas to 98 per cent in urban areas. 
The coverage of sanitation services was 52 %, ranging 
between 37 % in rural areas and 63 % in urban areas. 
The Maternal Mortality Estimation Inter-Agency Group 
estimated maternal mortality at 100 per 100,000 
live births in 2008. Maternal mortality occurs mainly 
among poor women with low levels of schooling and 
limited access to quality health services.
Most children’s deaths are caused by circumstances 
that would be otherwise treatable, such as diarrhea, 
respiratory infections and malnutrition. A woman 
leads every fourth household. Family violence 
leads to destructions of families and to a culture 
of violence. Due to non-functioning administration 
and laws up to 23 % of children at rural areas are 
not legally registered. Sexual abuse of children 
and youngsters, drugs and violence are alarming 
problems surfacing at present. The presence of 
76,000 land mines remains a high risk factor for 
children and youngsters. Nicaragua shows the 
highest number of adolescent pregnancies in Central 
America. According to official research, 40–45 % 
of all pregnancies registered by Nicaraguan public 
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healthcare concern girls between the ages of 15 and 
19, i.e. the age considered as highly risky in terms 
of obstetrics. As is common in many developing 
countries, there seems to be a link between poverty 
and adolescent pregnancies. In Nicaragua, undesired 
adolescent pregnancies are just one of many 
characteristic features of poverty.
This country is still a prey of recurrent natural 
disasters, such as droughts, hurricanes, floods and 
earthquakes. That is why 2 % of the infrastructure 
is considered vulnerable, since the capital is 
crisscrossed by 18 seismic faults.
In 2012, MAGNA continued to improve and expand 
all its activities that were established since 2007. 
MAGNA also continued to test the population for 
sexually transmitted diseases (STD) including HIV/
AIDS. Care was focused on psychosocial issues and 
help for home violence and sexual violence victims. 
MAGNA runs a mobile clinic for remote areas, which 
operates in area of Subtiava in the northwest of 
Nicaragua. The objective of MAGNA’s mobile clinic 
was to provide primary health care services, maternal 
and child health care, food security, management 
of acute malnutrition, vaccination, special care 
and assistance to the adolescent pregnant women, 
including a special psychosocial assistance. The 
mobile clinic worked in 10 regions in Subtiava and 
Leon – the two areas with the most serious economic 
and health situations.
Some 8,327 people (in 1,487 families) live in the 
MAGNA mobile clinic’s catchment area. The area 
included the following ten communities: Abangasca 
Norte, Abangasca Central, Abangasca Sur Goyena, 
Sur, Nueva Vida, Troilo, Los Barzones, Clariza 
Cardenas, Carlos Canales and Las Parcelas. It is the 
home of the indigenous (Indian) population who live 
in hard conditions with very few medical institutions 
and huge unemployment rates.
The MAGNA mobile clinic provided medical assistance 

to 1,948 patients and visited 1,477 people as part of 
the home visit project, including 251 visits of children 
under 5 years of age, checking their medical records 
and dates of past vaccinations. The immunity of 
patients that did not follow the immunization plans 
was checked. Fieldworkers carried out 120 visits 
to pregnant women, consulted them about the 
issues of exclusive breastfeeding, the importance of 
prenatal examinations, the observation of hygiene in 
pregnancy and during childbirth, and the consumption 
of vitamins and medicines. The workers taught the 
women to recognize the symptoms of danger during 
the pregnancy and educated them on the subject of 
family planning.
MAGNA pays particular attention to the adolescent 
pregnant women, as their pregnancies are highly 
risky in terms of obstetrics. 55 % of deaths of mothers 
are of women aged 19–25.
In 2012, MAGNA managed to take care of 10 new 
adolescent pregnant women. We ensured complete 
prenatal, natal and postnatal interventions, 
including counseling, psychosocial support and 
child upbringing courses. 81 women were treated 
for sexually transmitted diseases. MAGNA team 
measured and weighed 538 children under the age 
of 5 and identified and treated 112 pediatric patients 
with acute malnutrition. MAGNA distributed milk 
and enriched therapeutic food for selected patients. 
Check-ups took place on a monthly basis. Nutritional 
education, hygienic controls and anthropometric 
measurements were a part of every visit. MAGNA 
visited 55 women within the family planning and 
explained to them the significance and strategy of 
planned parenthood; the importance of observation 
of intercourse schedules was emphasized. Women 
were also provided with hormonal contraceptives. 
Field social workers and medical staff updated 
records concerning educative and training activities. 
MAGNA team carried in total 219 HIV tests. 



magna children at risk annual report 2012 | 33

A psychologist provided consultations before and 
after each testing and in 85 cases provided specific 
consultations concerning home and sexual violence, 
children’s psychological problems and behavior 
disorders. Mobile clinic team distributed posters 
and leaflets concerning preventive measures against 
viral diseases and the possible medical care offered 
by the mobile clinic. Besides providing the medical 
services, the team mediated trainings for midwives 
in communities and educative programs focused on 
prevention of transferable of diseases, infections 
such as malaria, Dengue fever, HIV/AIDS and others. 

A specialized educative team provided education 
to from communities during lessons focused on 
respiratory diseases, diarrhea and worms, Dengue 
fever, malaria, planned parenthood, breastfeeding, 
leptospirosis, PAP, treatment of newborns and 
children under 5, the monitoring of children’s growth 
and the importance of immunization. Educating the 
community is part of each mobile clinic project and 
was provided to all patients.

