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Section A - Field Project Summary 

DIP Table A: Field Project Summary 

PVO/Country: ADRA{Yemen 
Cooperative Agreement No. FAO-0500-A-00-5025-00 

Project Duration (mm/dd/yy) 
Start Date: October 1, 1995 

Estimated Completion Date: September 30, 1999 

1. Percent of Total USAID Contribution by Intervention 
P dd 100% ercentages must a to o. 

Percent of Total 
INTERVENTION Project Effort (%) 
mmunization 40% 

Diarrhea Case Management 30% 
Nutrition/GM 30% 
Micronutrients 
Pneumonia Case Management 
Maternal Care 
Family Planning 

Malaria Prevention & Management 
HIV/AIDS Prevention 
Other. (specify) 
Other (specify) 

TOTAL 100% 

2. Size of the Potential Beneficiary Population 

Note: Potential beneficiaries are the individuals eligible to receive services under Child Survival 
funding to whom you will provide services. Females (ages 15 - 49) should only be included as 
direct beneficiaries of services (for example, 11" immunizations or family planning services), and 
not for educational interventions (for example, education on proper use of ORT). 

Current Population Within Each Al!e Grou~ 
Infants, 0 - 11 months 
Children 12 - 23 months 
Children, 24 - 59 months 
Children 60 - 71 months (If Vitamin A component) 
lFemales, 15 - 49 years 
Total Potential Beneficiaries Per Year 
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Percent of Total 
USAID Funds in US S 

$346,146 
$259,609 
$259,609 

$0 
$0 
$0 
$0 
$0 
$0 

$0 
$0 

$865.364 

Number of 
Potential Beneficiaries 

3,476 
3,189 
6,833 

0 
19,897 
33395 



Section B - Project Goals and Objectives 
~ 

DIP Table B: Project Goals and Objectives 

Project Goals: To improve the health of mothers and children in the Hais, Khokha and Jabal Ras Districts of the Hodeidah Governorate, in the Republic of Yemen. 
(*) = The measurement method for the indicators/objectives listed in the table below is the rapid KPC survey. 

(1) (2) (3) (4) (5) 
Project Objectives by 

1. Literacy/Small Credit 
(Adjunct funding) 

Measurement 
IndicatorslMethod 
for Objectives (*) 

Develop self-sustaining Percent literacy among women 
functional literacy program for 
women followed by small credit Number of families involved in 
for income generation of small income generation projects 
families in project area villages 

Major Planned Inputs 

1. Empower local development 
committees to manage literacy 
and small credit program. 
2. Link literacy with income 
generation then both with CHP 
activity for sustainabilitv. 

Outputs 

1. LDCs manage literacy and 
small credit programs. 
2. Literacy and income 
generation programs are linked 
with CHP activities for 
sustainabilitv. 
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Measurement Method 
for Outputs 

(Program Report) 



-..... 

(1) 
Project Objectives by 

II. Baseline Asses-sment and 
Formative Research 

Conduct KPC 3D-Cluster Survey 

Conduct formative research 

(2) 
Measurement 

IndicatorslMethod 
for Objectives (*) 

(Mandated indicators plus other 
selected indicators noted below) 

(Primarily through focus group 
interviews and/or simple survey) 

(3) 
Major Planned Inputs 

I. Collect appropriate maps and 
demographic data. 
2. Train survey staff 
3. Conduct survey. 
4. Analysis of data. 
5. Writing of report 
6. Feedback to local community 
and MOH. 

I. Prepare/conduct focus 
interviews of mothers re: 
Diarrhea case management, 
knowledge and beliefs about 
vaccinations, nutrition practices, 
i.e. breast feeding, weaning 
foods, introduction to solid 
foods. 
2. Conduct service quality 
assessments of health facilities in 
diarrheal management and cold 
chain maintenance, monitoring 
and vaccine delivery, vaccination 
techniques, education of mothers 
about nutrition practices. 
3. Assess through random 
sampling KP ofORS retailers 
regarding education of clients in 
need for and appropriate use of 
ORS. 

(4) 
Outputs 

KPC 3D-Cluster Survey 
conducted. 

I. Focus group and interviews 
conducted. 
2. Quality assessment of health 
facility SCM conducted. 
3. Quality assurance of ORS 
retailer SCM conducted. 
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(5) 
Measurement Method 

for Outputs 

(Survey Report) 

[Formative ResearchlQA 
Coordinator Report] 



• • 
(1) 

Project Objectives by 

III. Community System 
Strengthening 

Increase community capacity to 
manage and resolve community 
problems by establishing 30 
LOCs. 

(2) 
Measurement 

IndicatorslMethod 
for Objectives (*) 

Number/percent ofLDCs that 
met at least monthly during the 
last quarter. 
[MINUTES] 

Number/percent of LDCs that 
reviewed disease surveillance 
reports during meetings in the 
last quarter. 
[MINUTES] 

Number/percent ofLDCs that 
participate in problem solving. 
[MINUTES] 

Number/percent ofLDCs 
developing strategies to assume 
management responsibility of 
CHPs. 
[MINUTES] 

(3) 
Major Planned Inputs 

I. Motivation of local 
communities in establishing 
LDCs. 
2. Orientation and training of 
LDCs in the interventions. 
3. Follow-up supervision. 
4. Vital events recording. 

(4) 
Outputs 

I. At least 30 LDCs established 
2. 30 LOCs trained, reviewing 
monthly health reports and 
constructively addressing local 
health and social issues. 
3. Quarterly supervisory visits. 
4. Vital events registry 
institutionalized. 
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(5) 
Measurement Method 

for Outputs 

l. [LOC Minutes] 
2. [LOC Minutes] 
3. [Quarterly Project Reports] 
4. [Vital Events Registry] and 
[LOC Minutes] 



(1) 
Project Objective~ by 

IV. Immunization 

I. Increase percent of children 
«24 months) completing 
immunizations from the current 
9.6% to 50%. 

a. Increase percent of children 
12-23 months who received 
OPV3 from current estimate of 
17.0% to 50%. 

b. Increase percent of children 
12-23 months who received 
measles vaccine from current 
estimate of 11.1 % to 50%. 

c. Decrease percent change 
between DPTI and DPT3 doses 
for children 12-23 months from 
current estimate of20.0% to 
10%. 

2. Increase percent ofWCBA 
receiving two doses ofTT from 
current estimate of 4. 7% to 25%. 

.a: ... ~ ..... 

(2) (3) 
Measurement Major Planned Inputs 

IndicatorslMethod 
for Objectives (*) 

EPI Coverage: Percent of 
children 12-23 months who 
received OPV3. 
[SURVEY] 

Measles Coverage: Percent of 
children 12-23 months who 
received measles vaccine. 
[SURVEY] 

Drop-out Rate: Percent change 
between DPT! and DPB doses 
for children 12-23 months. 
[SURVEY] 

TT Coverage: Percent of mothers 
who received two doses of IT 
vaccine before the birth of 
youngest child «24 months) of 
age. 
[SURVEY] 

... .. , .. ' ... ' 

I. Design IEC methods/materials. 
2. PHC Supervisor training. 
3. PHC Worker training. 
4. LDC orientation. 
5. CHP training. 
6. CHPs promote key EPI 
messages to mothers. 
7. Ensure cold chain equipment. 
8. Cold chain system monitoring. 
9. Ensure transportation and 
supply of vaccine, etc. 
10. Ensure use of GM as 
immunization cards. 
II. Follow-up on drop outs. 
12. Annual promotion day in 
schools. 
13. Increase number ofEPI sites. 
14. Follow-up and surveillance 
of polio and neonatal tetanus 
cases. 

1-8. Same as above 
9. Ensure use of maternal 
health cards to record IT 
vaccinations. 
10. Follow-up on drop outs. 
II. Increase number of EPI sites. 

(4) 
Outputs 

1. lEC materials prepared. 
2. 3 PHC Supervisors trained. 
3.22 PHCWs trained. 
4. 30 LDCs oriented. 
5. 200 CHPs trained. 
6. Key messages on EPI given to 
mothers. 
7. Cold chain equipment 
obtained and/or purchased. 
8. Cold chain is monitoring is 
recorded and submitted to LDC 
monthly and district supervisor. 
9.Vaccines, etc. supplied. 
10. Supply and use ofGM cards 
kept with mothers 
institutionalized. 
11. 400 drop-outs reinstated/year. 
12. School aged persons 
knowledgeable on key EPI 
messages. 
13. EPI sites established. 
14. Surveillance activities 
institutionalized. 

1-8. Same as above. 
9. Supply and use of maternal 
health cards kept with mothers 
institutionalized. 
10. 400 drop outs reinstated/yr. 
11. EPI sites established. 
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(5) 
Measurement Method 

for Outputs 

1. [Materials] 
2. [Training Post Test] 
3. [Training Post Test] 
4. [LDC List] 
5. [pHCW/Trainer Reports] 
6. [CHP Report] 
7. [Facility Inventory] 
8. [Monitoring Charts] and 
[Supervisor Report] 
9. [Vaccination Report] and 
[Survey] 
10. [Vaccination Report] 
11. [Vaccination Report] and 
[CHP Report] 
12. [project Quarterly Report] 
and [Survey] 
13. [LDC List] 
14. [Supervisor Report] and 
[LDC Minutes] 

1-8. Same as above. 
9. [Vaccination Report] and 
[Survey] 
10. [Vaccination Report] and 
[CHP Report] 
11. [LDC List] 



(1) 
Project Objectives by 

V. Nutrition/GM 

1. 100 families grow gardens to 
utilize as sources of nutrition. 

2. Appropriate feeding practices: 

a. Increase the percent of 
infants/children «24 months) who 
were breast-fed within the first 
eight hours after birth from 
current estimate of 62.3% to 75%. 

b. Increase the percent of infants 
«4 months) who are being given 
only breast milk from current 
estimate of37.0% to 50%. 

c. Increase the percent of children 
between 20-24 months) who are 
still breast feeding and being 
given solid or semi-solid foods 
from current estimate of 62.5% to 
75%. 

d. Increase the percent of infants 
between 5-9 months who are 
being given solid or semi-solid 
foods from current 
estimate of 69.5% to 80% 

(2) 
Measurement 

IndicatorslMethod 
for Objectives (*) 

Number of families growing 2 
fruits/vegetables rich in vitamin 
A. 
[SURVEY] 

Initiation ofBF: Percent of 
infants/children «24 months) who 
were breast-fed within the first 
eight hours after birth. 
[SURVEY] 

Exclusive BF: Percent of infants 
(>4 months) who are being given 
only breast milk. 
[SURVEY] 

Persistence ofBF: Percent of 
children between 20-24 months 
who are still breast feeding and 
being given solid or semi-solid 
foods. 
[SURVEY] 

Introduction of Foods: Percent of 
infants between 5-9 months who 
are being given solid or semi-solid 
foods. 
[SURVEY] 

(3) 
Major Planned Inputs 

1. Hire one garden promoter. 
2. Procure seeds/seedlings for 
gardens. 
3. Motivate 100 families to grow 
family gardens as community 
demonstrations to utilize as 
sources of nutrition. 
4. Work through LDCs to 
promote vegetable gardening to 
all families. 

1. Design IEC methods/materials. 
2. PHC Supervisor training. 
3. PHC Worker training. 
4. LDC orientation. 
5. CHP training. 
6.CHPs promote key nutrition 
messages to mothers. 
7. Annual promotion day in 
schools. 

(4) 
Outputs 

1. Promoter hired. 
2. Seeds/seedlings procured for 
gardens. 
3. 100 model gardens planted. 
4. Village gardens promoted by 
LDCs. 

1. IEC materials prepared. 
2. 3 PHC Supervisors trained. 
3. 22 PHCWs trained. 
4. 30 LDCs oriented. 
5. 200 CHPs trained. 
6. Key messages on nutrition given 
to mothers. 
7. School age persons 
knowledgeable on key nutrition 
messages. 
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(5) 
Measurement Method 

for Outputs 

1. [Quarterly Report] 
2. [ Garden Promoter Report] 
3. [Garden Promoter Report] 
4. [LDC Minutes] 

1. [Materials] 
2. [Training Post Test] 
3. [Training Post Test] 
4. [LDC List] 
5. [pHCWlTrainer Reports] 
6. [CHP Report] 
7. [project Quarterly Reports] and 
[Survey] 



(1) 
Project Objectives by 

3. Increase the percent of 
infants/children «24 months) 
who have a growth monitoring 
card and have been weighed in 
the 3 preceding months from the 
current .003% to 25%. 

I 

I 

4. Improving the status (those in 
I the moderate/sever category) of 

children < 2 years old that attend 
GM sessions by at least 10% as 
recorded and monitored on the 
GMcard. 

-

(2) (3) (4) 
Measurement Major Planned Inputs Outputs 

IndicatorslMethod 
for Objectives (*) 

Percent of infants/children «24 I. Design IEC methods/materials. I. IEC materials prepared. 
months) in who have a growth 2. PHC Supervisor training. 2. 3 PHC Supervisors trained. 
monitoring card and have been 3. PHC Worker training. 3.22 PHCWs trained. 
weighed in the 3 preceding 4. LDC orientation. 4. 30 LOCs oriented. 
months. 5. CHP training. 5.200 CHPs trained. 
[SURVEY] 6. Ensure GM equipment. 6. GM equipment purchased. 

7. CHPs promote key nutrition 7. Key messages on nutrition 
messages to mothers. given to mothers. 
8. PHCWs and CHPs conduct 8. Weighing sessions conducted 
weighing sessions at monthly at monthly vaccination sites and 
vaccination sites and during during home visits. 
home visits. Mothers institutionalized in 

program. 

9. Ensure use ofGM cards to 9. Supply and use of GM cards 
record weight-for-age kept. 
measurements. 10. 400 follow-up visits for 
10. Follow-up on growth growth faltering children made 
faltering children. per year. 
II. Annual nutrition promotion II. School age persons 
day in schools knowledgeable in relationship 
12. Increase number of GM sites. between growth and nutrition. 

12. GM sites established. 

% of children < 24 months whose I. Continued promotion of GM I. Key messages on nutrition 
nutrition status improved and follow-up of growth given to mothers. 
(monthly HC GM defaulters by PHCWs home visits 2. 400 follow-up visits for 
registry/reports). and referral. growth faltering children made 

per year. 
3. Growth referred for further 
care to HC's/feeding centers. 
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(5) 
Measurement Method 

for Outputs 

I. [Materials] 
2. [Training Post Test] 
3. [Training Post Test] 
4. [LOC List] 
5. [pHCWlTrainer Reports] 
6. [Facility/Site Inventory] 
7. [CHP Report] 
8. [pHCW Report], [CHP 
Report], and [Survey] 

9. [pHCW Report] and [Survey] 
10. [pHCW Report] and [CHP 
Report] 
11. [Project Quarterly Report] 
and [Survey] 
12. [LOC List] 

1. [PHCW report],[CHP report] 
2. [pHCW report] 
3. [HC/CHP monthly report] 



(1) 
Project Objectives by 

VI. Control of Diarrheal 
Disease 

I. Appropriate response: 
Increase the percent of 
infants/children «24 months) 
with diarrhea in the past two 
weeks who were: 

a .... given the same amount or 
more breast milk from the 
current estimate of 73.8% to 
84%. 

b .... given the same amount or 
more fluids from the current 
estimate of60.7% to 75%. 

c .... given the same amount or 
more food from the current 
estimate of 29.0% to 45%. 

d .... treated with ORT from 
current estimate of 28.3% to 
45% 

e. Increase the percent of 
mothers of infants/children «24 
months) of age who know two or 
more correct symptoms 
indicating the need to seek 
trained health care from current 
estimate of 67.7% to 80.0%. 

(2) 
Measurement 

IndicatorslMethod 
for Objectives (*) 

a. Percent of infants/children 
«24 months) with diarrhea in the 
past two weeks who were given 
the same amount or more breast 
milk. 
[SURVEY] 

Percent of infants/children «24 
months) with diarrhea in the past 
two weeks who were given the 
same amount or more fluids. 
[SURVEY] 

Percent of infants/children «24 
months) with diarrhea in the past 
two weeks who were given the 
same amount or more food. 
[SURVEY] 

Percent of infants/children «24 
months) with diarrhea in the past 
two weeks who were treated with 
ORT. 
[SURVEY] 

Percent of mothers of 
infants/children «24 months) 
who know two or more correct 
symptoms indicating the need to 
seek trained health care. 
[SURVEY] 

(3) 
Major Planned Inputs 

I. Design IEC methods/materials. 
2. PHC Supervisor trained. 
3. PHC Worker training. 
4. LDC orientation. 
5. CHP training. 
6. CHPs promote key prevention 
and CDD messages to mothers. 
7. Ensure ORS supply to key 
distribution sites (same as 
vaccination sites). 
8. Annual promotion day in 
schools. 
9. Follow-up on diarrhea cases 
by home visits to vulnerable 
children. 