Magna Children at Risk has been operating 
in Nicaragua since 2007.
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South Sudan
international staff: 1
local staff: 51
areas of intervention: Primary healthcare, 
infectious diseases, mother and child, infrastucture
geographical areas of intervention:  
Central Equatoria state

The Republic of South Sudan became the 
world’s newest country in 2011. Emerged from 
45 years of war with a weak and under-funded health 
system and daunting epidemiological challenges. 
While the Ministry of Health (MOH) is beginning to 
take charge of health facilities it does not yet have 
the capacity to ensure adequate and equitable 
health care services.
As a new nation without a history of formal 
institutions, rules or administration accepted as 
legitimate by its society, South Sudan must build 
its institutions from scratch. Core administrative 
structures and mechanisms of political 
representation are only beginning to emerge, and the 
government still struggles to provide basic services 
to the population. Outside a few oil enclaves, South 
Sudan remains a relatively undeveloped, subsistence 
economy. Country is sparsely populated with more 
than 200 ethnic groups and little sense of shared 
nationhood and with an estimated population of 
8.3 million. The population is very young, with 16 % 
under the age of five-years-old, 32 % under the age 
of 10-years-old, 51 % under the age of 18-years-old 
and 72 % under the age of 30.3 years old. The 
population is largely rural with 83 % residing in rural 
areas. The Government of Southern Sudan began 
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earnestly working on the development of Southern 
Sudan (as it was then known) after the signing of 
the peace agreement in July 2005, with the support 
of development partners. However, the task was 
extremely challenging. It had virtually no road or 
water infrastructure then, and no paved roads in and 
outside of its capital of Juba. Structures for service 
delivery were practically nonexistent. Despite the 
substantial achievements of the last seven years, 
the development challenges facing the new nation 
remain significant. The civil war that lasted over 20 
years took an enormous toll and left South Sudan 
impoverished. Over half of the population lives below 
the poverty line, and human development indicators 
are among the worst in the world. Only 27 % of the 
population 15-years-old and above is literate. In 2009 
there were 129 students per classroom. The literacy 
rate for males is 40 % compared to 16 % for females. 
The infant mortality rate is 105 (per 1,000 live 
births), maternal mortality rate is 2,054 (per 100,000 
live births), and only 17 % of children were fully 
immunized. Fifty-five % of the population has access 
to improved sources of drinking water but 38 % of 
the population has to walk for more than 30 minutes 
one-way to collect drinking water. Eighty % of the 
population does not have access to any toilet facility. 
Meanwhile, 15 % of households own a phone (59 % 
in urban areas compared to eight % in rural areas.) 
South Sudanese want to see marked improvements 
in these indicators, and in job opportunities and 
economic prosperity, and have high expectations 
that independence will deliver them.
The health status of the population is generally poor 
in all states of South Sudan. Central Equatoria State 
is not the exception and widespread poverty along 
with limited access to health services contributed to 
the current humanitarian situation.
Central Equatoria State, Terekeka County – the 
health indicators of Infant Mortality Rate (IMR) and 
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under-five Mortality Rate U5MR are as high as 107 per 
1,000 live births and 141 per 1,000 respectively, and 
thus slightly higher than the national average. Data 
from the Sudan Household Health Survey (SHHS) 
indicate that IMR and UMR have improved to 75 
and 105 per 1,000 live births respectively. However, 
updated state level data is currently not available. 
Only 44 % of the children are fully immunized. 
Maternal Mortality Rate (MMR) at the rate of 1867 per 
100,000 lives birth, which is very high compare to 
that of the whole country at 2054 per 100,000 lives 
birth. (SHHS 2008)
World Health Organization (WHO) Quarterly Report 
for the period April-June 2012 showed that Central 
Equatoria State reported the highest incidence of 
malaria cases (60,044) and deaths. The case fatality 
rate (CFR 0.3 %) was quite high as compared to the 
same period in 2011 (CRF 0.03 %), with most deaths 
occurred in children below 5 years of age (45 %). 
Despite the severe impact of malaria, only 54 % % 
of the total population in the state has received 
mosquito nets.
The public health facilities and workforce indicators, 
which range between 26 – 71 facilities and 36 – 47 
staff per 100,000 inhabitants in the counties, 
are generally very high in Central Equatoria (CES, 
Strategic Plan 2012/13 – 2014/15). The main challenge 
is among rural health facilities that are understaffed 
without the qualified health staff, with poor quality 
(including availability of medical supplies and 
building structure).
Central Equatoria State was of the key state in which 
MAGNA worked in South Sudan in the year 2012. 
MAGNA operated in Terekeka County in the payams 
of Reggo and Rijong with population total of 33,505. 
Terekeka County is one of the counties in South 
Sudan, which is occupied by the pastoralist tribes. 
Given current levels of access to the formal public 
health system, many private sector alternatives exist 

in the county. Throughout the county, traditional 
healers remain a powerful alternative for families 
to the formal public system. Oftentimes, families 
will report having attended the traditional healer for 
care as a first line response while the formal, public 
system is a last resort in many cases due to limited 
access and low healthcare demand. MAGNA worked 
to increase access to high quality primary health care 
through facility based and community based health 
projects.
In 2012, MAGNA provided essential primary and 
secondary healthcare in Terekeka County with main 
aim to improve access to and enhance quality of 
comprehensive primary and community healthcare 
services. The activities provided a system to secure 
adequate care and support for maternal, newborn 
and child health care in targeted localities - Rego 
and Rijong payam, through improved access 
to primary health care (including EPI, address 
common communicable diseases such as malaria, 
ARI, diarrheal diseases and skin infections) and 
strengthen quantity and quality of nutrition, 
child spacing, birth, antenatal care services in 
an integrated program; to spacing pregnancy to 
reduce obstetric and newborn risk once a woman is 
pregnant.
In total, MAGNA provided technical support to 
9 primary health care (PHC) facilities, including 1 PHC 
Centre (PHCC) and 8 PHC Units (PHCUs). In general, 
we ensured that all 9 supported health facilities were 
adequately furnished, continuously stocked with 
essential drugs and medical equipment, and have 
access to clean water.
In 2012 MAGNA medical team conducted 49,789 
medical consultations to patients in 9 health 
facilities. The most common illnesses reported during 
this year were malaria with 32,795 cases treated, 
diarrhea with 9,487 cases treated, acute respiratory 
Infections (ARI) with1,148 cases treated and trauma 
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with 1,256 cases treated. There were 4 accelerated 
mass immunization campaigns implemented by 
MAGNA and Ministry of Health - Tetanus, Polio and 
measles. Number of children immunized during the 
Tetanus campaign reached 6,135 children under 
5 years old and 6,164 women. Totally over 7,402 
children under 5 years old were immunized at health 
facility level.
1,687 pregnant women attended ANC, and 
447 women after delivery received Vitamin A. 
851 pregnant women received folic acid and iron 
during their pregnancy. In total 1,902 children under 
5 received Vitamin A and 2,634 children less than 
5 years and pregnant women received the LLITN (long 
lasting impregnated mosquito nets). 1,217 children 
under 5 years were screened to detect an acute 
malnutrition. 571 children under 5 were dewormed, 

2,929 cases of acute diarrhea were treated with 
zinc present. 1,894 women were treated for life 
threatening complication related to pregnancy by 
specialist. 997 specialized educational classes were 
held for pregn ant and lactating women. 83 patients 
were referred to Provincial Hospital in Juba for 
specialized actions.
MAGNA collaborated closely with local government 
to continue providing and facilitating increased 
access to quality basic healthcare services; this 
encompasses MAGNA’s continued support of Primary 
Health Care facilities through in-service and formal 
training of health workers and the staff of the PHC 
Centers and Units.

Magna Children at Risk has been operating  
in South Sudan since 2011.
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Sexual Violence in DR Congo
The medical care provided by MAGNA in the General 
Referral Hospital Kintambo was operational and 
offered its services to sexual violence survivors. 
The number of sexual violence survivors (SVS) 
received in the MAGNA service in 2012 almost 
doubled in comparison with previous year.

Shocking fact is that majority of the patients were 
children. We have registered 358 children sexual 
violence survivors in the service, which makes 92 % 
from all registered patients. MAGNA provided special 
assistance to complicated cases. The quality of care 
was improving with some challenges persisting to be 
amended.
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Employees and volunteers
Magna Children at Risk (MAGNA) depends on the 
commitment, devotion and hard work of people 
working on the projects directly in the field. They 
operate in difficult conditions in countries suffering 
from extreme poverty, war and post-war traumas, 
HIV/AIDS, malnutrition or the consequences of 
natural disasters. Their mission/project in each 
country usually lasts between 9 and 12 months. Their 
costs are paid for and they usually receive a monthly 
salary, which differs depending on their previous 
fieldwork experience and on their responsibilities 
within the project. MAGNA sent 13 international 
employees/volunteers to do fieldwork in 2012. The 
international staff of Magna Children at Risk provides 
medical and social assistance, alongside their 
373 local colleagues. These are the people sent by 
MAGNA, to work directly in the field in 2012:

field workers and volunteers:

Denisa Augustínová, Martin Bandžák, Romain 
Santon, Andrea Stránska, Miroslava Cerulová, Predrag 
Nedeljkovic, Flo Baker, Bethany Lloyd, Debbie Law, 
Holly Sharer, Lucy Dodwell, Sally Amor, Marie Chantoufi.

The following people worked on activities of the Slovak 
office concerning administration, finances, campaigns, 
public relations and communication with donors: 
Nikola Endrychová-Dudová, Marián Glezl, Miroslava 
Cerulová, Martina Šáteková, Barbara Langsfeldová, 
Dana Pajerová, Anna Martináková, Kristína Czuczová, 
Romana Mojžišová, Lubomíra Markovičová, Lenka 
Šimková, Martin Bandžák, Denisa Augustínová and 
Eva Babitzová for media and fundraising support.
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Board of Directors
Martin Bandžák
Chair and Managing Director. In 2001, he co-founded 
Magna Children at Risk. He initiates and takes part 
in the implementation of most of MAGNA’s missions 
throughout the world. In 2012, he participated in 
the mission in the drough-affected area along the 
Kenya–Somalia border, implemented major activities 
in the South Sudan mission and prepared the 
opening of the mission in Myanmar. Throughout the 
year, he travels to the missions, with his base being 
in Cambodia, and coordinates development and 
humanitarian aid projects of the organization in other 
countries. He is a photographer by profession.