(4) 
Outputs 

1. IEC materials prepared. 
2. 3 PHC Supervisors trained. 
3.22 PHCWs trained. 
4. 30 LDCs oriented. 
5.200 CHPs trained. 
6. Key messages on prevention 
and CDD given to mothers. 
7. ORS supplied and distributed. 
8. School age persons 
knowledgeable on key 
prevention and CDD messages. 
9. 400 follow-up visits made per 
year. 
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(5) 
Measurement Method 

for Outputs 

1. [Materials] 
2. [Training Post Test] 
3. [Training Post Test] 
4. [LDC List] 
5. [PHCWlTrainer Reports] 
6. [CHP Report] 
7. [PHCW Report] 
8. [Project Quarterly Reports] 
and [Survey] 
9. [pHCW Report] and [CHP 
Report] 



-..: 

~--- ---

(1) (2) 
Project Objective~ by Measurement 

IndicatorslMethod 
for Objectives (*) 

2. Increase standard case Percent of service personnel 
management (SCM) of diarrheal following SCM (Physicians, 
episodes being practiced to 80% PHCWs). 
of health service facilities. [FACILITY SURVEY] 

3. 40% of retail outlets selling Percent of retail outlets selling 
ORS will consistently educate ORS and consistently educated 
clients in need of and proper use clients in need of and proper use 
ofORS. ofORS. 

[FACILITY SURVEY] 

I 

ABBREVIATIONS 

Breast Feeding BF 
CDD 
CHP 
CS 

Control of Diarrheal Diseases 
Community Health Promoter 
Child Survival 

EPI 
GM 
IEC 
KP 
KPC 
LDC 
ORS 
PHC 
PHCW 
TT 
WCBA 

Expanded Program of Immunizations 
Growth Monitoring 
Information, Education, Communication 
Knowledge and Practice 
Knowledge, Practice and Coverage 
Local Development Committee 
Oral Rehydration Salts 
Primary Health Care 
Primary Health Care Worker 
Tetanus Toxoid 
Women of Child Bearing Age 

(3) (4) 
Major Planned Inputs Outputs 

I. Conduct facility survey. I. Facility survey conducted. 
2. PHC Supervisor training. 2. 3 PHC Supervisors trained. 
3. PHC Worker training. 3.22 PHC Workers trained, 
4. Establish quality monitoring 4. Protocols appropriate to each 
criteria and procedures. level established. 
5. Follow-up quality assurance 5. Supervisory and self-
(QA). monitoring for QA 

accomplished. 

I. Conduct facility survey. I. Facility survey conducted. 
2. Design lEC strategy for ORS 2. lEC strategy/materials 
retailers and area distributors. prepared. 
3. Train retailers. 3. Retailers trained and given 
4. Follow-up visits for supply of advertising/educational 
monitoring and supervision. materials. 

4. Spot checks of retailers 
quarterly. 
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(5) 
Measurement Method 

for Outputs 

1. [Survey] 
2. [Training Post Tests] 
3. [Training Post Tests] 
4. [protocols] 
5. [Formative Research / QA 
Coordinator Report] 

I. [Survey] 
2. [Materials] 
3. [Supervisor Report] 
4. [Formative Research / QA 
COORDINATOR Report] 



Section C - Project Location 

C.l Location Map (See Appendix A.) 

C.2 Location Description The three targeted 
districts are located in the western region of the Republic of 
Yemen. The Khokha District borders the Red Sea on its 
western side. The Hais District lies between Khokha and 
Jabal Ras on flatter land, while Jabal Ras is a mountainous 
area. These three districts give the project a wide range of 
terrain. 

In general, the economy in Yemen is passing through a 
difficult phase that is likely to last for a number of years. The 
economic hardship requires some hard economic adjustments 
from the government which includes price increases, import 
controls, government spending cuts or freezes and exchange 
rate adjustments. All these factors impact the deteriorating 
economic situation in ADRA's project area, and contribute to 
a further squeeze in the purchasing power of families at the 
grass roots level and cause deterioration in the quality and 
quantity of basic social and medical services. (The Situation 
of Children and Women in the Republic of Yemen, UNICEF, 
1992). 

The religion of Yemen is traditional Islam. Religion rules in 
the every day lives of the Yemeni people who take a very 
conservative stance. The Islamic faith is based on a believer's 
total submission to Allah (God). A Muslim, 'submitter' to 
God and believer in Islam, observes faithfully the five pillars 
ofIslam: the creed, performance of prayer, giving of alms, 
observance of fasting and performance of pilgrimage to 

.>Mecca. There are two main divisions ofIslam, Sunni'i and 
Shi'i. A large majority of people in the project area are of the 
Sunni sect called the Shafa'i (Yemen, 1991). 

A Yemeni woman's life is short, hard, tiring and vulnerable. 
Yemeni women have one of the world's lowest average life 
expectancy at 46 years. In some governorates, it drops as low 
as 38 years. "From the day of her birth, a Yemeni woman 
faces a series of consecutive hurdles that would almost 
certainly confine her to a lifetime of childbearing while 
engaged in hard manual labor at home and in the fields" (The 
Situation a/Children and Women in the Republic a/Yemen, 
UNICEF, 1992). There is a vicious cycle of life, consisting of 
hard work, poor nutrition, lack of education and illiteracy, 
early marriage and frequent disease, that is passed on from 
one generation to the next. 

have influenced the ethnicity of the Yemenis in the project 
area. 

The literacy rate is low, averaging just 33% for the nation 
(The Situation of Children and Women in the Republic 0/ 
Yemen, UNICEF, 1992.) In the project area, female literacy 
is 5.6% (Baseline Survey), which compares poorly with the 
national female literacy rate which stands at 26% (State of the 
Worlds Children, 1996). 

Potential constraint to implementing the CS project includes 
mountainous terrain which makes accessibility challenging 
and an unstable and poor economic situation that has made 
local health services woefully inadequate. Yemen exhibits 
significant need in many areas and presents a particularly 
difficult operating environment. All of the local, social, 
logistical and bureaucratic constraints provide a significant 
challenge in devising an appropriate development strategy. In 
Yemeni society, women and girl children are denied primary 
health care because of cultural taboos in regard to male health 
care providers. This problem is exacerbated by women's 
historical subordinate role in society. The poor literacy rate, 
especially among women, poses a major constraint for the 
transfer of information and training. The educational 
environment of mixed gender of students, male teachers, and 
latrine facilities are traditional cultural barriers that prevent 
women and girl children from obtaining an adequate 
education. 

Infant mortality rate in Yemen is 7811 000 live births and 
U5MR remains at 11211000 live births (State o/the Worlds 
Children, 1996). In comparison to data of the State of the 
Worlds Children, 1995, (IMR is 9111000 and U5MR is 
137/1000) these statistics seem to reflect significant 
improvement. However, according to The First National 
Five-Year Planfor Health Development in Republic of 
Yemen, there are still major problems facing the Health 
Information System Program, due to irregularity of data 
collection, irregular recording, and unavailability of accurate 
comprehensive and unified data. In the project area, no 
health statistics are available from offices contacted. The 
most common causes of infant and child mortality include 
diarrhea, ALRI, LBW (prematurity, birth complications), 
malaria and immunizable diseases, as reported by local health 
center staff. 

A 1989 UNICEF survey reported a maternal mortality rate of 
387 per 100,000 live births for the southern governorates. 
However, rural estimates tend to be higher, even 800-1,000 
per 100,000 live births. Accurate and comprehensive national 

The project area has one language group, of the Yemeni Arab and project area data is lacking. Leading causes of maternal 
origin. Through the years there have been intermarriages mortality inc~ hepatitis, postpartum hemorrhage, 
with the Somalis. Sudanese. Edtre.n and Ethiopians. which edampsia an ~dU; maternal ,elated complica'ions 
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(The Situation o/Children and Women in the Republic 0/ 
Yemen 1992, UNICEF). 

The health infrastructure of the project area falls under the 
jurisdiction of the Hodeidah Governorate Health Office. 
Currently there are two health centers and thirteen PHCUs. 
The physicians ofthe health centers and some PHCWs 
operate private clinics in the afternoons. The health centers 
have two physicians each. Currently, there are 3 PHCW 
supervisors, 16 male and 6 female PHCWs (murshadeen and 

murshadaat respectively) and two midwives. Two of the 

PHCWs are away studying, and two are inactive due to 

internal conflicts. All but one of the female PHCWs is in 
Hais. The Hais Health Center has one lab technician and one 
pharmacy technician. There is very little done in the area of 
health interventions by the existing health infrastructure, 
although occasional health education programs are provided 
for the Hais community. Basic primary health care services 
are provided at these health centers. Equipment and drugs are 
extremely limited or lacking altogether. 

References 
1. The State o/the World's Children, UNICEF, 1996. 
2. The Situation o/Children and Women in the Republic 0/ 
Yemen, UNICEF, 1992. 

Section D - Project Design 

D.l Summary of Overall Project Design 

The project will operate in two phases. The first phase will 
'>start in March 1996 and end in December 1997. This phase 

will focus on strengthening the existing MOH service 
delivery system for the project's three primary interventions, 
by providing some equipment (cold chain, motorcycles, 
scales, etc.), by providing refresher training to health workers, 
and by community mobilization in the communities served 
through the existing services. 

The second phase will begin in January 1998 and fmish in 
September 1999. It will focus on establishing services in the 
project's three interventions to communities not presently 
reached by existing services. The focus will be on 
community mobilization, and on overcoming logistical 
barriers to service provision. 

The overall project design is specifically aimed at 
empowering existing community entities (local councils) and 
creating new community level entities (local development 
committees, LDC) where necessary. These entities will make 
it possible to: 1) increase accessibility; 2) increase awareness; 
and 3) provide a means for quality control. LDCs will receive 
training in conducting efficient meetings and functions. 

Supervision and follow-up of LDC CS activities will be the 
responsibilities ofthe Community Development Coordinator 
(CDC). LDC activities are to include such things as taking 
responsibility for local vaccination sites, transportation of 
vaccinators, promoting and supervising the role of the 
Community Health Promoters (CHPs), maintaining a vital 
events registry, reporting and reviewing the HIS for relevant 
information, replacement of CHPs, and family gardens in the 
community. These activities will require a gradual increasing 
involvement of the local development committees, local area 

councils, and the local communities in general. The 

strengthening of the MOH through participatory self­

monitoring of the cold chain system and of SCM in health 
facilities, are also aimed at creating locally sustainable 
initiatives. The enlistment of the private health sector in 
education regarding proper management of diarrheal episodes 
in conjunction with the sale of ORS packets will also require 
local involvement. 

Thi~offunding for this project focuses on a 
limited number of interventions to build agency and 
community experience capacity, increase the understanding 
of knowledge, attitudes and practices of the project area, and 
to strengthen the local infrastructure. Should a second round 
of funding be granted, ADRA will include additional 
interventions such as maternal care, malaria control and 
ALRI. 
The groups targeted for project activities and defined high 
risk populations for each intervention are listed below: 

Intervention 

EPI: childhood diseases 
EPI: TT 
CDD 
Nutrition 
age 

Population at Risk 

Children 0-11 months of age 
WCBA 15 - 49 yrs of age 

Children 0-23 months of age 
Children 0-23 months of 

There are several levels at which eligible women, children 
and newborns will enter and participate in these programs. At 
the community level, for all interventions, health workers, 
(PHCWs/CHPs) and CHPs will encourage mothers to attend 
growth monitoring and immunization sessions at sites in their 
village, local PHCU and/or the health center. They will also 
promote attendance at health education sessions at the 
community level. At the health center level, patients will be 
enrolled for pediatric and maternal immunizations, nutrition 
counseling and diarrheal case management. 

The project will promote the three Child Survival 
interventions ofEPr, Nutrition and CDD. 

EPI - 40% There are several EPr intervention strategies. 
One is to improve the accessibility of immunizations, by 
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strengthening the MOH cold chain and transport system, by 
making the Hais Health Center an immunization storage 
center for the three districts. Secondly, training and retraining 
ofPHCWs to be vaccinators and cold chain monitors, will 
also strengthen the existing MOH infrastructure. Thirdly, 
mothers will receive key EPI messages to increase an 
awareness for the need of immunizations, through trained 
health workers and CHPs. Fourthly, local development 
committees and district councils will be established to assist 
in community-wide promotion of EPI campaign days, 
through posters and education of village leaders and other 
community members. Rationale for the strategies of this 
intervention is due to an irregular supply of immunizations to 
the communities of the three districts, mostly due to an 
inadequate cold chain system and an erratic supply from 
Zabid, the current regional depot for vaccines. There have 
been occasional stock shortages in recent months, particularly 
of needles and syringes, since they have switched to non­
reusable syringes. Many of the PHCUs are inactive, and 
PHCWs need to be motivated to return to their posts-­
immunization responsibilities will help to provide the 
stimulus. Plans to resupply and/or repair cold chain 
equipment for the PHCUs will enable PHCWs to carry out 
responsibilities effectively. 

Nutrition - 30% The nutrition intervention will educate 
mothers through health workers and CHPs during home social 
contacts and at monthly vaccination/weighing days. 
Particular emphasis will be placed on appropriate breast 
feeding and introduction-of-food practices. Secondly, there 
will be growth monitoring activities. Children wi1l be 
weighed on monthly vaccination days. Bimonthly weighing 
of children discovered to be faltering in growth, will be 

'encouraged and will be followed up more intensively with 
home visits. Rationale for this intervention is, that there is no 
current nutrition education program in the target area, and 
casual observation noted no education of mothers in nutrition 
by health personnel. Only select and seriously ill infants are 
weighed when they come to the Hais Health Center. Finally, 
a Garden Promoter will be responsible for encouraging 
families to grow vegetables in family gardens. In the rural 
areas especially, access to and availability of fresh fruits and 
vegetables is very limited. Seeds/seedlings will be procured 
from other support sources. ADRA will also explore the 
feasibility of developing additional water supplies. The 
Garden Promoter will also hold demonstration sessions on 
how to incorporate nutritious home-grown foods in the family 
diet. 

.-
CDD - 30% The CDD strategy focuses primarily on 
education: I) refresher training for health center staff on 
SCM; 2) training of ORS retailers to transmit health 
messages through their counseling at the time ofORS packet 

sales; and 3) the education of mothers and families through 
trained health workers and CHPs. This project will also 
provide a means for ensuring the supply of ORS packets to 
health centers and units. There are several reasons to support 
the selection of these strategies. Due to the state and use of 
the PHCUs (inactive or marginally active), there is little or no 
education regarding appropriate home management, including 
seeking medical care for diarrheal episodes. Casual 
observation of health personnel practices, indicates 
deficiencies in standard case management of diarrheal 
episodes in health facilities. The supply of ORS packets by 
the MOH to the Hais Health Center is inadequate for use by 
the PHCUs. 

D.2 Collaboration and Formal Agreements 
There are no existing NGOs with which to collaborate in the 
project area. There has been collaboration with the Hodeidah 
Urban PHC project and more is planned. Their experience 
with a cost recovery program, community health committees 
and HIS system will be valuable to this project. There will be 
active collaboration with UNICEF/WHO in sharing of 
pertinent information for obtaining educational materials for 
training. The MOH has agreed to provide cold chain 
equipment, charts and registry forms, and training 
personnel/materials for all interventions and ORS packets. 
(See Appendix B for letter of agreement and other supportive 
documents.) The cold chain equipment the MOH will 
provide include: 2 gas refrigerators, 10 Swedish cold boxes, 
21 plastic basins, 20 steel plates, 20 steel bowls, 320 ice packs 
(l6/health unit), 20 vaccination supply bags, 30 vaccine 
carriers (2/health unit, 10 health units already have). Local 
area councils are community bodies that wi1l be involved at 
the community level in assisting with the analysis and solving 
of problems that arise in their particular area. They will be 
increasingly responsible for CS and development activities 
that take place. The project is currently discussing with the 
Tihama Development Authority possibilities for coordination 
of the nutrition intervention activities with those of their 
female agricultural extension. As part of the focus on health 
education among community members, collaboration with the 
local Ministry of Education will provide opportunities to 
work with the local school system. 

There will be no financial exchange anticipated with these 
collaborations. There will be no other NGOs subcontracted to 
work with this project. Knowledge transfers will include the 
sharing of information gathered by evaluations and 
supervision and monitoring activities with the communities, 
health centers, national health offices and other NGOs 
working in Yemen and the assistance of the MOH in training 
health staff. 

Administration of the KPC Baseline Survey required the 
involvement of community members and was successfully 
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completed with their assistance. Several murshadaat, 
midwives, teachers and agricultural extensionists were 
recruited as supervisors and interviewers. The Hais Health 
Center Director provided the training facility. Community 
members assisted in translation, locating randomly selected 
villages throughout the three districts, and in the development 
of relationships with the leaders of the surrounding 
communities. 

The MOH central and regional representatives attended the 
DIP Workshop. Community leaders from Hais, Jabal Ras, 
Khokha and Zabid (the health center from which the Hais 
Health Center receives immunizations) also participated in 
this workshop. In addition, two midwives, a PHCW 
supervisor and agricultural extensionist contributed 
information during the workshop. The DIP Workshop 
process was participatory with the various attendees 
contributing to the planning as their expertise allowed. 

D.3 Technical Assistance 
During the initial stages of CS project planning, Paul W. 
Dysinger, MD, MPH provided recommendations and advice 
as an external consultant. His former experience of working 
on development projects in various countries provided a 
backdrop for the suggestions and insight he was able to share. 

Technical assistance was obtained from Henry D. Kalter, MD, 
MPH from JHU/CSSP in developing the HIS. He was able to 
provide valuable information on this subject, although 
suggested use of certain HIS forms were thought to be too 
technical for the project area at this time. Additional 

• > assistance for the design, training and functioning of a HIS 
will be sought from the Hodeidah Urban PHC Program (run 
jointly by Dutch Aid and lCD, a British NGO). This NGO is 
based outside ADRA's project area. 

Barbara S. Kinzie, RN, MPH, participated as a consultant in 
the DIP Workshop. Her experience of working in Yemen in 
various roles relating to community health was highly valued 
during the planning process. Jerald Whitehouse, DrHSc, 
MPH, also provided additional consultive input for the DIP. 

Establishment of the cold chain equipment and system has 
required the technical assistance of Abdul Karim Altuwaiti, 
MOH EPI Technical Officer. His expertise in the 
management of the EPI has been very helpful in 
understanding MOH protocols and guidelines, details of cold 
chain equipment and systems, and in the training of health 
staff and course content. 

Additional assistance in formative research will be obtained 
from an external consultant for the Nutrition and CDD 
interventions during the first year of implementation. The 
initiation of cost recovery strategies will also require technical 

assistance from UNICEF or the Hodeidah Urban PHC 
Program. Further technical assistance in the areas of 
sustainability, assessing quality of care and project 
management is planned from the PVO CSSP office at JHU (in 
March 1998). 

Section D.4a Detailed Plans by Intervention -
Immunization 

4a.1 Incidence and Outbreaks Currently, the MOB 
is not carrying out well-supervised surveillance strategies of 
vaccine preventable diseases for the nation and none in the 
project area. Discussions with the director and physician of 
the Health Hais Center indicate that in the past two years, 
there were outbreaks of whooping cough and measles in the 
project area. 

4a.2 Baseline Coverage Estimates The estimated 
coverage rate for children 12-23 months of age in the project 
area for DPTl is 18.5%. For OPVl the coverage rate is 
17.0%. Baseline data estimates a measles coverage at 11.1 %. 
The current drop-out rate for DPT immunizations is 20.0%. 
The estimate of children completely immunized is 9.6%. 
Considering the total number of mothers interviewed during 
the baseline survey who had maternal health cards, the 
estimated percent of births that are fully protected by tetanus 
toxoid immunizations is 4.7%. The most recent data available 
for the national coverage levels state DPTl at 47%, OPV3 at 
47% and measles at 45%. TT coverage at the national level is 
8% (State of the World's Children, 1996). The rate of 
children fully immunized is 39% for the rural area and 41 % 
for the nation (The Situation of Children and Women in the 
Republic of Yemen, 1993). 

4a.3 MOH Policies MOH immunization policies noted 
in the New 5-Year Plan conform to WHOIUNICEF 
guidelines. However, efficient supervision and reporting for 
the purposes of surveillance of polio and tetanus cases is in 
the planning stages. The MOH immunization schedules for 
infants and WCBA also conform to WHOIUNICEF 
guidelines as follows: 

Infants 
Age 
Birth 
6 weeks 
10 weeks 
14 weeks 
9 months 

Vaccine 
BCG,OPVO 
DPTl,OPVI 
DPTl,OPV2 
DPT3,OPV3 
Measles 
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WCBA 
Dose Schedule 
TTl 1st contact with services or as early as 

possible in pregnancy 
TTl 4 weeks after 1 st dose or 

subsequent pregnancy 
TTJ 6 months after 2nd dose or 

subsequent pregnancy 
TT4 I year after 3rd dose or subsequent 

pregnancy 
TT5 1 year after 4th dose or 

subsequent pregnancy 

4a.4 Knowledge and Practice 16.3% of the mothers 
surveyed, stated that a child should receive its measles 
vaccine at nine months of age. 12.6% stated that the main 
reason why pregnant women need to be vaccinated with the 
tetanus toxoid vaccine is to protect both the mother and the 
newborn. 11.2% of the mothers stated that a pregnant mother 
needs more than two tetanus toxoid injections to protect the 
newborn. infant from tetanus. 6.8% (20/295) of the mothers 
surveyed had maternal health cards and 4.7% (14/295) had at 
least two TT vaccinations recorded on their maternal health 
card. 

4a.5 Immunization Objectives 

Objective Base- EOP 
line 

Increase the percent of 9.6% 50% 
children from 12-23 months 
completing immunizations 
from current * 

Increase the percent of WCBA 4.7% 25% 
receiving two doses of IT 
from current 

*For EPI mandated mdlcators and theIr measurements, see Table B. 

4a.6 Approach 
There are numerous barriers to achieving full immunization 
coverage in the project area. Poor accessibility, lack of 
community awareness as to the importance of immunizations, 
and their schedule and incorrect traditional beliefs associated 
with immunizations, are some of the existing barriers 
originating from the community. The lack of supervision at 
regional and local levels during transportation and 
distributiOn of vaccines, affects the overall quality of existing 
MOH immunization services. Furthermore, coverage has 
been weakened due to inadequate cold chain equipment, 
irregularity of electric supply and shortage of gas, and poorly 
trained vaccinators with a lack of supervision. 

The project's planned immunization component for children 
less than two years old and WCBA includes 1) increasing 
accessibility by reopening health units as vaccination sites, 
establishing new vaccination sites, expanding to remote 
undeserved areas and 2) placing a strong emphasis on 
increasing community awareness through health education 
and 3) strengthening the existing MOH EPI structures by 
scheduling refresher training on immunizations for 
supervisors and PHCWs. (Health messages to be used are 
included in Appendix C.) 

The MOH roles in the EPI program will include training 
supervisors and PHCWs, the provision of vaccines and other 
EPI supplies (see section D.2 for the list of cold chain 
equipment supplied by UNICEF via MOH), supervision and 
monitoring ofEPI personnel at the health center and district 
levels, and the training and assisting in the mobilization of 
community groups. ADRA will playa facilitators role in 
community mobilization and in funding and scheduling 
training sessions for supervisors, health workers, community 
and religious leaders. ADRA will also facilitate, assist with 
the purchase of refrigerators (five solar refrigerators) and 
motorcycles to enhance the cold chain system and logistics 
thereof, and also in the development of educational materials. 
The communities' roles will be to assist in the planning of 
vaccination campaigns, scheduling, arranging the site and 
promotional activities. 

The immunization activities will be implemented in phases. 
The first stage will commence in mid March 1996 with the 
purpose of strengthening the existing MOH EPI services. 
This includes the training of the health centers' and units' 
staff, ensuring adequate cold chain equipment, immunization 
supplies, community mobilization and organization of 
immunization sessions at health centers, health units and 
select villages located close to these facilities. The second 
stage, which will begin in January, 1998, will involve the 
establishment of new vaccination sites in villages unreached 
by the first phase. This will involve community mobilization 
and overcoming logistical problems in reaching the remote 
areas. 

Vaccines will be supplied to the Hais Health Center on a 
monthly basis by the Governorate Health Office in Hodeidah 
and delivered by their EPI Technical Officer. The Hais Health 
Center supervisor will be responsible for immediate delivery 
to the other two main district distribution centers. District 
supervisors responsible for immediate delivery to the other 
two main district distribution centers. District supervisors will 
in tum deliver the vaccines to the various health units in their 
jurisdiction. Each PHCW will then carry out vaccine services 
from their fixed health unit and also as a mobile service to 
villages within their catchment areas. One of the LDCs 
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responsibilities would be to support the PHCWs with 
transportation (See below.) 

EPr activities will initially be done mostly by male 
vaccinators. There is a shortage of female health workers. 
UNFPA's PHCW training courses will increase the health 
sector manpower by focusing on the enrollment of women 
willing to be trained as murshadaat and TBAs. The 
murshadaat will be able to assist in the administration of 
vaccines. District supervisors will be in charge of transporting 

the vaccines to the PHCUs under their jurisdiction catchment 
areas of the PHCUs covering areas with a 10 km radius. 
Households within 2 km of the PHC unit are expected to 
come to the unit for their immunizations and other health 
services. The next 4 kms surrounding the PHCU, the PHCW 
is expected to cover by foot or other means of transportation. 
The next 4 kms is also covered by PHCW but those 
communities are requested to help the PHCW with 
transportation costs. LDCs will be largely responsible for 
collecting the funds to assist the PHeW. About 4 of the 
PHCWs already have motorbikes or other means of travel. 
We think that 4 more motorbikes are sufficient. Bicycles 
would not be appropriate for the area/terrain -- too hot, rocky, 
sandy and hilly. Cold chain equipment is sufficient to cover 
the catchment areas. 

Immunization services will be given the whole year from both 
fixed and mobile sites. The first stage will be from fixed 
health centers and units with one day campaigns to initiate 
these activities. During the second and third stages of the EPr 
intervention, mobile vaccination sites will be established to 

, move into the more remote sites. 

There are 20 existing health units and 3 health centers for the 
3 districts. Nine health units have permanent buildings. The 
other 11 are only temporary buildings (homes or mud huts of 
PHCWs.) There are 4 existing refrigerators. ADRA will 
purchase 5 more solar refrigerators. The MOH will supply 2 
gas refrigerators. This will give a total of 11 refrigerators for 
the 3 districts. Other health units (10) will have the cold 

'"" ?ftxed to~e1or storage of vaccines. 
,"'" v ~~\ff"" v J 

~ the project anticipates reaching the "high risk" population of 
children less than 24 months, through the work of health 
centers, health units, mobile vaccination teams, and through 
local vaccination campaigns. The training of community 
leaders, religious leaders and especially jeddah (untrained 
TBAs) will enable the appropriate health messages to be 
disseminated to mothers with children in this age group. 

All PHCWs will be trained to enhance immunization skills. 
The standard MOH curriculum will be used to train these 
vaccinators. The curriculum includes five days of training in 
the basic aspects of immunizations. 

A careful assessment will be dime for each health unit 
planning to carry out an immunization campaign to determine 
the estimated number of vaccines to order. This order will be 
relayed to the Governorate Health Office located in the city of 
Hodeidah from which they will be retrieved. The supply of 
vaccines will be ensured through continuous monitoring and 
supervision of regional distribution to health centers and units 
in collaboration with the regional EPI Officer. 

4a.7 Individual Documentation 
The project will use the immunization space on the back of 
the growth monitoring cards to record the date and type(s) of 
immunization(s) given. (See Appendix D.) This will 
minimize the number of cards a mother needs to keep track 
of. The MOH normally uses a standardized immunization 
card. In the case where a child's card is lost, vaccination 
information can be obtained from the registry located at the 
health facility that provided the immunizations. ADRA does 
not expect any expenditures for immunization cards, forms 
and registries which will be provided by the MOH. Women's 
TT vaccinations will be recorded on separate TT vaccination 
cards also provided by the MOH. These cards will be kept by 
the mothers, again, with information recorded in registries at 
the respective health facility. The importance of card 
retention by mothers will be promoted and encouraged by 

. vaccinators at the time of vaccination and also by health 
education messages shared by various community members 
inclusive of the jeddah. 

4a.8 Drop-outs - Children 
There are numerous reasons why there are large numbers of 
drop-outs. Lack of vaccines, inconsistent immunization 
services, logistics problems, lack of trust in the PHCW, 
incompetence in vaccination procedures and related 
complications from the first vaccination, lack of monetary 
resources for transportation to a vaccination site, and a lack of 
awareness about completing the vaccination schedule all 
contribute to the high percentage of drop-outs. 

Ensuring a regular supply of vaccines to the health centers 
with a frequent check on the quality and regularity of 
services, the training of PHCWs, intensive monitoring and 
supervision of those PHCWs, increasing outreach sites to 
remote areas through mobile vaccinators, the health education 
of mothers and the organization of communities for mass 
campaigns are activities that will help to reduce the problem 
of drop-outs. 

Supervisors will monitor the work ofPHCWs by observing 
the vaccination registry to ensure that defaulters are identified 
and visited. The PHCW will record the date of the next 
immunization on the registry. If on the next visit the child is 
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not present for the scheduled immunization, a CHP of the 
community will assist the vaccinator in seeking the child out. 

4a.9 Drop-outs - Women 
Antenatal care is not practiced in the rural areas partially 
because there are no female PHCWs. The first antenatal visit 
usually occurs late in the pregnancy and does not allow for 
completion of the full TT schedule. The majority of the 
vaccinators are males, and cultural traditions sometimes 
prevent women from receiving immunizations from men. 

The project intends to increase the supply and accessibility of 
TT immunizations by making them available during the local 
campaigns for child immunizations. In addition, health 
education through female health workers and the work of 
CHPs will help to increase the demand for TT immunizations 
before and during pregnancy. The training of murshadaat 
(female PHCW) will increase the acceptability of receiving 
vaccinations and decrease gender biases. Methods for 
covering drop-outs and missed opportunities will be dealt 
with the same as that for other immunizations as discussed in 
the last section of 4a.8. 

4a.l0 Population 

Beneficiary Population for Immunizations 

0-11 Months WCBA 15-49 Total 

3,476 19,897 43,090 

The estimated number of newborns for the nation each year is 
623,000 (State of the World's Children, 1995). Assuming 
that approximately 3,500 children are born per year, five 

>'visits per newborn will be required to reach full coverage of 
children by 12 months of age. The project will target all 
WCBA including those who are pregnant for IT 
immunizations. 

4a.ll Cold Chain Support Erratic availability of 
transportation from governorate storage areas to peripheral 
health centers, poor maintenance of cold chain equipment, 
inadequate surveillance and monitoring of temperatures, 
excessively high temperatures which demand more cooling 
capacity and fuel than normal, unavailability of an electrical 
power supply in any of the three districts and the combined 
difficulty of gas cylinder replenishment, poorly trained staff 
in maintenance of cold chain equipment and finally, the lack 
of cold chain equipment constitute the daunting challenges of 
inadequats: cold chain system. This information was obtained 
from field trip observations and MOH and EPI personnel of 
the central, governorate, district health center and peripheral 
levels. 

The project intends to train PHCWs in principles of cold 
chain management and in maintenance and monitoring of 
equipment. This includes additional training of district 
supervisors in specific supervisory duties and techniques. 
All PHCW activities will be supervised by these district 
supervisors. PHCWs will be responsible for reporting 
damaged or malfunctioning cold chain equipment to their 
health unit supervisor immediately. The supervisors will then 
contact the Governorate Health Office for the EPI Technical 
Officer to make the necessary visit to the health unit or 
provide appropriate advice and instruction on repair. Project 
protocol for monitoring vaccine temperatures are according to 
MOH guidelines. The PHCW will be responsible for using a 
temperature monitoring chart and a check list. (See Appendix 
E.) 

Two gas refrigerators, 10 Swedish cold boxes, 21 plastic 
basins, 20 steel plates, 20 steel bowls, 320 ice [packs 
(16/health unit), 20 vaccination supply bags, 30 vaccine 
carriers (2/health unit, 10 health units already have supplies) , 
will be provided by the MOH. The MOH will provide all of 
the carrying cases and cold boxes as necessary to facilitate 
reaching out to the more remote villages. 

Although the accuracy of these rates could be a mater of 
argument, the regional MOH EPI operational officer reported 
that the vaccine efficacies at the district level are 95% for 
polio, 85% for BCG, 95% for DPT and 90% for measles. 