Denisa Augustínová
Member of the Board of Directors and Director of 
Operation. In 2001 she co-founded Magna Children 
at Risk. She actively partakes in most of the projects 
implemented by MAGNA around the world. She 
spends most of the year in Cambodia, where since 
2002 she has been managing projects focused on 
HIV/AIDS prevention and management of acute 
malnutrition and from which she coordinates 

MAGNA’s development and humanitarian activities 
in other countries. In 2012, she participated in the 
mission in the drought-affected area of the Kenya-
Somalia border, oversaw implementation of major 
activities at South Sudan mission and prepared the 
opening of the mission in Myanmar. In 2007, as an 
Architect of the Future she presented her vision of 
solving the problem of malnutrition at the world 
conference Architects for the Future in Waldzell. She 
is a social worker by profession.

January 10th, 2012 there was a change in the 
membership of the Board of Directors as Marian Glézl 
replaced Peter Gabriž

Marian Glézl
Marian has worked with Magna Children at Risk 
since 2007. He has participated actively in setting up 
our financial reporting and economic and financial 
consulting systems. In January, 2012 he became 
a member of the Board of Directors.

Supervisory Board
Jozef Barta
Juraj Vaculík
Júlia Horáková M.D.
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Information campaigns and activities 2012

informing and involving people
Communication is a fundamental part of what we do 
and what we aim to achieve. Through the media, our 
own channels and campaigns, we draw attention 
to the forgotten but acute issues that have a direct 
impact on the people we support. In order to ensure 
that large numbers of people become and stay 
involved, we try as much as possible to ensure that all 
our communications clearly state what we stand for.

campaign “magna savior”
The focus of this campaign was to inform and alert 
the public about the problems in dangerous parts 
of the world that MAGNA staff face in their fieldwork 
every day. The aim was to show people in Slovakia 
not only the current situation in individual countries, 
but also personify the work of MAGNA humanitarian 
workers through strong personal experience and 
motivate people to help us save lives.
www.zachranca.magna.sk
www.saviour.magnachildrenatrisk.org

“NásilNíci v KoNgu Nerobia veKové rozdiely. 
v NemocNici registrujeme prípady zNásilNeNia starých 
babičieK i 4 ročNých detí. častoKrát za bieleho dňa, 
počas cesty Na trh, do šKoly či NemocNice. tu už zastáva 
rozum a človeK sa aNi Nevládze pýtať prečo? zdravotNé 
a psychicKé NásledKy sú eNormNé.“
AndreA StránSkA
terénnA koordinátorkA z BrAtiSlAvy

 MAGNA DETI V NÚDZI - slovenská humanitárna organizácia už 10 rokov pomáha  
      priamo v teréne.  Vyše 350 pracovníkov denne zachraňuje detské životy.

Prispieť môžete priamo na www.magna.sk
alebo na účet: MAGNA DETI V NÚDZI, občianske združenie
1331793089/1111 UniCredit Bank Slovakia a.s.

POMÔCŤ MÔŽETE AJ VY! 
STAŇTE SA MAGNA ZÁCHRANCA.
UŽ 3€ ZACHRÁNIA DETSKÝ ŽIVOT.

www.magna.sk

MAGNA_183x80.indd   1 4/23/12   12:57:20 AM

“Bežne som videla dieťa v agónii s teplotou nad 40 
stupňov. deti s takou oBrovskou pečeňou, že im 
zaBerala celú Brušnú dutinu. deti s 15 centi-
metrovými hnisavými aBscesmi, ktoré By použitím 
dezinfekcie rozhodne nemuseli vzniknúť. pakĺBy 
a zle zrastené zlomeniny spevnené kusom plastu 
z motorky.“
Romana Skalická 
lekáRka z TRenčína

 MAGNA DETI V NÚDZI - slovenská humanitárna organizácia už 10 rokov pomáha  
      priamo v teréne.  Vyše 350 pracovníkov denne zachraňuje detské životy.

Prispieť môžete priamo na www.magna.sk
alebo na účet: MAGNA DETI V NÚDZI, občianske združenie
1331793089/1111 UniCredit Bank Slovakia a.s.

POMÔCŤ MÔŽETE AJ VY! 
STAŇTE SA MAGNA ZÁCHRANCA.
UŽ 3€ ZACHRÁNIA DETSKÝ ŽIVOT.

www.magna.sk

MAGNA_183x80.indd   2 4/23/12   12:57:23 AM
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campaign “here and now”
How is real life in South Sudan, Kenya and the border 
with Somalia border? How can individuals help them 
from the comfort of their homes? The public learned 
this from short film by Martin Bandžák, founder and 
director of MAGNA. For a specific period in the last 
quarter of 2012, we broadcast daily reports from 
the field at the most highly-viewed time during the 
evening news. The segments showed places where 
MAGNA is providing medical care and saving lives 
and alleviating suffering amongst those who are at 
risk. The aim of the campaign was to raise awareness 
about daily reality, as well as to motivate the public 
to support our mission through monthly SMS as 
a new system of donation. The campaign promoted 
our organization’s work and international aid. The 
campaign was backed up by TV commercials, various 
print, and radio spots as well as banners.
www.tuateraz.magna.sk

auction “for the fragility of being”
As a part of the art banking, Unicredit Bank has 
organized for its private banking customers an 
exclusive charity auction, where they could bid for 
a limited edition of nine porcelain dolls dressed in 
unique clothes designed by fashion designer Boris 
Hanečka exclusively for this event. Proceeds from 
the auction amounting to EUR 13,950 were donated 
to Magna Children at Risk in order to provide full 
healthcare and education to children in Cambodia.