4a.12 Surveillance The MOH has an objective to 
eradicate polio and neonatal tetanus by the year 2000 (The 
First National Five-Year Plan). It has a plan for training and 
monitoring EPI disease surveillance activities of these two 
diseases, but it is not yet operational. The following signs and 
symptoms for case identification of polio are listed in the EPI 
training manual: 1) apathy; 2) low-grade fever; 3) congestion 
of mucous membranes of nose, throat and upper respiratory 
tract; 4) headache, sometimes diarrhea; 5) stiffuess of neck 
muscles; 6) pain of muscles in limbs; and 7) paralysis of main 
muscles of legs, thigh and sometimes muscles of shoulders. 
Neonatal tetanus signs and symptoms are as follows: 1) the 
newborn looks normal after birth, then a few days after birth 
or circumcision, contractions of voluntary muscles of jaw 
(lockjaw) and respiratory muscles occur frequently; 2) after 
the first week of contractions, muscle spasms occur more 
frequently and through the slightest stimuli, Le., noise, touch, 
light, etc.; and 3) death of the child is the end result. 

Once the MOH plan is initiated, surveillance will be carried 
out in health facilities and in the community. Special training 
for monitoring EPI diseases will be necessary for supervisors 
and PCHWs. This includes case identification and history, 
reporting and follow-up. Primarily, responsibilities for 
responding to disease outbreaks rests with the MOH and 
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ADRA will assist in mobilizing special vaccination 
campaigns for containment. This project is involved in these 
activities as a pilot site and because surveillance provides 
important and relevant information to LDCs and district 
councils in monitoring the health of their jurisdictions. 

Reference Materials 
1. EPI Coverage Data, i994. UNICEF and Deutscher 
Entwicklungsdienst. 1995. National EPr Office, Ministry of Public 
Health: Sana'a, Yemen. 
2. EP I Essentials: A Guide for Program Officers. REACH. Second 
Edition, 1989. John Snow, Inc.: Virginia, USA. 
3. Evaluate Vaccination Coverage: Training/or Mid-Level 
Managers, EPr: World Health Organization. 1991. 
4. Expanded Programme on immunization, Plan 0/ Action, i992. 
Ministry of Public Health: Sana'a, Yemen. 1992. 
5. The First National Five-Year Plan/or Health Development in 
Republic a/Yemen. Ministry of Public Health: Sana'a, Yemen. 
1996. 
6. immunization Guidelines/or Health Workers. UNICEF and 
REACH. 1993. National EPI Office, Ministry of Public Health: 
Sana'a, Yemen. 

Section D.4b Detailed Plans by Intervention -
Nutritional Improvement 

4b.l Nutritional Improvement for Infants and 
Children 

4b.la Baseline The prevalence of moderate and severe 
malnutrition among under 5s is 30% for the nation. 4% are 

,severely malnourished. Wasting among under 5s is 13% and 
stunting is 44% (State of the World's Children, 1996). 
Moderate and severe measurements are below minus two 
standard deviations from median weight-for-age of the 
reference population; severe measurements are below minus 
three standard deviations from median weight-for-age of 
reference population. Wasting is below minus two standard 
deviations from median weight-for-height of reference 
popUlation. Stunting is below minus two standard deviations 
from median height-for-age of reference population. 

In accordance with the MOH protocol, the project will do 
weight-for-age anthropometric measurements of children less 
than three years of age with a particular focus on children < 
24 months old. This is in variance with the standard WHO 
card that assesses the health of children under five years of 
age. The .. decision to maintain MOH standards supports the 
project's purpose in targeting the population at highest risk. 
These measurements will be recorded on a growth monitoring 
card and in registries of the health facility providing GM 
services. 

The m<tior causes of nutritional problems in the project area 
that contribute most to infant/child illness and death are 
numerous. Interviews with local female informants and 
health workers state that the knowledge of mothers is 
inadequate and inaccurate because there is insufficient 
emphasis on the importance of nutrition in the general 
educational system. They also state that there is a lack of 
hygiene and a lack of food varieties, a high prevalence of 
infectious diseases, women have too many children, rural 
areas have no access to fresh fruit and vegetables, poor 

economic status is prevalent and there are negative effects of 
marketing activities towards unhealthy foods low in 
nutritional value. All of these issues combine in their 
complexities to contribute to the low nutritional status of 
children. 

Malnutrition is more prevalent during winter months 
(December through February) due to seasonal economic 
fluctuations in the larger towns. Conversations with 
community members reveal that mountainous areas have 
seasonal limitations to growing fresh produce, particularly 
during the winter months. The problem of moderate to severe 
malnutrition is greater in the Tihama area around Al Mokha 
(27%) than in the mountainous areas (12%) according to a 
PHC survey conducted in 1989 by Radda Barnen, UNICEF 
and Taiz PHC (Taiz Governorate Primary Health Care 
Survey, 1989). "Malnutrition seems to increase after the age 
of one after infants stop being breast-fed and instead are 
bottle-fed or introduced to family foods" (The Situation 0/ 
Children and Women in the Republic a/Yemen, 1992). 

4b.l b Current Knowledge and Practice Baseline 
survey estimates that 48.4% of mothers initiate breast feeding 
within the first hour after delivery and 62.3% state that they 
had begun within the first eight hours after delivery. Of the 
children, 0-3 months of age, 37% were being exclusively 
breast-fed. Of the children 5-9 months of age, 69.5% were 
being given complimentary foods. 62.5% of children 20-24 
months of age are continuing to breast feed. 

Complimentary feeding practices include a meal three times a 
day and sometimes an occasional biscuit snack between 
meals. Meals are eaten from a communal dish on the floor 
with adults often eating faster than children, and therefore 
deprive children of the opportunity to eat sufficiently for 
satisfaction. Utensils are not used during meals. Traditional 
food beliefs often result in children being given relatively 
more "light" foods, at the expense of sufficient quantities of 
legumes, fish, eggs, fruits and meat. "Light" foods consist of 
things like breads, rice, tea and biscuits. Weaning practices 
vary throughout the country. Breast milk is withheld from 
children when there is stress or conflict within the family or 
the mother is pregnant. Heavy workloads in the sun and hot 
climates are thought to cause the breast milk to be "hot" and 
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thus to cause illness in the child. "In general, weaning is 
abrupt, rather than gradual, and solid foods are usually 
introduced too late into the child's diet" (Situation 0/ 
Children and Women in Republic o/Yemen, 1992). Among 
children aged 18-23 months, only 0.9% were given solid or 
semisolid food (Demographic and Maternal and Child Health 
Survey 199111992). Furthermore, food is often withheld 
during a child's illness. Baseline Survey data indicates that of 
the children who had diarrhea in the two weeks prior to the 
survey 26.2% of the mothers gave less breast milk or stopped 
completely, 39.3% gave fewer fluids other than breast milk or 

4b.lc Nutrition Objectives 
Objective 

stopped completely and 70.9% gave fewer solid/semisolid 
foods or stopped completely. 

Another indirect factor that impacts the life of the unborn and 
newborn is the practice of qat chewing. Qat is a small green 
leaf with juices that contain, among many other compounds, 
amphetamines that cause insomnia, loss of appetite, 
constipation and other gastrointestinal problems. A loss of 
appetite will deplete the mother's resources both during 
pregnancy (resulting in LBW babies) and during breast 
feeding. This causes the infant to be robbed of adequate 
nutrients on two accounts. 

Baseline EOP 
% % 

~.p.p.~~.e~.i.~~~.~~.~.?!.~~.~~~.~!.~~~~ ................................................................................................ •••••••••••••• u ........ ••• ..... •• . .................................... 
Initiation of Breast Feeding: Increase the percent of infants/children less than 62.3 75 

~~ .. T.:?!:.~~.~ .. ?!.~l?~.::':'.~~ .. ~~E~ .. ?~.~~~!=~~.~.~!~~~.~.~.~~..f.~~! .. ~.!l?~! .. ~~.~:.~ .. ~~~:..~.~~~: .......... .................................. . ................................... 
Exclusive Breast Feeding: Increase the percent of infants less than four months 37.0 50 

~t~l?:.~.~~ .. ~:.:.~.~~~~.~~~.:~ .. ?~.Ix.~~.7.~~.!.!.?~.~: ......................................................................... .................................. . ................................... 
Introduction of Foods: Increase the percent of infants between 5-9 months who 69.5 80 
~re being given solid or semi-solid foods . 
......... ,1 ........ 11 ......................................... ,1 ......................................... 1" ........... " .......... , .... ' ..... '11 ............... .................... 11 •••• 1 ••••••• •• , .......... , ••••• , •••••• 11 ••••••• 1 

Persistence of Breast Feeding: Increase the percent of children between 20-24 62.5 75 
rtonths of age who are still breast feeding and being given solid or semi-solid 
-foods. 

100 families growing gardens to utilize as sources of nutrition. 

"Note: The Gomez classification will be used to determine 
degree of malnutrition (mild, moderate and sever). A master 
chart, showing weight levels at 10 percent intervals for use in 
collecting information from mothers attending the health 
centers will be introduced. This is simplified using reference 
(100 percent), -2 SD (approximately 80 percent as mild 
malnutrition), -3 SD (approximately 70 percent as moderate 
malnutrition), and -4 SD (approximately 60 percent as sever 
malnutrition. ) 

4b.ld Approach The local health center in Hais has 
one scale used to weigh select children who come to the 
health center for illness and are presented as having lost 
weight significantly. Mothers are given health education 
instructions on nutrition and breast feeding. The local 
agricultural center also has activities related to growth 
monitoriifg. These are carried out by their female agricultural 
extensionists in four selected villages twice weekly. Growth 
monitoring is done once per month in these villages. They 
also make home visits to provide families with nutritional 
advice. However, due to a lack of growth monitoring cards 

0 100 

and registries, data concerning child weights are no longer 
recorded in the target districts. 

The Health Center health workers will be trained in nutrition 
and in the communication of nutritional education to mothers 
who visit the center. Discussions are underway with the 
Tihama Development Authority (a local government agency 
based in the project area) to make it possible to coordinate 
growth monitoring activities, community training regarding 
nutritional health messages and the promotion of family 
gardens, since these are activities they are currently 
implementing, although in select villages. This project will 
enable these workers to expand into more than four villages 
per year. 

CHPs will be trained to educate mothers through LDCs and 
informal home visits and social contacts. They will 
encourage mothers to attend monthly weighing sessions 
(focusing especially on underweight children), promote 
family gardens and provide nutrition demonstration sessions . 
Local school teachers have nutrition in their curriculum but it 
is not being taught. CHPs and health workers will work with 
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the local school teachers and encourage them to either 
include this in their lesson plans or allow them to take the 
responsibility of instructing the students on simple yet 
important basics of nutrition. 

Nutritional health messages will include emphasis on early 
initiation of breast feeding, the persistence of breast feeding, 
exclusiveness of breast feeding, timely initiation of quality 
weaning foods, frequent feeding of sufficient quantities of 
food for children, continued breast/feeding during illness and 
catch up feeding (See Appendix C for specific health 

messages). In addition to these standard key messages from 
Facts/or Life based on the KPC survey and other studies, 
efforts will be made to promote health messages related to 
maternal nutrition during pregnancy and lactation, weaning 
food recipes using local foods and the effects of qat chewing 
during pregnancy (resulting in LBW babies). 

Project activities for the nutrition intervention will be phased 
in during the second project year. It will begin with the 
training of trainers (supervisors) in growth monitoring 
combined with a refresher on nutritional messages. 
Following this will be the training of health workers and then 
their involvement in the activities mentioned above. 
Inclusive in this second phase ,is the training of CHPs, LDCs 
and other prominent community members such as school 
teachers and religious leaders. 

Some of the constraints related to improving children's 
nutritional status include lack of awareness of nutritional need 
and principles, lack of accessibility to a variety of fresh fruits 

.,and vegetables, and a traditional lack of attention to weaning 
needs. Health education will increase awareness of local 
resources for foods with high nutritional quality and to 
overcome traditional beliefs that prevent children from 
obtaining sufficient weaning foods. There will be focused 
efforts to motivate 100 families to grow family gardens as 
demonstrations to others. Work will be done though local 
LDCs, agricultural extensionists andjeddah to promote home 
gardening to all families. 

Formative research will be undertaken to gain an 
understanding of KAP in regard to nutrition. This will aid in 
the development of location specific nutrition messages, 
taking into account fruits, vegetables, grains and other foods 
available to communities and those that can be grown in 
family gardens. Local artists will be hired to assist in the 
development of posters and flip charts accompanied by 
appropriate health messages to be used in community training 
sessions. ADRA will provide health workers with the 
essential materials, training to the supervisors, health workers, 
LDCs and CHPs. Focus groups and interviews will be an 
important component of monitoring and quality assurance. 
This will be done mainly through observation and interviews 

conducted by health workers with community members and 
families with gardens. Growth monitoring activities will be 
monitored by health center supervisors through reports from 
registries by the PHCWs. 

Ladies from families who have gardens will be asked to 
contribute produce they have grown for nutrition 
demonstrations during health education sessions. A special 
nutrition campaign will be conducted to include a community 
"potluck" with different families again contributing produce 
for a prearranged menu. 

4b.1e Low Birth Weight Babies The detection of 
LBW babies is not a focus of this project but there are plans 
to include this aspect during the second round of funding. 
ADRA is encouraging the training of murshadaat I 
murshadeen and TBAs by the UNFPA during this round of 
funding. This will prepare health workers to deal with the 
problem of LBW babies for the next round of funding. 
ADRA will work with the UNFPA to develop guidelines to be 
used by the health workers. 

4b.2 Growth Monitoring 

4b.2a Baseline Of all the mothers surveyed during the 
baseline survey, only one mother had a growth monitoring 
card for her child. The one growth monitoring card that was 
found indicated that the child had been weighed in the past 
four months prior to the survey. In theory, children are to be 
weighed on average about every month in health centers 
when they come for immunizations and in the four villages 
where female agricultural extensionists work. The project 
will be reaching all children under 24 months of age through 
health workers and CHPs. 

4b.2b Knowledge and Practices It would appear, 
according to baseline data, that growth monitoring activities 
are not being practiced. Informal discussions suggest that 
agricultural extensionists should be involved in growth 
monitoring. Presently these activities are done inconsistently 
and in a few select villages. 

Some women want to know if their child is developing 
properly. If their child is not weighed, they get upset. Other 
women are afraid to weigh their children because of 
superstitious beliefs that their child will become ill due to the 
"evil eye." The first child of a family is often brought in for 
growth monitoring and immunizations, but children are not 
given as much/subsequent attention and parents loose interest. 
Those women who have had health education can understand 
the importance and relationship between growth monitoring, 
feeding practices and illness, but health workers state that less 
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than 1 % would understand this relationship without health 
education. 

4b.2c Growth Monitoring Objectives 

Objective Baseline EOP 
% % 

Increase the percent of children under .003 25 
~4 months of age in the project area 
~ho have a growth monitoring card 
and have been weighed in the 3 
preceding months. 

Improving the nutritional status (those * * 
in the moderate/sever category) of 
~hildren <2 years old that attended GM 
sessions by at least 10% as recorded 
and monitored on the GM card. 
* - Health Center GM Records 

4b.2d MOH Protocol and Practices The MOH is 
not carrying out growth monitoring in the project area. In 
MOH protocols, according to the First National Five-Year 
Plan, growth monitoring recording should take place monthly 
and bi-monthly for children faltering in growth for children 
up to the age of three years. There are two types of scales 
utilized in health centers and units, both of the beam balance 
style: those for under 24 months of age and those for 
preschoolers and older. In the ideal situation, when a health 
worker or agricultural extensionist is doing growth 
monitoring activities, for a child who is faltering in growth, 

"efforts are made to determine the cause (diarrhea, not eating, 
illness, etc.) and the child is referred to the nearest health 
center for treatment. If the problem is a lack of nutritional 
knowledge, advice is given. If, at the next weighing session 
there is no improvement, the child is referred to a doctor or a 
health center. MOH protocol refers urban mothers of 
underweight infants to MCH centers where World Food 
Program provides food supplementation. There are no MCH 
centers in the project area. 

4b.2e Individual Documentation The project will 
use a standard MOH growth monitoring card. A copy of the 
MOH growth card is found under Appendix D. The MOH 
will provide these cards but ADRA will design and 
implement the use of a health record maintenance. In 
previous years, MOH protocol called for the cards to be kept 
by mothers. Beginning in 1996, the MOH has decided to 
keep the cards in the health facilities for two reasons: 1) too 
many mothers loose the cards; and 2) to assist health facilities 
in keeping records for reporting purposes. This project will 
continue to encourage mothers to keep the cards in a safe 

place, emphasizing the importance of keeping track of a 
child's development through health education done by CHPs. 
Health facilities will keep track of measurements in a health 
card registry that can separate cards of infants who need to be 
monitored on a bi-monthly basis. For educational materials 
refer to Section G and the budget line item for training 
materials. The card does not have a space to record vitamin 
A capsules. 

4b.2f Approach Growth monitoring and promotion will 
first be encouraged through the work of health workers and 
CHPs, initially during monthly immunization campaigns. 
Children will be weighed monthly and those who are growth 
faltering will be weighed bi-monthly. The road to health 
chart will be used utilizing the weight-for-age classification to 
determine growth faltering. The mothers of those children 
who continue to falter in growth, will be given nutritional 
counseling with emphasis on breast feeding, introduction of 
semi-solid foods and persistence of breast feeding. To 
determine the progress of the child, the CHP will make 
follow-up visits at the home level. If the problem continues, 
the child will be referred to the nearest health center where 

appropriate diagnosis an~ :r~a~ep~~o~ intestin,al wr~sit~ 
would occur. &1 CJn'uvv .... --·l (l..e. l'AJ U 

Growth monitoring activities will be phased in during the 
middle of the second project year. The project will begin in 
the core-communities having health units and phased in to the 
peripheral communities as the project progresses. 

The project has plans to establish and strengthen MOH 
growth monitoring services and this includes the purchase of 
about 80 scales. Supervisors, health workers and agricultural 
extensionists will be responsible for weighing children during 
immunization sessions and interpreting their growth cards. 
Their nutritional training will allow them to further train 
CHPs (who in tum help to train mothers) who can help in 
providing nutrition counseling and can comprehend the road 
to health card. The scales will be distributed to select villages 
to act as GM centers and who have CHPs capable of carrying 
out GM activities. 

ADRA will support the MOH to provide the training for 
supervisors and PHCWs. ADRA will work with the MOH to 
develop appropriate training curriculum for growth 
monitoring and nutrition education at the various levels of 
supervisors and PHCWs, community leaders and CHPs. 

Some ofthe existing constraints to weighing young children 
monthly with effective counseling and follow-up are as 
follows: lack of motivation by PHC providers and 
supervision to carry out quality care, lack of counseling and 
follow-up, lack of understanding of mothers about the 
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relationship between growth monitoring, nutrition, and 
illness, and the unavailability of growth monitoring activities. 

ADRA plans to meet these constraints with effective 
supervision and monitoring activities to ensure quality GM 
activities, care, counseling and follow-up. This will be done 
through the use of quality assurance check lists, making 
monthly reports to the LDC and periodic meetings with the 
health staff. CHPs will also be encouraged to educate 
mothers and promote attendance at GM sessions. Health 
messages to be used are included in Appendix C. Another 

nutritional improvement activity includes that of home 
gardens but is not directly related to growth monitoring 
activities. The project considers all children under three years 
of age to be high risk. They will be reached through the 
normal activities of health workers, agricultural extensionists 
and CHPs. 

4b.2g Follow-up on Children The project will keep 
track of the number of children who did not gain weight in 
the last two months by careful recording and analysis of 
health records and growth monitoring cards of the project's 
HIS system. In the ideal situation, when a health worker or 
female agricultural extensionist identifies a child who is 
faltering in growth, efforts are made to determine the cause 
(diarrhea, not eating, illness, etc.). The mother is given 
nutritional counseling with emphasis on breast feeding, 
introduction of semi-solid foods and persistence of breast 
feeding. To determine the progress of the child, the health 
worker or CHP will make follow-up visits at the home level. 
If at the next weighing session there is no improvement, the 

"child is referred to a doctor or a health center where 
appropriate diagnosis and treatment would occur. Focus 
groups and ethnographic studies will be done to determine 
cultural beliefs and practices relating to nutrition, breast 
feeding and illness. The information obtained will be used to 
develop relevant educational materials. Existing MOH and 
UNICEF nutritional educational materials will also be 
utilized. Referral of children who fail to gain weight despite 
improved feeding practices is discussed in the previous 
paragraph. 

4b.2h Population 

Beneficiary Population for Growth Monitoring 

0-11 12-23 24-35 Total 
Months Months Months 

3,476 3,189 N/A - 9,665 
(- 3,000?) 

There would be about 100 visits/month required of each 
trained PHCW and trained CHP to reach full coverage for all 
eligible children in a year. The beneficiary population will be 

encouraged to enroll in nutritional activities through 
community mobilization, CHPs, and health workers and 
enrolled by a weight-for-age classification. 

4b.3 Nutrition Improvement for Pregnant and 
Lactating Women This project does not have any 
objectives directed towards the nutritional improvement for 
pregnant and lactating women. 

4b.4 Supplementary Foods This project does not 

have any objectives or activities directed towards supplying 
families with supplementary foods. 

4b.5 Health Messages The project will provide 
educational messages on the nutrition of infants and children. 
In addition mothers will receive appropriate nutrition 
messages related to their own nutritional status but this will 
not be a focus of this project. Nutritional health messages are 
found in Appendix C. 

An ethnographic study focusing on identifying nutritional 
practices and beliefs that are culturally based will be 
conducted with the assistance of an external consultant. 
Informal discussions with CHPs, lectures during women's 
gatherings, and participatory dialogues with the help of flip 
charts, drama and colorful posters will be educational 
methods used to emphasize nutritional messages. The project 
will train PHCWs and CHPs to educate mothers. The project 
will counsel mothers during pregnancy about early breast 
feeding and methods for exclusively breast feeding. 

Reference Materials 
I. Demographic and Maternal and Child Health Survey 199111992. 
Demographic and Health Surveys, Macro International Inc. March 
1994. 
2. The First National Five-Year Plan/or Health Development in 
Republic o/Yemen. Ministry of Public Health: Sana'a, Yemen. 
1996. 
3. Growth Monitoring and Promotion: the Behavioral Issues. Ann 
Brownlee, Ph.D. 1990. The Office of Health, U.S. Agency for 
International Development. 
4. The Situation o/Children and Women in the Republic o/Yemen 
1992, UNICEF. 

Section D4.c Control of Vitamin A and Other 
Micronutrient Deficiencies This project does not have 
any objectives directed towards the control of Vitamin A and 
other micronutrient deficiencies. 

Section D.4d Detailed Plans by Intervention -
Diarrhea Case Management 
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4d.l Baseline A child is exposed to an average of 9 
episodes of diarrhea per year (The First National 5-Year Plan 
jor Health Development in Republic ojYemen, 1995). Local 
data is not available, but it is assumed to be higher. Diarrheal 
disease is the highest during the summer months of June 
through August. "Diarrheal diseases are responsible for 57% 
of total morbidity of the gastro-intestinal system. It is the 
underlying cause for 25% of total mortalities among under 5 
children. Dehydration occurs in 37% of diarrheal cases, half 
of them are severe. It is estimated that 69% of the diarrheal 
cases are not treated by ORS. Among the causative agents 
are: giardia, amoeba, salmonella, shigella and entroviruses" 
(ibid., 1995). According to Dr. Mohammed Talib, Director of 
Hais Health Center, 25% of diarrhea cases are dysenteric and 
5-6% of those are resistant to antibiotics. Baseline estimates 

indicated that 59.0% of infants less than 24 months of age in 
the project area had diarrhea in the past two weeks. 

4d.2 Knowledge and Practice Normally, mothers do 
not seek treatment for diarrhea until the child shows signs of 
severe dehydration. 28.3% of mothers treat with at least one 
of the categories ofORT including ORS packets, sugar-salt 
solution, cereal based ORT and other locally prepared fluids. 
73.8% were breast-fed the same or amount than usual during 
the child's diarrhea. 60.7% were being given fluids (other 
than breast milk) the same amount or more than usual. 29.0% 
of the children were given more the same or more food as 
usual (other than breast milk) during the diarrhea episode. 
46.2% gave their child anti-diarrheal or antibiotics as 
treatment for their child's diarrhea. 

4d.3 Case Management of Diarrheal Diseases Objectives 

Objective Baseline EOP 
0/0 % 

Increase the number of women responding appropriately to diarrheal episodes in 
heir children 0-23 months. 

Appropriate practices 

Continued Breast Feeding: Increase the percent of infants/children less than 73.8 84 
;24 months of age with diarrhea in the past two weeks who were given the same 
amount or more breast milk. 

~ontinued Fluids: Increase the percent of infants/children less than 24 months 60.7 75 
of age with diarrhea in the past two weeks who were given the same amount or 
more fluids. 

> Continued Foods: Increase the percent of infants/children less than 24 months 29.0 45 
of age with diarrhea in the past two weeks who were given the same amount or 
more food. 

ORT Use: Increase the percent of infants/children less than 24 months of age 28.3 45 
with diarrhea in the past two weeks who were treated with ORT. 

Increase the percent of mothers of infants/children less than 24 months of age 67.5 80 
twho know two or more correct symptoms indicating the need to seek trained 
Ihealth care. 

Increase standard case management (SCM) of diarrheal episodes being practiced * 80 
o 80% of health service facilities. 

~O% of retail outlets selling ORS will consistently educate clients in the need for * 40 
~d proper use of ORS . . . * FaCIlIty surveys wIll be conducted to determme the baselme percentages 

4d.4 MOH Protocols and Practices The MOH 
protocols~conform to WHO standard CDD treatment charts. 
Protocols are outlined for several case categories: 
management of acute diarrhea in children and infants and for 
the management of the patient with some dehydration, severe 
dehydration, persistent and/or dysentery. Attention is also 

given to nutritional management of acute diarrhea, drugs in 
management and prevention of diarrhea. The MOH 
recommends and makes available the ORS packets for 
government health facilities and sales by private retailers. 
However, the supply is not adequate for use in the PHCUs . 
Due to the state of most health centers, including the fact that 
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the PHCUs are inactive or marginally active, there is little or 
no education regarding appropriate home management, 
including seeding medical care for diarrheal episodes. Casual 
observation of health personnel also indicates deficiencies in 
SCM of diarrheal episodes in health facilities. The MOH 
recommends the use of ORS packets. Further discussions with 
the MOH will research the possibilities of promoting the use 
of cereal-based ORT, especially since national productions 
have been reduced and the supply may be inadequate. 
Discussions with mothers indicate the use of shabisa, a 

porridge-like mixture of several grains. Health workers 
sometimes suggest this as a treatment of diarrhea. The recipe 
is as follows: 

~ spoon lentil flour 
2 spoons of wheat or sorghum flour 
I spoon of oil 
1 glass of water 
2 spoons of milk powder 
a little bit of sugar 

This recipe appears to have the nutritous elements but does 
not seem to contain an adequate amount of fluids (water). 
Health education messages will promote this to be used as a 
food in addition to ORS treatment. Formative research in the 
form offocus groups will aid the project in developing and 
promoting a locally appropriate cereal-based ORT. 

4d.5 Approach CDD intervention activities began 
with refresher training for supervisors. PHCWs and other 
health center staff on SCM and the participatory self­
monitoring program. Initial training in SCM also includes the 

'use and retailing ofORS, and negotiations will be made with 
the community committees, empowering them to provide 
health education messages regarding the treatment of diarrhea 
and the use of ORS at the time of sale. The project will pilot 
test the use of advertising and educational materials to be 
provided for the retailers to encourage appropriate messages 
through these sources. PHCWs will continue to train LDCs 
and CHPs in the communities of their catchment areas. In 
tum, CHPs will continue to promote and educate community 
members in ORT. They will target mothers and caretakers 
specifically through women's normal social networks, in their 
homes and during monthly vaccination/weighing days for 
infants and children. LDC mobilization will assist health 
workers and CHPs in the promotion ofORT health messages 
and in the maintenance of an ORS packet supply. 
Collaboration with local schools and teachers ill facilitate 
child-to-child and child-to-parent health education by 
encouraging the use of health education curriculum in regards 
to diarrhea, its treatment and prevention. The MOH protocol 
for home management of diarrheal diseases follows the 
standard WHO guidelines. This involves explaining to the 
mother the rules for treating diarrhea at home and teaching 
her how to use the ORS solution to prevent dehydration. 

CDD activities of this project will be phased in by 
strengthening existing health centers and units through 
training and sustaining the supply ofORS packets. The 
involvement of communities supporting those health units 
will constitute the next phase. This will be accomplished by 
PHCWs training LDCs and CHPs to provide mothers with 
menages for home management of diarrheal episodes and the 
prevention of diarrhea. The last phase will include reaching 
out to the peripheral communities through these same 
channels and given the same messages. 

Prior to implementation of the CDD intervention, simple 
surveys organized by the formative research coordinator will 
determine baseline data regarding SCM of diarrheal episodes 
in health service facilities and the knowledge and counseling 
practices ofORS retailers with their clients on the treatment 
of diarrhea. Data obtained from these surveys will be used by 
the health and training coordinators to develop appropriate 
health education training for these two target groups and 
administered accordingly. 

CHPs and mothers will be taught the signs and symptoms for 
seeking trained health care. These signs and symptoms 
include the following: I) passes many stools; 2) is very 
thirsty; 3) has sunken eyes; 4) has a fever; 5) does not eat or 
drink normally; 6) seems not to be getting better. CHPs are 
already respected community members, and the women seek 
their advice during formal and informal gatherings. The CHPs 
will be trained to refer the mothers with children with the 
above signs or symptoms to PHCWs. Careful assessments 
will be made by the PHCW, and for the most severe cases, 
refer the patient to the health center for treatment by a 
physician. 

The current system for assessing and treating diarrhea cases 
are according to MOH protocol set by WHO (see Appendix F 
for specifics). Assessment begins with an inquiry by the 
health care provider. The condition of the patient is them 
assessed by sight and touch. The temperature is taken if 
necessary and if possible the weight of the patient. A decision 
must then be made to determine the treatment plan (A, B, C 
according to WHO protocol) depending on the results of the 
above assessment. Treatment plan A involves education of the 
mother on treating the patient in the home (inclusive of ORS 
preparation since this is national policy). Treatment plan B 
involves treating the patient with ORS at the health unit and 
reassessment after 4 to 6 hours. Treatment plan C is followed 
for severe dehydration and calls for the administration of IV 
fluids by the PHCW or urgent referral to the neared health 
center or unit that can provide this treatment. Case 
management of dysentery at the health center referral level is 
not at an acceptable level. This is due to poor scheduling of 
services, insufficient supplies of medications and lack of 
trained personnel in SCM. Project plans to improve case 
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management practices include providing refresher training for 
supervisors and PHCWs and ensuring the distribution ofORS 
packets to the community level through the work of health 
workers, CHPs and retail outlets. Supervisors will thus be 
empowered to carry out responsibilities of supervision and 
observe the practices ofPHCWs in their environment. A 
secure supply or ORS packets will enable health care 
providers to follow the guidelines set for them. 

4d.6 ORS 
UNICEF has assisted the government in producing ORS 
packets within the country. They are distributed through 
public and private channels. The public distribution system 
has provision by the MOH to the governorate CD office and 
each health center obtains supplies from that source. Packets 
through the MOH services (hospitals, health centers and 
units) are free while those from the private sector are cost 10-
15 rials/packet (approx. 1 0-15 cents). The project will 
monitor mothers' skills in ORS preparation and use through 
reported practice and return demonstrations to health workers 
and CHPs in the mothers' homes and health centers. 

4d.7 Home Available Fluids 
The project will promote the use of home available fluids, 
with emphasis on cereal-based solutions. Mint tea (nana)and 
rice water are available fluids that are appropriate to promote 
for the prevention of dehydration. The recipe for making the 
rice-water is as follows: 

Step 1 - take one fistful of dry rice grains (20-25 
grams); wash and soak in water until soft. 

Step 2 - grind the soaked rice with a mortar and 
pestle (or grinder) until it becomes a paste. 

Step 3 - add three and a half glasses of water (about 
600 m!) to the paste and place it in a cooking pot. 

Step 4 - stir well and boil the mixture to a boil until 
the first bubble appears. Take the pot off the fire and allow to 
cool. 

Step 5 - add one "three finger" pinch of salt to the 
mixture and stir well 

Storage: Keep the solution in a cool, clean place and 
use it within 6-8 hours. 