thanks to
In 2012, the MAGNA campaigns were realized thanks 
to the generous and pro bono support of advertising 

agency Istropolitana Ogilvy, media – TV JOJ, Radio 
Expres, Azet, Topky.sk, Zoznam.sk and partners O2, 
Orange Slovakia and Telekom.
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Magna Fieldtrack
Magna Fieldtrack is an information project, that aims 
to promote awareness about what is happening in 
the world and connecting the wide r public with the 
reality of other people via Facebook and Twitter.
Magna Fieldtrack promotes contact between MAGNA 
humanitarian workers who often work in isolated 
conditions in Cambodia, DR Congo or Haiti, and their 
friends, families and the public. No one has a greater 
authenticity and ability to explain the consequences 

follow us:

fieldtrack.magna.sk

and on social media:

of natural catastrophes, wars, extreme poverty 
while analyzing what could be done to improve 
the situation, than those who are right there in the 
middle of everything.
Magna Fieldtrack also sends out photos, relevant 
news articles, analyses, facts and figures connected 
with specific topics (war, hunger, AIDS, poverty etc.), 
which help give a complete,authentic view from the 
field.
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Donors
Magna Children at Risk (MAGNA) is very grateful to 
its supporters for their financial help, without which 
our work and success would not be possible. We are 
proud of this cooperation and would like to thank all 
our individual donors, companies and corporations, 
foundations and other organizations, who have 
supported us in the past year. Your generosity has 
enabled us to work independently on political, 
economic and religious interests, which are vital to 
our patients. Regular financial contributions ensure 
long-term support for existing projects and also 
allow us to provide flexible, efficient and direct aid in 
critical situations. Every day, our supporters enable 
us to help others and give us a helping hand. In 2012 
your generous contributions helped us increase 
our activities in the field and provide medical care 
to more people in need. We provided medical and 
social care on three continents.
We would like to offer our sincere thanks to everyone 
who contributed. Your support is vital to us in 
order to be able to provide emergency medical aid 
independently, quickly and effectively, where it is 
needed most.

magna savior

magna savior program builds on trust in us, based 
on the results of our work, and offers donors a way 
to help further our flexibility to act quickly and 
effectively in emergencies. Through Magna Saviour, 
the donor can, with a one time or regular contribution, 

help save children’s lives, fight disease, hunger and 
malnutrition. At the same time, he is informed how, 
who and where his money helps every day.

support a child in cambodia

Support a Child in Cambodia is a program that offers 
our donors the opportunity to make regular, monthly 
contributions (from 20 € per month) to change the 
future of a child and give them hope for a better life. 
As a donor you will help ensure a child in Cambodia 
has a healthier and better quality of life.
All children in this program are victims of the 
HIV/AIDS epidemic, which hit Cambodia at the 
beginning of this millennium. Innocent children, 
having been infected with the HIV virus from their 
parents at birth were dying in the streets without 
any medical help. MAGNA was one of the first 
organizations to start in 2003 with antiretroviral 
treatment (ARV) and care for these children.
Many of these children were orphans or had just one 
parent. An inefficient healthcare system in Cambodia 
and the families’ extreme poverty meant they were 
not able to take care of these children.

During the year 2012, MAGNA received a total of 
28,480 contributions from individual donors. Thanks 
to our donors, we were able to continue our fight 
against HIV/AIDS, child malnutrition and ensure 
medical care for mothers and their children.
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Your help is needed
Together we can help save children’s lives, fight 
against disease, starvation and malnutrition through 
a single or regular monthly donation. You will be 
informed how, whom and where your money helps 
every day. MAGNA workers are directly active in the 
field. They provide medical assistance and nutrition 
to children and their families on three continents 
every day. Countries we work in are often recovering 
from war, conflict, undemocratic regimes or natural 
catastrophes that cause poverty with long-term 
consequences. Such problems and their solutions 
require long-term assistance. We help during 
humanitarian catastrophes and provide medical care 
to victims. We run long-term projects focused on 
helping the children whose own society, government 
or family do not manage to support them with 
adequate medical care. Our permanent presence in 
the field enables us to flexibly and effectively help 
children and their families at risk.
Any kind of financial support to MAGNA’s programs 
will allow you to open a Personal Profile on 
MAGNA’s website, where you can track your donations 
and find out how, when, where and whom you have 
helped. A short online registration is required.

become a magna savior:

Only 3 € monthly will secure two nutritious meals 
per day for one child for an entire month.
As a magna savior, together with our doctors, nurses 
and humanitarian workers you will continuously help 
save children’s lives. Your regular help is very impor-
tant. Thanks to you, children and their families will 
be able to thrive – they will receive medical attention 
and will not suffer from hunger.
– Donate regularly via SMS 806 – text MAGNA and 

send to number 806 (only applicable within Slova-
kia)

– Register and donate online through the MAGNA 
website

support a child in cambodia:

Through regular monthly donations, you can help to 
change the future of a child in Cambodia and give 
him/her hope for a better life. By joining the program 
(from 20 € per month) you will support one child, you 
will know his/her name, receive a picture and know 
about his or her hobbies, school results and joys.
www.zachrandieta.sk
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every donation can save a life:

Donate as much as you like. Your donation can 
help secure medication for a child suffering from 
malaria, help ensure a woman delivers safely and 
help provide survivors of a natural catastrophe with 
medical assistance.