4d.8 Health Education 
Specific health messages to be given mothers about how to 
administer ORS or different fluids to a child with diarrhea are 
included in Appendix C. An overall look at key message will 
include nutritional management with continued breast feeding 
and feeding during episodes, extra food for two weeks 
following-episodes, increase of fluids during episodes and 
treatment with ORT. Messages also include proper care 
seeking if diarrhea persists more than two weeks, if there is 
blood in the stool, or if signs of dehydration are present. 
Prevention will be promoted through breast feeding, 

immunization, use of latrines, clean drinking water and the 
washing of hands with soap before touching food. Medicines 
will not be encouraged except on medical advice. Further 
education materials will come from Facts/or Life and WHO 
protocol section for treatment of diarrheal at home. Methods 
and materials will be developed from results of formative 
research to discover existing beliefs and practices in more 
detail. This development of educational materials will also be 
done in coIlaboration with the literacy program and the MOH. 

Educational methods to be used in training will include 
illustrated group discussions, demonstrations and return 
demonstrations and drama. Composing charts and short 
verses as a means of increasing health message retention is a 
method that will be explored, since thy are a culturally 
appropriate method for memorization. Sessions will be 
organized at health centers and units on prearranged days 
weB-promoted by the LDCs and CHPs. They will be 
conducted during morning clinic sessions by health workers 
for mothers attending the facility with their children. Sessions 
done in homes are organized at the discussion of CHPs. 

The quality of health education will be nominated by 
supervisory observation of training that PHCWs do with the 
assistance of check lists. Spot checks of mothers' knowledge 
on ORS preparations will be done by supervisors to determine 
the retention and effectiveness ofPHCWs training. Return 
demonstrations will be one method used by supervisors. Mid­
term and final evaluations will also reveal the impact of CDD 
interventions int eh project area. 

4d.9 Prevention 
The project will educate caretakers about specific ways to 
prevent diarrhea. The messages to be promoted are noted in 
Appendix C. Prevention will also be promoted through 
appropriate breast feeding practices, completion fthe 
immunization schedule (particularly measles), use and 
maintenance of latrines, clean drinking water and the washing 
of hands with soap before touching food. These activities will 
provide an additional opportunity for community involvement 
and contribute to the prevention of diarrheal disease. This 
project does not address construction of water supplies or 
sanitation facilities. 

4d.l0 Population 

Beneficiary Population for CDD: 

0-11 12-23 24-35 Total 
Months Months Months 

3,476 3,189 N/A -9,665 
(- 3,000?) 

ADRAIY emen CS XI Detailed Implementation Plan - April 1996 
28 



CHPs will need to make approximately 50 mother contacts/yr 
in order to reach the desired level of coverage ofORT 
knowledge and use. CHPs will be made on an informal basis 
during women's meetings and gatherings, weddings, and 
other contacts. 

Reference Materials 
1. Communication for Child Survival. Rasmuson, M., Seidel, R., 
Smith, W. And Booth, E. 1988. Academy for Educational 
Development, USAID: USA. 
2. Demographic and Maternal and Child Health Survey 199111992. 
Demographic and Health Surveys, Macro International Inc. March 
1994. 
3. Factsfor Life. UNICEF. 1993. P&LA: United Kingdom. 
4. The First National Five-Year Plan/or Health Development in 
Republic a/Yemen. Ministry of Public Health: Sana'a, Yemen. 
1996. 
5. MCH Guidelines for Health Education. Kaastra, Hieke. 1990. 
Dhamar Rural Health Project, SNV-Netherlands Development 
Organization: Republic of Yemen. 
6. The Situation a/Children and Women in the Republic of Yemen 
1992, UNICEF. 

Section D4.e Pneumonia Case Management 
This project does not have any objectives directed towards the 
pneumonia case management. 

Section D4.f Malaria Control This project does not 
have any objectives directed towards the malaria control. 

Section D4.g Maternal and Newborn Care This 
project does not have any objectives directed towards 

,'··maternal and newborn care. 

Section D4.h Family Planning This project does not 
have any objectives directed towards family planning. 

Section D4.i HIV / AIDS Prevention This project 
does not have any objectives directed towards the prevention 
of HI VIA IDS. 
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D.S Schedule of Field Project Activities 

PVO: ADRA 

COUNTRY: Yemen 

DIP Table C: Field Schedule of Activities 

(Check box to specify Quarter and 
Year) 
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10. Technical Assistance 

a. 

b. Mid-term Evaluation 

c. Final Evaluation 

x 

x 
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Section E Human Resources 

E.I Organizational Chart (See Appendix G for ADRANemen organizational chart.) 

E.2 Training and Supervision Summary 
DIP Table D: 
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E.3 Training and Supervision Plan Health 
education and training is a major component of this project 
(see Table D for training and supervision summary). The 
overall design of the project training program includes several 
levels. First of all, the 3 PHC supervisors, 16 male and 6 
female PHCWs and 2 midwives who already exist in the local 
health centers and units will be given refresher training. 
More specifically, supervisors will be updated on their 
knowledge and supervisory and training roles in each of the 
interventions. The supervisors will then be responsible for 

the refresher training of the PRCWs and midwives of health 
centers and units with the assistance of MOR training 
personnel, also for each ofthe interventions. 

In tum, PHCWs will trainjeddah and other interested women 
to be CHPs. These women are interested in improving their 
knowledge of basic health messages to be shared with their 
neighbors and community. LDCs will be initially trained to 
conduct efficient meetings, discussions and functions. They 
will also receive follow-up training in short one-day sessions 
on the basic CS activities of each intervention as they are 
introduced. LDCs have the responsibility of identifying and 
recruiting localjeddah and other interested women. 

For those health workers already working within the 
framework of the health care system, practice sessions in the 
field does not apply to their training. MOH training plans 
always include a pre- and post-test evaluation ofPHCWs. On 
the job evaluations will be done on a monthly basis and 
carried out by the district supervisor. There is a 1:8 ratio of 
supervisors to PHCWs for the entire project area. 

This project plans to facilitate the identification and 
recruitment of approximately 12-15 women interested in 
obtaining murshadaat (female PHCW) training and the same 
number for TBA (traditional birth attendant) training. This 
training will be done at the Hais Health Center but is not the 
direct responsibility of ADRA. These training programs are 
already being planned and conducted by the UNFPA across 
the nation, but until this point, no students have been enrolled 
from the Hodeidah Governorate. The development of the 
LDC will make it possible to mobilize women from the 
villages of the three districts. ADRA considers the efforts and 
activities of recruitment necessary in order to increase the 
number of health assistants in the rural areas. 

The MOH is currently either revising or developing their 
health edUcation curriculum. Contents of the unrevised 
immunization guidelines for health workers is found in 
Appendix H (includes EPI and nutrition evaluation tools). 
There are no set educational materials for nutrition and the 
control of diarrheal diseases except those included in the PHC 
Manual for training PHCWs. 

E.4 Community Health Workers The total number 
of community health workers including CHPs to be involved 
in project activities is approximately is 230. Of those, 3 are 
supervisors, 22 are PHCWs, 2 are midwives and roughly 200 
arejeddahs or other consulted women of the village. In 
addition, there will be approximately 100 sheiks and religious 
leaders who will take a supportive role in project activities. 
Approximately 30 of these workers are already active or 
previously trained prior to project implementation. The 200 
jeddah are active in the sense that they are currently sought 

for assistance in deliveries, but are not considered TBAs since 
they have received no formal training. These jeddah will be 
recruited as CRPs and trained by the project in their 
respective villages. A list of expectations for CRPs will be 
formulated. In order to encourage participation, 
accountability and ownership, the CHP will be involved in the 
creation of this job description document. The supervision of 
CHPs will be done jointly by the local PHCW and LDC. The 
100 sheiks and religious leaders will also be mobilized by the 
local development committees. The supervisors, PHCWs and 
midwives that work in the health centers are on the payroll of 
the MOH. All other PHCWs normally receive their salary 
from the District Council. The ratio of community workers to 
number of families is about 1 :45. The performance of 
PHCWs will be evaluated through monthly supervision 
(inclusive of on-the-job quality assurance checks, annual self­
evaluations with dialogue and feedback with supervisors) and 
monitoring of monthly reports that they submit. Inservice 
training sessions will provide health workers with the 
opportunity to improve their performance. 

Currently there is no way of determining the attrition rate of 
enrolled CHPs since this is a new concept. CHPs will need to 
volunteer themselves, define their own roles and plan their 
own work. This is done to encourage a sense of ownership of 
work and responsibility to themselves and their community 
verses a responsibility to ADRA or the MOH. 

Involvement with this project will provide incentives that 
prevent attrition. These include training opportunities, 
increased status and recognition by community, career 
development opportunities, increased self-actualization and 
the benefits of community participation. There will also be 
regular meetings to reinforce motivation and enthusiasm. 
Those who do move away or resign from their position will 
be replaced through the actions and decisions of the LDCs. 
Reasons for promoter replacement may be marriage, 
pregnancy, child care and relocation. LDCs will be 
encouraged to recruit two women where one is needed to 
minimize the rate of replacement. 
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E.S Community Committees and Groups 
The project has specifically hired a Community Development 
Coordinator whose functions among others will be playing a 
liaison's role between the project and community groups. 
This person will be in contact with these groups on a weekly 
and monthly basis. There will be approximately 30 LDCs. 
The LDC will consist mostly of respected leaders of the 
community and the respective PHCW of that village. They 
will be responsible for making decisions related to the CS 
interventions and other health concerns of the village and 
overseeing the functions of the CHPs, although the PHCW 
will work as a liaison between CHPs and the LDC. 
Overseeing the functions ofCHPs can be summed up with the 
following activities: supervision, reporting, recognition, 
refresher training and replacement. The LDC will receive 
quarterly health situation reports from the PHCW gleaned 
from the activities of the CHPs. Analysis of the reports by the 
LDC will enhance problem solving and decision making 
abilities relevant to needs they present. The LDC will also be 
responsible for organizing specific health education 
campaigns for the community. 

E.6 Role of Country Nationals Except for the 
positions of project director and assistant project director, all 
key CS positions are held by nationals. During the life of the 
project, key CS staffwill be encouraged to enhance their 
management skills and to take increased responsibility in 
managerial roles. In addition, the project will create 
opportunities for training key project staff in the areas related 
to their work. Opportunities to increase typing, word 
processing and other computer skills will be possible for the 
Secretary/Office Manager. The HIS Coordinator, Health and 

.,Training Coordinator and Community Development 
Coordinator may enhance abilities and knowledge by 
attendance at workshops, seminars or other courses. Field 
visits to other existing NGOs and health centers in the area 
will enable project staff to observe and learn from the 
experience of those responsible for well-functioning projects. 

E.7 Role of Headquarters Staff The PVO or 
regional office support person, is Jim Neergaard, Director 
ADRAlMiddle East Region located in Cyprus. Betty 
McGraw, Senior Administrator at ADRA/lnternational will 
provide managerial backstopping. Gail Ormsby, Director of 
Health, and Dr. Mekebeb Negerie, Associate Director of 
Health, will provide technical backstopping for this project 
from ADRA/International in Silver Spring, Maryland. There 
will be four 7 day trips during the course of the project from 
the ADRA/Regional Office for administrative purposes. In 
addition, there will be two 7 day trips each, by the Senior 
Administrator and Director/Associate Director of Health from 
ADRA/I for managerial and technical support respectively. 

Section F Project Monitoring Health 
Information System 

F.l HIS Plan Project progress will be monitored 
according to project activities and services provided to 
beneficiaries by service, activity and contact-based reporting. 
Services will be tracked by supervisors and PHCWs, activities 
by supervisors, PHCWs and LDCs and contact-based 
reporting by health workers and CHPs. The data collection 
system will be the responsibility of the HIS Coordinator. The 
project will focus on developing and utilizing a simple HIS 
that will be of practical use at the local community level. It 
will also coordinate with the Hais Health Center, using it as 
the center for collecting and reporting data from the three 
districts to be sent to the Governorate Health Office. This 
will provide basic data on a few parameters at the community 
level. Registries for the EPI intervention are available 
through the MOH and additional methods for collecting data 
on CDD and the nutrition interventions will be developed by 
this project in collaboration with the MOH. Training sessions 
will include sections on the timely, appropriate and accurate 
means of recording. 

F.2 Data Variables From the grassroots level, CHPs 
will also be asked to report their activities through the local 
PHCW during the monthly meetings of the LDC (See 
Appendix I for HIS data variable table and other EPI 
recording forms). The PHCW will consolidate the data to 
report to the supervisor. The information will be tabulated by 
CHPs on a weekly basis. Because of the large percentage of 
illiterate women, special pictorial forms will need to be 
created. CHPs will be asked to report on the following: 1) 
number and type of health messages shared; 2) number of 
home visits and activities with mothers; 3) number of mothers 
and children referred and/or followed-up on for 
immunizations; 4) number of mothers and children referred 
and/or followed up on for growth monitoring; and 5) number 
of children treated and/or referred for SCM of diarrhea. 

As stated the LDC will review these reports on a monthly 
basis. LDCs will also keep a basic vital events registry of 
births and deaths and meeting minutes reporting surveillance 
activities, discussion on reviews of the monthly health reports 
and garden promotion activities. Most of the health 
problems encountered will be discussed and solutions 
proposed through this committee. 

Data to be collected by the PHCW include the following: I) 
number of CHP training sessions; 2) EPI supplies; 3) number 
of children immunized and needing follow-up; 4) number of 
growth monitoring sessions; 5) GM supplies; 6) number of 
children whose growth was monitored and needing follow-up; 
7) number of children with diarrhea and needing follow-up; 
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8) number ofORS packets distributed; and 9) number of 
children referred by the CHP and those referred to the health 
center for further attention. A monthly summary of activities 
from the PHCU will be sent to a health center to be analyzed. 
The PHCU and the LDC will receive monthly feedback on 
the reports. A summary of the district health activities will be 
prepared by the health center and submitted to the regional 
Hodeidah Governorate Health Office on a quarterly basis. 
The HIS Coordinator will be responsible for assuring that 
ADRA receives the health reports on a regular basis from 
each level. 

There is a plan to do qualitative research through focus 
groups for the interventions of CDD and nutrition. An 
external consultant will be asked to train PHCWs to conduct 
focus group discussions in the villages. Information from 
these focus groups will be used to increase the general 
understanding of beliefs and perceptions of the beneficiaries 
of the target area to develop appropriate health education 
messages and materials and organize effective health 
campaigns. Some of the areas to be researched include the 
following: I) beliefs of mothers concerning the cause, signs, 
symptoms and treatment of diarrhea; 2) understanding of 
existing and revised health messages; 3) perceptions of health 
workers; 4) beliefs supporting breast feeding practices, 
introduction-of-foods; 5) understanding of nutritious foods 
and the relationships between growth, health and nutrition; 
and 6) perceptions of family gardens, if this is a new concept 
to enrich family nutrition and the feasibility of such an 
activity. 

·>F.3 Data Analysis and Use Data will be manually 
analyzed at the health center and unit levels. The information 
obtained will be used to make health related decisions 
relevant to the respective communities. This information will 
be disseminated to the Governorate Health Office, project 
staff and further attention. Children who are not completing 
their immunization schedule will be identified through home 
visits and encouraged to attend the next immunization 
session. Mothers of children with diarrhea will also be 
identified as needing education in ORT or immediate referral 
through PHCWs through the HIS Coordinator, to the 

community through the CHPs and LDCs and a quarterly 
report will be submitted to the PYO home office by the 
project director. The data collected on growth monitoring 
will be used to identify children whose weight is faltering for 
appropriate follow-up and nutrition counseling. If the 
problem persists, the child can be referred to the health center 
for this HIS. These actions will help to improve the coverage 
and quality of intervention activities. 

F.4 Other HIS Issues All information obtained at each 

level of the health services will be kept confidential. CHPs 
and health workers will be trained on the importance of 
maintaining confidentiality of information collected. 
Furthermore, the interventions of this project do not caIl for 
extreme caution. 

Materials needed for the HIS include health center and unit 
based record keeping forms and cards for each intervention, 
GM and EPI cards, pictorial forms for CHP reporting and 
summary data collection forms. Computers will be used only 
for the preparation of reports to the PYO home office. This 
will prevent dependency on technology and the presence of 
the PYO for sustainability purposes. 

The project has already received technical assistance for the 
development of a HIS from Henry Kalter, MD of JHU in 
August of 1995. His expertise in this area was valuable to 
project planning in general, although in some ways too 
technical for our project area. The HIS for the EPI 
intervention will be fully operational by June 1996. The 
second phase of the project and CDD intervention will be in 
place by January 1997. By June 1997, the HIS for nutrition 
should also be fully operational. 