Donations in EUR can be sent to:
MAGNA DETI V NÚDZI (MAGNA CHILDREN AT RISK)
2668720103/1100 Tatra banka, a. s.
IBAN CODE: SK9611000000002668720103
BIC (SWIFT): TATRSKBX

Donations in USD can be sent to:
MAGNA DETI V NÚDZI (MAGNA CHILDREN AT RISK)
2825818543/1100 Tatra banka, a. s.
IBAN CODE: SK2311000000002825818543
BIC (SWIFT): TATRSKBX

help with your smart phone via viamo

(Only applicable within Slovakia)

A one-time donation can be sent from your smart 
phone via VIAMO to our phone number

0917 827 827
Help through VIAMO it is easy, fast and secure – 
VIAMO lets you send money through the smartphone 
application from your bank account to MAGNA.
Valid only for clients of Tatra banka and VUB in 
Slovakia.

www.magna.sk (Slovak version)
www.magnachildrenatrisk.org (English version)

If you have any questions, please call us and we will 
be happy to help.

Tel.: +421 2 38 104 669 (Slovak Republic)
or magna@magna.sk
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Finance

In 2012 Magna Children at Risk program costs 
were 1,276,659 €. Costs for fundraising general 
management and administration reached 36,148 €.

At the time of its foundation, Magna Children at Risk 
made the commitment to spend at least 80 % of its 
funding on projects and only 20 % on fundraising and 
management of the organization.

The following summary was  extracted from 
Magna Children at Risk (MAGNA) audited financial 
statements.



financial statements 2012
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Financial Statements
Magna Children at Risk (MAGNA) is pleased to present its audited Financial Statement, which provide a view of 
MAGNA’s work and is a mean of transparency and accountability.

INCOME (In €)

2012 saw an increase in income for MAGNA compared with 2011. Total incoming resources of 1,305,742 € 
for 2012 were 580,821 € more than in 2011. 2012’s higher income was due mainly to the increased private 
income received. More than 28.480 individual donations provided 55 % of MAGNA’s income in 2012.

In-Kind

The total value of the in-kind services 
received in 2012 is approximately 
491,194 €. The majority of the services 
received are related to fundraising, 
media and consultancies. The total 
value of the in-kind of MAGNA partners 
received in 2012 is approximately 
700,189 €, only in medicines 
(ARV treatment, ACT treatment etc.) 
and therapeutic food.
The accounting policy of the 
organization is that In-kind services and 
partners In-kind are not recognized as 
income in the Profit and Loss statement.

2012 2011
Private income 724,685 370,567
Public institutional income 278,705 326,467
Grants from within the MAGNA network 283,267 0
Other income 19,086 27,888

Total 1,305,742 724,921

Private income

Public institutional income

Grants from within the MAGNA network

Other income

2012

2011
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EXPENDITURE (In €)

Total expenditure in 2012 was 1,312,807 €, an increase of 477,324 € over 2011. This expenditure can be 
broken down into two main categories: social mission and other expenses. The table below breaks down 
these categories still further.

The result of the above is that, in 2012, 97 % of MAGNA’s total expenditure was spent on social mission and 
3 % on other expenses (2011: 92 % and 8 % respectively).

2012 2011
Program 1,008,080 766,984
Headquarters program support 82,617 0
Grants to the MAGNA network 185,963 0
Total social mission 1,276,659 766,984
     
Fundraising 6,720 11,835
Management and general administration 29,428 56,663
Total other expenses 36,148 68,499

Total 1,312,807 835,482

Social mission

Fundraising

Management and general administration

2012

2011
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Explanation Statement of Income and Expenditure in 2012

INCOME

Private Income (In €)

As part of our 
effort to guarantee 
independence, we have 
striven to maintain an 
efficient level of private 
income. Funds coming 
from private sources 
represented 55 % of 
MAGNA total income in 
2012 (2011: 51 %). More 
than 28,480 individual 
donations made this 
possible.

Income from individuals includes: 2012 2011
Individual donations 580,309 194,549
Income from individuals 580,309 194,549

Companies 65,374 46,053
Trusts and foundations 34,952 0
2% taxes 44,050 129,964
Other private institutions 0 0

Income from private institutions 144,376 176,018

Individual donations

Companies

Trusts and foundations

2% taxes

2012

2011
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Income breakdown from individual, private companies and trusts and foundations (In €):

2012
Income from individuals 
Public collection for Kenya/Somalia hunger strike 18,579
Public collection for various countries through SMS donation 35,503
Other individual donations 526,227
Income from individuals 580,309
 
Companies
UniCredit Bank Slovakia, a. s. 18,000
Jutex Slovakia, s. r. o. 2,500
Slovenska Elektrizacna prenosova sustava, a. s. 6,000
Other companies 38,874
Income from companies 65,374

Trust and foundations
Orange Slovakia foundation 30,076
Foundation Merieux 4,876
Income from trusts and foundations 34,952
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Public Instutional Income (In €)

2012 2011
Slovak Aid 94,421 326,467
EU governments 94,421 326,467

United Nations Children’s Fund (UNICEF) – DR Congo 114,180 0
United Nations Children’s Fund (UNICEF) – Cambodia 69,469 0
World Food Program (WFP) – Cambodia 635 0
UN institutions 184,283 0

Public Institutional Income 278,705 326,467

The table below presents the breakdown of donations and grants awarded by public institutional bodies:

EU governments

UN institutions

2012

2011
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Grants From Within Magna Network (In €)

Other Income

2012 2011
MAGNA – Czech Republic: projects in South Sudan 111,537 0
MAGNA – Czech Republic: projects in DR Congo 2,387 0
MAGNA – Czech Republic: projects in Cambodia 169,343 0

Grants from within the MAGNA network 283,267 0

2012 2011
Interest / investment income 218 154
Other revenues 18,868 27,733

Other income 19,086 27,888

The table below presents the breakdown of grants from within MAGNA network bodies:

In-Kind Services

The total value of the in-kind services received in 2012 is approximately 491,194 €. The majority of the 
services received are related to fundraising, media and consultancies. The total value of the in-kind of MAGNA 
partners received in 2012 is approximately 700,189 €, only in medicines (ARV treatment, ACT treatment etc.) 
and therapeutic food.
The accounting policy of the organization is that In-kind services and partners In-kind are not recognized as 
income in the Profit and Loss statement.
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EXPENDITURES

Functional Expenses (In €)
Social mission
Nature of expenses Program Grants from within 

MAGNA network
Headquarter  

program support Total social mission

Personnel costs 507,153 0 55,976 563,129
Travel and transportation 95,248 0 24,175 119,423
Medical and nutrition 228,792 0 0 228,792
Logistics and sanitation 13,032 0 0 13,032
Professional services 1,379 0 480 1,859
Communications 10,783 0 135 10,918
Publications 0 0 2  2
Promotional expenses 1,464 0 0 1,464
Office expenses 109,045 0 0 109,045
Taxes 0 0 0 0
Financial expenses 28,362 0 1,849 30,210
Depreciation 10,157 0 0 10,157
Others 2,664 0 0 2,664
Private and public grants 0 185,963 0 185,963

Total 1,008,080 185,963 82,617 1,276,659

PROGRAM Program expenses represent the costs incurred at the direct place of MAGNA humanitarian 
operations to ensure the fulfillment of the objectives of the projects. 

GRANTS FROM WITHIN MAGNA NETWORK These project grants are allocated to MAGNA (Slovakia) within the 
network Magna Children at Risk. In view of the volume and the importance of income from within the network 
Magna Children at Risk, it has been decided to show this as a separate category.

HEADQUARTERS PROGRAMME SUPPORT Headquarters programs support relates to expenses incurred 
at headquarters in order to carry out MAGNA humanitarian operations (e.g. project design, monitoring and 
evaluation, recruitment of international staff, activities designed to improve the quality and effectiveness of 
MAGNA operations).
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Other Expenses (In €)

Nature of expenses Fundraising 
Management 
and general 

administration
Total other 
expenses 2012 2011

Personnel costs 1,392 2,715 4,107 567,236 418,621
Travel and transportation 0 0 0 119,423 125,688
Medical and nutrition 0 0 0 228,792 126,060
Logistics and sanitation 0 0 0 13,032 20,425
Professional services 0 10,631 10,631 12,489 10,522
Communications 0 2,654 2,654 13,572 13,795
Publications 437 0 437 439 0
Promotional expenses 4,836 0 4,836 6,300 11,835
Office expenses 55 7,170 7,225 116,270 100,978
Taxes 0 0 0 0 0
Financial expenses 0 6,089 6,089 36,299 6,645
Depreciation 0 169 169 10,326 913
Others 0 0 0 2,664 0
Private and public grants 0 0 0 185,963 0

Total 6,720 29,428 36,148 1,312,807 835,482

FUNDRAISING Fundraising expenses represent the costs incurred for raising funds from all possible sources 
of income, be they private or public institutional.

MANAGEMENT AND GENERAL ADMINISTRATION Management and general administration expenses consist 
primarily of expenses associated with executive management, headquarters financial and human resources 
management, internal communication and the associative life of the organization.

NET EXCHANGE GAINS / LOSSES UNREALISED AND REALISED The net exchange gains/losses represent the 
gains/losses generated from foreign currency transactions entered into during the year by the various offices. 
The exchange rate fluctuations that had the largest impact on the Profit and loss statement relate to the EURO 
( EUR), US dollar (USD), South Sudanese Pound (SDG), Cambodian Riel (KHR), Congolese Franc, (CDF) and 
Nicaraguan Cordoba (NIO).
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Programme Expenses by Nature and Continent (In €)

  Africa The Americas Asia 2012 2011
Locally hired staff 227,450 16,468 100,165 344,084 291,469
International staff 67,304 0 81,266 148,570 104,005
Operational running expenses 124,611 3,750 44,486 172,847 106,080
Medical and nutrition 124,554 36,437 67,801 228,792 126,060
Logistics and sanitation 11,429 0 1,603 13,032 20,425
Transport, freight and storage 67,209 3,645 24,394 95,248 115,659
Training and local support 0 0 0 0 0
Consultants and field support 2,841 0 2 2,843 3,285
Others 587 0 2,078 2,664 0

Total 625,985 60,300 321,795 1,008,080 766,984

The geographic divisions noted above include the following regions:

– Africa comprises the regions both north and south of the Sahara.
– The Americas includes North, Central and South America.
– Asia includes the Caucasus and the Middle East, as well as Central, South and East Asia.
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Program Expenditures Nature (In €)

  2012 %
Locally hired staff 344,084 34%
International staff 148,570 15%
Operational running expenses 172,847 17%
Medical and nutrition 228,792 23%
Logistics and sanitation 13,032 1%
Transport, freight and storage 95,248 9%
Consultants and field support 2,843 0%
Others 2,664 0%

Total 1,008,080 100%

Locally hired staff

International staff

Operational running expenses

Medical and nutrition

Logistics and sanitation

Transport, freight and storage

Consultants and field support

Others

2012

2011
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Program Expenditures By Continents And Countries (In €)

Countries where we ran programs are listed below (In €):