Section G - Budget The following five pages are the 
detailed working budgets for the program. The first two 
pages are the HQ costs and the filed costs whcih are paid and 
managed at HQ for currency and point of payment reasons. 
The second pair of budgets are the actual costs that are spent 
and managed in the field. 
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A. Personnel 

~ 
( 1 Direct Backstopping 

~ • a Health Advisor ~ ~ _ b Sen;o, Adm;';,trn,o, 

2 Technical support 
a Evaluation 
b Accounting 
c Support staff 

Subtotal Technical Support 
Subtotal Personnel 

B. Other HQ costs 
1 Communication 

a. Telephone 
b Fax 
c MaiVexpress 

Subtotal Communication 
2 Report Preparation 

Subtotal other HQ costs 

Total HQ. 

Total HQ Field Costs 

Total Field Costs 

19.0 % Indirect Costs 

8.0 % Unrecovered IdC 

TOTAL PROGRAM 

ADRA YEMEN 
CHILD SURVIVAL XI 

Headquarters Budget 

First Year Second Year Third Year Fourth Year 
USAI[)' ADRA 'E?>USAID i ADRA:' ;;'USAID ADRA USAID ADRA 

',":":"",,::i 
":;:::: :: ," .... ;:::::~::';. ;:::; 

3,250: 
,,"4,875 

8125. , ,,: 

::':::{ 

':::'!:i:Y~07 5, 
········1;'015' 
[;;;",,;,,'::.2,150 

'::.10,275 

;··"··:',';::'·;"·i·,1·~~; 
. ;1,830. 
:'\'>450' 

:""';:;2,28Q 

'·':'[12';555'( 

... '::: ::: <:~;.':: :;,~: ~k ~j ~ 
,". ;:;:; /~?:~·}[~f ;;'f 

~:~~! :/;:!:';.!;;~:!~Ji 
2,707 ,i'. :.'5,803, 

;; .. ;.·.,.!:.:::~,l·§O: 
358 'i,:;,'.'· ",800. 
358']:::::.",' 800' 

717:';;;3;700, 

3,424 ~:. ::.9,~03, 

117 
133 
367 

~!~ '~~:,':::l.~"il:,"~i~i 
4,::: ,',:::::"::::\\~~:~;~!~ 
1,800 '!;:'.i:[}~i~1:~:~~ 

100,140:' ,163 O'1/l. 

... :: .. :::.::., ...... , .. " ... 

1,148,:';:7,460' 
1,722 :'<.<3,691 
2,870 ../ 6,151 

300" 

267 848 
267 848' 
833,;'1,696 

3,703 

124 
141 
389 
654,,:.1 078 
159 "H~;''::':5b6 
813 

4,516 

1,908 . 

; "'" 

'<;a,!~&8j 
3;912' 
6,520. 

2:1'50" 
·· •• ·.·:· .. '899· 

".899 

565 3,948 
3,60810,468, 

131 
150 
412 
693.," 1,129. 
169 :,,::, '::536: 

862: I,66~: 
:,. ::·····:··:·'l 

4,469 :::::12.133: 
2,022 ::::~Z:",~T~l 

22,798,> 140,52l! 

5,565 ~ii'ii ,:j~;:i,?1:l 
14092 " , ;;1:; .... :: 

48,947 226~'71i7j 
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1,290 
1,935 
3,225 

337 
300 
300 
936 

4,161 

139 
159 
437 
735 
179 
914 

5,074 

2,144 

24,166 

5,963 

15,241 

52,588 

All Years 
USAID ADRA 

10,639 4,738 
15,960 7,106 
26,599 11,844 

4,250 637 
3,622 1,207 
3,622 1,207 

11,494 3,052 
38,093 14,895 

1,510 512 
1,750 583 
2,738 1,604 
5,998 2,699 
1,969 656 
7,967 3,355 

46,060 18,251 

113,211 7,874 

567,926 191,361 

138,167 41,322 

58,176 

865,364 316,984 
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A. HQ Field Costs 
1 Consultants 

a. Health 
b Senior Administrator 
c Evaluation 
d A-133 Auditor 

Consultants 
2 International TravelfPer Diem 

a Health 
b Senior Administrator 
c Evaluation 
d QA \Sustainability 
e DIPwkshp 
f Auditing 

TravelfPer DIems 
Subtotal Consultants + Travel 

Total HO Field Costs 

ADRA YEMEN 
CHILD SURVIVAL XI 

Headquarters Field Budget 

First Year Second Year Third Year Fourth Year 
:'''''';:;''u' 's' "A"""I"D' 'i ADRA &"0nrU""'S""'A"''''m'l ADRA 'i!ii1:jfiU'''S' A"'''m'' ADRA i1!'ff'/U""" SAID' "1 ADRA ~", ":':/" .. : :w:;:)q~::, ,.; ",::: ::~i;.,.; U/"h"'·:. i 
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357 
715 

2,144 

All Years 
USAID ADRA 

13,124 
24,748 
12,000 
3,000 
1,500 

11,748 
66,120 

113,211 

113,211 

1,312 
2,625 

3,937 
3,937 
7,874 

7,874 

-,~,---,--,---................ -------------------------------
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YEAR 1 
ITEM 

A. Salary 

B 

1 Administrative 
a Regional Director 
b Country Director 
c CS Project Director 
d Asst Project Dir /Intern 
e Interns 

Subtotal Administrative 
2 Technical 

a Accountant 
b Accounting Clerk 

" ::2,700", 
'/' "2,100',' 

c Health/training Coord in ;" •• 3,060 ',' 
HIS/QA Coordinator :,:: i UiOO 
Community Coordinato :':c::: 
Formatiye Cord. -

Subtotal Technical 
3 Support 

a Cashier/Office Mnger 
b Custodial 
c Security 

d Driver 
Subtotal Support 

Subtotal Salaries 

YEAR 2 

ADRA YEMEN 
CHILD SURVIVAL XI 

Field Budget 

4,466 
5,765 

10,231 

ALL YEARS 
USAID 

30,122 
9,600 
7,600 

47,322 

11,811 
9,187 

23,248 
13,949 
18,998 
7,641 
8,099 

11 
104,556 

18,598 
969 
969 
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ADRA NARRATIVE 

16,405 1 pm/yr@ 3750/mo w/6% annual inflation 
21,173 4 pmlyr@ 121O/mo w/6% annual inflation 

12 pm/y @$600/mo w 6% annual inflation 
Two year startup @$400/month 

37,578 

Interns Field Prcticum--Stipend & Air Fare Subsidy 

6pm/y @$450/m w 6% inflation 
6pm/y @$350/m w 6% inflation 
l/yr 6 pm 2-4/yr 12 pm @$500/m w 6% inflation 
l/yr 6 pm 2-4 /yr 12 pm @$300/ m w 6% inflation 
l/yr 7 pm 2-4 Iyr 12 pm @$400/m w 6% inflation 
1-3 yr 6 pm @ $400/m w 6% inflation 
2-4 yr 6 pm @ $400/m w 6% inflation 
HWs & AgExt I/vr 6 pm 2-4 vr 12 pm (iil $250 w 6% inf 

l/yr 6 pm 2-4 /yr 12 pm @$400/m w 6% inflation 
l/yr 8 pm 2-4 /yr 12 pm @$20/m w 6% inflation 
l/yr 8 pm 2-4 /yr 12 pm @$20/m w 6% inflation 

2-4 Ivr 12 pm (al.$250/m w 6% inflation 

rent. 



C. TRAVEL 

I 

ITEM 

D Equipment 

a Vehicle 

b Motorcycles 

c Computers 

d UPS 

e Printers 

f Fax machine 

g Typewriter 

h Cold Chain equip. 

Generator 

Air conditioners 

k Copier 

E Supplies 
a Office Supplies 

b lEe supplies 

c Project Identification 

d Scales 

Subtotal Supplies 

. .. 

4 > 

YEAR 2 

:i;i;~~~)i!;~i;~~~.:l! I~ 1~1[;rii,~i~~~i; 
5,300: fi~:ii;c7).57i 

.. 

YEAR 3 YEAR 4 ALL YEARS 
USAID ADRA TIVE 

7,500 

14,500 

680 

1,500 

750 

3,000 

.1 II 
6,343 

5,450 

6,367 

4,000 

.,'.,'., '6,876;: 'iiiS,;'i.i~'2, 7nii 22,160 
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Travel & for TOT and Trainers 

22,000 1 Toyota land cruiser 

8,000 4 motorbikes @ $2000 

5,000 2 Computers+ software 

Un interruptible power supply 

1 dot matrixll ink jet 

700 Fax machine 

Office typewriter 

10,000 5 Solar Refrigerators@2,000 

12,000 Generator for staff housing 

6,\50 321,000 BTU @ $750,618,000 BTU@$650 

files 

Routine Office Supplies, paper, etc. 

Information, Education, Communication supp. 

Notebooks, signs, tags etc. for VHWs 

40 2nd yr, 40 3rd. yr at $50 



• 

ITEM 

F Contractual 
Consultancies 

a MOPH Training 

DIP orientation 

b TOT 

850 

c IEC/Formative research' " 

d Cost Recovery 

Subtotal Contractual 

G Other Direct Costs 
Training 

a HW/CHW Training 

b Professional Training 

Subtotal Training 

2 Communications 

3 Facilities 

a Office Rental 

b Equipment Insurance 

c Utilities 

Subtotal Facilities 

8,500' 

,2,500 

11,000 

2,400 ' 

""2:867: 
\3,367,; 

4 Other "'," :':" ,ii'" 

a Printing '" ,4;000' 

b Development oftEC m:',,1,500> 

: ~~;:~:ntation i:1':ii\Y~~~6:;: 
e Formative Research:;:;:,'),800 

f Literacy training 

g SED Project 

h Vehicle Fuel/Oil 

Vehicle Maintenance 

j Vehicle Mileage "':"S:~61, 
k Vehicle Insurance ;,';,;1,350". 

Subtotal Other 

Subtotal Other Direct Costs 

1,500 

1,500 

5,000 

10,000 

1;500; 
;" 

','~:;::j'j,~60'! 
, 2,500:: 

',,' 16,000:; 
";":2,544 " 

1,590 

,,::/::;:::::.:::~ 

,1(),OOO;:: 
',::i,500'; 

~;!'i?l~:,~;,~ 

1,590 ),;":::;:'5,393;: 

15,000 g':;;;:'26,238';: 22,750 m/l}21,954',1 

16,500 ;,,:::';49,870:; 24,340 ;[/:"42,545"( 

1,787 

1,787 

:':::'7::':::' 22,031 if, 

1,685 i; :'~::36, 156); 1,787 

ALL YEARS 

USAID 

1,500, 

850 

1,500 

2,250 

1,000 

7,100 

37,550 

7,500 

45,050 

10,499 

2,187 

17,378 

19,565 

12,000 

3,000 

9,960 

1,200 

3,600 

19,123 

18,555 

17,734 

10,461 

95,633 

170,748 

ADRA 

50 days/year @$30 

5 days/year @ $170 

50 days/year @$30 

20 dayslyear @$30 

4 days/year @250 

NARRATIVE 

Training of supervisors, health and volunteer workers 

Staff training and upgrading 

Telephone, fax, express mail 

6,562 Central office space 

6,562 

Insurance against loss of equipment 

Electricity, water and phone-line charges 

Mnuals, IEC Mat, HIS Frms, Grwth Chrts (25,000 @ .05) 

Artwork, Design, Pretesting Eet. 

Field research activities/reporting 

10,000 Basic literacy training 

27,750 Small credit programming 

37,750 

44,312 

For Vehicle and motorcycles 

For Vehicle and motorcycles 

Rental of SEDILit & Admin Vehicles 

For Vehicle and motorcycles 

TOTAL FIELD COSTS :120,459' 100,140 ;::'!16j,82Cj::~ 44,257 :ih''i4j;h6:~i 22,798 ::i:!'::140:s:ii'iil 24,166 567,926 191,361 
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Section H - Sustainability Strategy 

H.1 Sustainability Goals, Objectives and Activities 

DIP Table E: Sustain ability Goals, Objectives, and Activities 

:susrama IIIlV \.Yoals UOleCllves 

Programmatic PHCWs will maintain functioning health units and 
MOH will maintain health promotion activities outreach immunization/OM sites 
of CS project. 

Regular supervision and quality assurance ofPHCWs 
is institutionalized at health center level by the district 
supervisors. 

Referral system is institutionalized. 

Continuing education is institutionalized for PHCWs 
and CHPs by district supervisors. 

Local health authorities continue to coordinate with 

Institutional other local institutions. 

Local institutions maintain health promotion 
activities of CS project. LDCs continue to function. 

LDCs will continue to liaison with PHCWs and CHPs 
of their catchment area to monitor and supervise their 
activities. 

HIS is providing accurate data to local and 
governorate health management and regular feedback 
to PHCWs and LDCs. 

CHPs continue to promote good health behavior. 

Teachers continue to give health lessons. 

Financial Cost recovery system for local health services. 
Costs of CS and health promotion activities are 
either met locally or through some other 
institutionalized means. Participation of LDCs in development of health 

services through time, cash or kind. 

Revolving drug and garden funds continue to function 
without losing capital. 
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AC IVI leSKeOUlre 

Training ofPHCWs 
Ensure supply of needed inputs (e.g. 
immunizations, cold chain, DRS, basic 
drugs) 
Cost recovery scheme 

Supervision and QA training 
Monthly visits to PHCUs 
Monthly meetings with PHCWs 

Training 
Monthly supervision visits 

Monthly meetings for PHCWs 
Monthly visits to CHPs 

Meetings with TDA, MOE, etc. 

Training 
Regular meetings 

Monthly visits and reports 

Training of HIS Coordinator 
Training ofLDCs 
Training ofCHPs 
Monthly supervision reports 

Training 
Monthly meetings with PHCWs and LDCs 

Training 
Yearly planning meeting with local health 
authorities 

Design system 
Training for management 

Mobilization meetings with LDCs 

Design of funds 
Management training 
Monitoring by LDCs 

1 I 

1 • I 



H.2 Sustainability Plan The project plans to promote 
sustainability at three levels: programmatic, institutional and 
financial. The project is designed to produce programmatic 
sustainability in that it does not rely on a separate service 
delivery system, but rather uses the existing MOH structure 
and works to enhance its capacity to provide service to its 
constituents. Consequently, MOH preventive and curative 
services may continue throughout the project period and 
beyond. 

The project also fosters institutional sustainabiIity by its 
inclusion of established, local organizations during all project 
phases. Local development committees at the district level 
were at one time a well established body of decision makers 
that worked at the grass-roots level. The government, seeing 
that this was a successful means of development co-opted 
their efforts and created a Ministry, which eventually caused 
disillusionment and abandonment. ADRA seeks to 
reestablish these types of community-based committees to aid 
in the health and development of villages and support the 
work of CHPs. The Hais and Khokha Health Centers, 
through which project activities will work, are permanent 
indigenous medical institutions which will continue to 
function beyond the project period. Local schools are a third 
established institution that ADRA will empower to carry on 
sustainable health promotion activities. 

The third level of fmancial sustainability will be done 
gradually through activities initiated by the project. One of 
these activities is the introduction of fees for services at the 
health units as a cost recovery program and the sale of 
prescription drugs to operate a drug revolving fund. 

H.3 Community Involvement The plan for 
sustainable community involvement through the work of 
LDCs is described in sections D.I, E.5 and H.2. 
Furthermore, a major strategy of this project is to enroll the 
assistance of volunteer community health promoters. 
Identification of women willing to be trained as murshadaat 
or TBAs is an activity that will increase the manpower for the 
district and enable them to continue to positively influence 
health practices beyond the time period of ADRA's 
involvement. 

These strategies will foster community "ownership" of the 
preventive health activities of child survival, rather than of the 
project itself. At the community level, project staff will work 
with CHPs and LDCs nurturing not only their approval of the 
activities;-but also their leadership in implementation. 
Training and utilizing these community members will 
establish permanent "interest" groups committed to 
promoting preventive health practices and encouraging their 
use on the part of mothers. Only this level of direct 

ownership can lead directly to community support for health 
activities. 

Discussions with community leaders reveal four issues of top 
priority (not necessarily in that order): 1) the improvement of 
mothers' knowledge in health care of her family; 2) 
improvement of nutritional status; 3) development of the 
health center facilities and 4) better EPI services and 
coverage. 

Current health center and unit staff exhibit an attitude of 
eagerness and willingness to cooperate with ADRA in its 
philosophy, principles and activities and there is evidence that 
community members desire child survival services. Sheikhs, 
religious leaders and other community leaders have also 
welcomed ADRA to work in their respective communities. In 
some villages, where immunizations have not been 
administered, the people are willing to pay for the services 
(this is officially prohibited by the MOH). During the time of 
the baseline survey, the communities expressed an interest in 
knowing the results. 