  2012 %
Africa 625,985 62%
The Americas 60,300 6%
Asia 321,795 32%

Total 1,008,080 100%

  2012 2011
Cambodia 321,795 275,930
Democratic Republic of Congo 194,614 82,820
Haiti 444 65,098
Kenya 177,141 204,950
Nicaragua 59,856 48,905
South Sudan 254,230 26,927
Vietnam 0 62,355

Total 1,008,080 766,984

Africa

The Americas

Asia

Cambodia

Democratic Republic of Congo 

Haiti 

Kenya

Nicaragua

South Sudan 

Vietnam

2012

2011
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CAMBODIA (In €)

  2012 2011
EXPENSES
Locally hired staff 100,165 101,676
International staff 81,266 58,204
Operational running expenses 44,486 25,548
Medical and nutrition 67,801 70,200
Logistics and sanitation 1,603 5,122
Transport, freight and storage 24,394 15,180
Training and local support 0 0
Consultants and field support 2 0
Private and public institutional grants 0 0
Others 2,078 0
Total 321,795 275,930
   
FUNDING  
Private and other income 82,348
Grants from within the MAGNA network 169,343
EU governments 0
UN institutions 70,104
Public institutional income 70,104
Funding of field-related costs 321,795
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DEMOCRATIC REPUBLIC OF CONGO (DRC) (In €)

  2012 2011
EXPENSES
Locally hired staff 72,136 49,116
International staff 26,526 11,585
Operational running expenses 31,934 11,976
Medical and nutrition 53,322 2,743
Logistics and sanitation 199 0
Transport, freight and storage 8,810 6,757
Training and local support 0 0
Consultants and field support 1,569 637
Private and public institutional grants 0 0
Others 118 4
Total 194,614 82,820
   
FUNDING  
Private and other income 78,048
Grants from within the MAGNA network 2,387
EU governments 0
UN institutions 114,180
Public institutional income 114,180
Funding of field-related costs 194,614
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HAITI (In €)

  2012 2011
EXPENSES
Locally hired staff 0 26,481
International staff 0 9,910
Operational running expenses 444 12,168
Medical and nutrition 0 3,401
Logistics and sanitation 0 1,655
Transport, freight and storage 0 11,474
Training and local support 0 0
Consultants and field support 0 9
Private and public institutional grants 0 0
Others 0 0
Total 444 65,098
   
FUNDING  
Private and other income 444
Grants from within the MAGNA network 0
EU governments 15,000
UN institutions 0
Public institutional income 15,000
Funding of field-related costs 15,444
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KENYA (In €)

  2012 2011
EXPENSES
Locally hired staff 95,768 55,111
International staff 1,680 23,221
Operational running expenses 26,564 33,892
Medical and nutrition 24,546 16,645
Logistics and sanitation 886 9,715
Transport, freight and storage 27,696 64,367
Training and local support 0 0
Consultants and field support 0 2,000
Private and public institutional grants 0 0
Others 0 0
Total 177,141 204,950
   
FUNDING  
Private and other income 147,653
Grants from within the MAGNA network 0
EU governments 29,487
UN institutions 0
Public institutional income 29,487
Funding of field-related costs 177,141
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NICARAGUA (In €)

  2012 2011
EXPENSES
Locally hired staff 16,468 21,825
International staff 0 0
Operational running expenses 3,306 4,580
Medical and nutrition 36,437 14,242
Logistics and sanitation 0 3,845
Transport, freight and storage 3,645 4,413
Training and local support 0 0
Consultants and field support 0 0
Private and public institutional grants 0 0
Others 0 0
Total 59,856 48,905
   
FUNDING  
Private and other income 59,856
Grants from within the MAGNA network 0
EU governments 0
UN institutions 0
Public institutional income 0
Funding of field-related costs 59,856
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SOUTH SUDAN (In €)

  2012 2011
EXPENSES
Locally hired staff 59,546 14,814
International staff 39,097 0
Operational running expenses 66,113 4,498
Medical and nutrition 46,686 2,207
Logistics and sanitation 10,344 89
Transport, freight and storage 30,702 4,683
Training and local support 0 0
Consultants and field support 1,272 636
Private and public institutional grants 0 0
Others 469 0
Total 254,230 26,927
   
FUNDING  
Private and other income 113,205
Grants from within the MAGNA network 111,537
EU governments 29,487
UN institutions 0
Public institutional income 29,487
Funding of field-related costs 254,230
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VIETNAM (In €)

  2012 2011
EXPENSES
Locally hired staff 0 22,447
International staff 0 1,085
Operational running expenses 0 13,418
Medical and nutrition 0 16,621
Logistics and sanitation 0 0
Transport, freight and storage 0 8,784
Training and local support 0 0
Consultants and field support 0 0
Private and public institutional grants 0 0
Others 0 0
Total 0 62,355
   
FUNDING  
Private and other income 0
Grants from within the MAGNA network 0
EU governments 0
UN institutions 0
Public institutional income 0
Funding of field-related costs 0

Some programs are partly financed by public institutional grants. These grants may cover more than a one-year 
period and may not match with the financial year. The following disclosure presents the outstanding amount that 
MAGNA has committed to spend according to proposals agreed by the different bodies.

EU governments 84,407
UN institutions 139,873

Remaining commitment to spend 224,280

OTHER INFORMATIONS

Commitments
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Text “MAGNA” and send to number 806

By sending an activation SMS with the text  
“MAGNA” to number 806 you will activate your 
regular contribution to the MAGNA SAVIOR initiative.