Identification of households with under-twos will be the 
responsibility of the CHPs. They will cover households that 
are in the area surrounding their home. It will be initially done 
during each introduction of the various interventions (phases) 
and then updated as the intervention progress. This means that 
surveillance activities will focus on households that have 
under-twos at any given point of time. 

H.4 Phase-over Plan The Hais Health Center will 
assume many of the responsibilities for the administration of 
preventive health care services at the end of the project 
period, although they will already be heavily involved during 
the course ofthe project. Discussions about the continuation 
of certain positions and activities will be initiated near the 
middle of the project period. Staff from the health centers 
and units are included in the training activities of the project 
to strengthen their program management skilIs so they can 
better sustain activities. 

H.S Cost Recovery The project will explore the 
introduction of a small registration fee for services at the 
health unit level and/or the possibility of other fees for service 
or drugs to test the feasibility of a revolving drug fund. This 
will first be done as a pilot study at the health center level. 
The Hais Health Center has recently initiated a fee for service 
and uses the funds for a few staff positions and maintenance 
of the health center. If this continues to show success, its 
function could be promoted and duplicated at the health unit 
level. Discussions and negotiations with the LDCs will be 
used to evaluate the feasibility and acceptability of cost 
recovery strategies. The Senior Health Manager of the 
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district in cooperation with the District Council will assume 
overall responsibility for implementing the project cost 
recovery strategies. Technical assistance from UNICEF or 
the Hodeidah Urban PHC Program (run jointly by Dutch Aid 
and rCD, a British NGO) will be obtained to help design cost 
recovery activities. 

Section I - Literacy/SED 

Matching funds will be utilized to develop a functional 

literacy program and a small enterprise development program. 

Functional literacy for women will use small village based 
classes to teach approximately three month literacy courses. 
The literacy program will be followed by the organization and 
training of local development committees for managing small 
loans to families for income generation projects. Linkages 
between literacy, small credit and CS CHP activities will be 
created so that access to loans will be contingent on literacy 
course enrolment and favored access to loans upon 

participation in CS activities. All loan applicants must agree 
to practice as much as possible certain health principles 
(general hygiene, immunizations, home management of 
diarrhea, mother/child nutrition) to be eligible for a loan. 
CHPs will have favored access to loans (for example, access 
to larger loans or no loan service fee.) ADRA's literacy 
program began in November 1994. The expanded literacy and 
small credit program for this CS XI project will begin in April 
1996, the third quarter of the first project year. Partial credit 
of funds from the donor agency, ADRA/Canada, have been 

recieved and are being utilized for program initiation. 

The Literacy/SED program director will initiate activities 
with a short stay in Yemen to assess the current situation of 
women in the project area that relates to this type of a 
program. This will be followed by a six week training course 
with the Women in Development Program (WID) of 
ADRAlBangladesh, which has been successfully operating 
for a number of years. 
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Appendix A 

Map of Project Location 
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Appendix B 

ADRAN emen Country Agreement 

Strategy of Cooperation Agreement between MOPH 
and the Ministry of Local Administration 

Letters of Support 
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, -
Agreement 

between 
The Govenunent of the Republic of Yemen 

and 
Adventist Development and Relief Agency (ADRA) 

. Where33~ Adventist Development and Relief Agency (hereafter referred to as 
ADRA "), a non-government (NGO), non-profit private organiz!ltion~ provides a way for 

:oncemed people in Australia, Europe~ and North America., to extend assistance through 
their voluntary contributioru to people in other countrie3. 

And where33, THE GOVERNMENT of the Republic of Yemen represented by the 
i'rlinistry of Planning and Development (referred to as THE GOVERN1v1ENT) desires that 
ADRA work in the REPUBLIC OF YEMEN, in cooperation with THE GOVERNMENT 
and the people of YemelL 

And whereD.S~ THE GOVERNMENT and ADRA. intend, to the extent that their 
respective re3ources, interests and abilities pennit,. to enter into one or more project 
Activity, call for the joint efforts of ADRA and THE GOVERNMENT: 

Now, therefore, THE GOVERNMENT and ADRA agree as follows: 

Article (1) 

a) A.9 used in this document,. tenll·nProJect Activity" shall mean any and all 
activities carried out in whole or in part by ADRA for the benefit of the people of Yemen; 
"PrQject materials" shall mean any and all commodities, food, medical supplies, 
equipment vehicles, material and other property used, owned or in the possession of 
ADRA in connection with project activities~ or for dishibution to the people of YemelL 

b) ADRA may furnish assistance to the people of Yemen through project activities 
in development,. relief. rehabilitation. reconstruction or other fields of high priority to the 
Government. This activity will be subject to the tenus of a Project Activity Agreement 
between ADRA and THE GOVERNMENT. 

c) Project Activity Agreement concluded with one of more Ministries or Agencies 
of.THE GOVERNMENT and coruidered to be supplementary to this Agreement. Each 
Project Activity Agreement shall define the financial., administrative, teclmical and other 
re:spoll3ibilities of the various parties. 

Article (2) 

In response to its desire to assist THE GOVERNMENT and promote development 
for the people of Yemen, ADRA will: 
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of,! 
.., a) Open a branch office in Sana1a with the ohjective of implementing community-
:1Sed integrated development projects~ promoting self-sufficiency, so that people can 

':uild a better life for themselves and their childreIL 

J 
; b) Evaluate community needs, and in consultation with THE GOVERNMENT, 
I 

lesign projects and prepare proposals to address these necds. 

; c) Solicit contributions from ADRA donors around the world to support Project 
lctivities. , 

d) Use such contributions to furnish materials, management and technical services, 
and such other assistance as called for in the Project Activity for the benefit of people"of 
·'emen.. 

Article (3) 

In recognition of the benefits of ADRA's activities to the welfare and development 
of the Republic of Yemen~ in accordance with the enforced Laws and Regulations, THE 
GOVERNM:ENT will: 

a) Exempt ADRA from payment of all taxes, duties~ fees or restrictions imposed for 
the importation or exportation of all administrative or project materials, vehicles or 
equipment. 

b) Levy no taxes or fees (including income, property, sales and excise t.a.xes) on 
ADM, its property or operations, or on the salaries, allowances, or other remuneration 

. ~for personal services paid by ADRA to its personnel of non-Y cmeni nationality. 

c) Ensure that no project materials furnished for approved projects shall be 
requisitioned or diverted for uses other than those agreed upon by THE GOVERNMENT 
and ADRA. 

d) Enable ADRA to exchange foreign for Yemen currency, and Yemen currency 
for foreign currency, at ratcs of exchange no less favoW""able than those accorded to other 
organizations and governments according to the followed systems and regulations-thereof. 

e) Admit into Yemcn such number of non-Yemeni personnel as the two parties may 
deem necessary to fulfill its obligations under tills Agreement, and other Project Activities 
pursuant toj:he enforced Lal"fS and Regulations. 

f) To facilitate the arnval, stay and departure of ADRA's guests and consultants 
coming to Yemen, by the issuing of necessary pennissions and visas. 

g) Grant to all ADRA's non-Yemeni personnel and their families the snrne 
exemptions from restrictions and fees concerning registration, entry vis~ VIOM( pemrl~ 
residence penni~ exit pennits and similar matters, as well as providing the same 
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I 
I Page 3 of3 

privileges of Importing and exporting personal effects as are accorded diplomatic 
representatives of foreign govenunents. 
I . 
i 

I Article (4) 
I 

Any dispute tIUlt may aris .... e between ADRA or between one of its organizatioJ1!l or 
. Agency and THE GOVER.NM:ENT with respect to implementation or the interpretation 
ofthh Agreement shall he settled through negotiation between the two partie3. IIi. ca.!e of 
failure the courts of the Republic of Yemen shall he the jurisdiction authority adjudicating 
sw:h dispute. 

Article (5) 

This Agreement will come into effect from the date of signature. It will Wt for a 
period of three years, and is automatically renewed for similar periods. Either party may 
tenninate this Agreement upon ninety (90) days prior written notice to the other party. In 
addition., in the event of war, hostilities or other grave public emergency, ADnA, abo may 
tenninate perfonnance of its ohligations under this Agreement and any or all Project 
Agreements vtithout prior notice, to the extent and at such times as ADRA may deem 
necessary to ensure the safety of ADRA's personnel and property. 

Article (6) 

Done at Sana'a, Republic ofYeme~ on this day 16 February 1994/6 Ramadan 
1414, in two original copies, one eac~ of Arabic and English both texts being equally 
autho.ritative and the same interpretation. 

t - rh{)L,J 
ature for ADRA ~ 

I ~ --J--i:-- ~ C\. ~ Y 
Name: Mr. James Neergaard 
TItle: Director, ADRA 

Middle East Region 
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Enhancing and Enforcing Cooperation and 
Coordination between Ministry of Public Health and 

Ministry of Local Administration with the aim or 
Improving the Current Health Status of the Community 

(ADRA Translation of Document from Yemen. October 1994) 

Introduction: 

More than a decade has passed since our country adopted Health for All strategy through 
PHC approach, which was founded by the Alma Ala Conference in 1978. Since then. the 
country has witnessed a number of achievements. The biggest achievement has been the 
construction of an extended network of health units and health centers in urban and rural 
areas of the country. providing PHC services to deprived and rcmote areas. It should be 
emphasized that PHC proved to be the optimal approach towards solving the current 
health problems with minimum costs upon the community and the state, in spite of the 
constraillts faced. 

Community participation in the [arm of cooperative movement. has played an essential 
role in establishing and enforcing the PHC network. It has contributed extensively in 
building a number of health units, as well as financially supporting the training of PHC 
workers for these health units. However, participation remained limited for some time. 
suggesting a new approach in cooperation and coordination should be considered if 
promotion of community involvement is sought. Participation should be more profound 
and comprehensive. actively involving all public social and charity organizations in 
planning, implementation of health programs and evaluation. This would help to ensure 
sustainability of PHC activities leading to the progressive health services. quantitatively 
and qualitatively. 

Where the responsibility of the managerial devices of the two ministries is concerned, 
cooperation and,coordination between the two aims at preparing appropriate grounds for 
establishing an advanced level of a cooperative and coordinative relationship between 
them. This will ultimately assist in improving the health services delivered and can be 
achieved through the following: 

- MOPH, with its different branches, is responsible for designing the health 
policies ami the technical supervision of health program implementation. as 
well as the various activities of the health institutions. 

- Ministry of tbe local administration. represented by the ccoperative movement. 
should participate actively in financial and administrative aspects of the health 
institutions first, and the second levels (from health units to rural hospitals) in 
selected areas, which are expected to expand gradually in the future. 
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- Field of cooperation covers all health institutions. urban and rural. regardless 
of which of the two ministries own these institutions. 

For cooperation to be highly effective. it should be based on the following: 

- Effective community participation in the field of health services sbould take 
place in all stages of panning, implementation and evaluation. 

- Close coordination of related sectors should be available ill the selected areas 
within the health sector. 

- Adoption of the district health system, which is considered an optimal 
approach in promoting PHC services and gains strong support of the 
organizations involved in the health sector. 

It is expected that such coordination will achieve the following: 

- [mprove health services delivery level, ensuring sustainability of performance at 
the required level. 

- Assist in attracting health personnel to \vork in the rural areas through 
provision of appropriate climate and all forms of support, financialIy and 
morally. 

- Encourage training of health personnel, particularly females; in urban and 
rural areas through facilitating the training and the qualification of these health 
personnclthat the two ministries support strongly for the success of the process. 

- rmprove the building status of current health institutions through renovations 
and maintenance. Supply health personnel as required and provide lacking 
cquiprpent. Establish an appropriate mechanism that ensures continuous 
supply of essential drugs to these institutions to enable them to carry out their 
preventive and curative responsibilities appropriately. 

Coordination will be carried out at the different levels from top to boltom. 
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First: At the central level 

Form a working group or a committee with representatives from both sides to carry out 
the following responsibilities: 

I. Set a general framework of coordination and cooperatioIl aspects between both 
ministries. 

2. Establish appropriate mechanisms that interpret such cooperation and coordination to 
achieve the designed objectives as expected from a cooperation and coordination 
relationship between the two ministries. 

3. Give directions to the executive departments at the lower levels to implement the 
designed policy. 

4. Take care of, evaluate and develop the experiment. 

Second: At the governate level 

A committee represented by both sides is formed, composed of a General Director of 
Health Office and a General Director for Councils Affairs of the governate and other 
related individuals. This committee will be supervised by the Governor or his deputy to 
carry out the following responsibilities: 

1. Implement the agreed upon cooperation and coordination at the central level. 

2. Select one or two districts for the implementation of cooperation and coordination 
experience. If successful, the experience can be gradually expanded to the remaining 
districts in the governate. 

3. Periodic reporting to explain the activities undertaken and achievements fulfilled to 
enable the central working committee to follow-up and supervise. 

Third: At the district level 

I. At this level, the actual cooperation and coordination between the two ministries 
starts. It is considered a comprehensive activity, aiming at promoting the health 
services to a better level. It seeks to expand these services to cover the whole 
population of the district, if possible. 

2. It is important to emphasize that the department represented by the local councils is 
considered an actual partner in planning. implementation, supervision and evaluation 
of the health services and not a negative participant, merely responsible for supplying 
additional facilities to the health services. 
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3. A health council is formed in the selected district and is headed by the district general 
director with the membership of the chairman of the local council, a responsible 
person of the health services in the district. and representatives from.otiler related 
fields. This health council is responsible for carrying out the folluwing: 

A. Designing an implementation plan to apply this cooperation aftcr conducting 
the following: 

- Gather data concerning all existing health institutions, operating and non­
operating. 

- Determine the needs of the districts in terms of personnel, furniture, 
equipment and medical facilities. 

- Determine the financial resources for the health council in the administrative 
units from the following areas: 

u. A percentage of the central income of the lucal council should be 
determined, not to be less thun 10%, or exceed 20%. 

b. Whatever funding allocated by the MOPH for the health institutions as 
a support for the district. 

c. All donations and aids provided for the health cOllncil. Organize ways 
and means for its expenditures. 

d. Whatever local health duties determined as commitment for the 
provision of various health services . 

B. Determine local duties for the provision of various health services. 

C. Design duty payment regulation for carrying out medical examinations, tests, 
x-rays, surgical operations, medical reports, etc. 

ADRAIY ernen CS XI Detailed Implementation Plan - April 1996 
53 



D. The health council financial resources should be allocated for the development 
of the health services in the district. These resources should not be spent 
unless the chairman of the local council and the responsible person of the 
health services in the district give their concurrence. It should be noted that 
the~e resoun.:es should be spent on the following fields only: 

- To ptiy 50% of the monthly stipend for all trainee~. whether the training 
will be conducted in the district or in the capital uf the governate. and to 
provide accommodation if the training is in the district. 

- To select candidates for training. 

- To determine disciplines and criteria requirt:d to pay the monthly 
stipends or rewards to health workers in the health units and health 
centers or rural hospitals. and to determine the amount of stipends to be 
paid. 

- To pay monthly rewards to the physicians. medical assistants. 
technicians, midwives and other health workers in the health centers 
and rural hospitals based on their qualificatioi1s, years of experience, 
area conditions. performance level as clarified in the criteria. and 
discipline document set by the health cOllllcil. 

- To purchase medical facilities, laboratory materials and x.-ray films 
wherever required. 

- To provide the appropriate building for the health unit. 

- To provide accommodation with the required furniture and pay for 
water and electricity bills for those workers coming from outside the 
district. 

- To pay for the ex.penses of electricity and water, provide fuel, materials 
for cleaning, gas, stationery and registers, and spare· parts for the non­

medical equipment for all health units. This is to include renovations 
and periodic maintenance. 

- To provide transportation for health workers from the health institutions 
to the nearby areas (about five or more kilometers away) to carry out 
vaccinations or when there is an epidemic in the area. 

r 
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-" In coordination with the health council. the local council should col1ect 
donations from the charity associations and wealthy and capable people 
whenever necessary CO face the capital expenses. such as: 

* Renovate or participate in renovating the health institutions 
which the health council is unable to finance from its own 
financial resources. 

* Purchase some of the medical equipment and required furniture 
to operate and develop the health institutions. 

* Build new health institutions or expand and upgrade existing ones. 

* Utilize revenues from what is gained as a result of the 
investment projects in the provision of medicines. 

E. The health council should design an appropriate mechanism addressing the 
lack of provision of medicines. 

F. That which is not included in the commitments of the health council regarding 
operating and providing the health institutions with their requirements. 

G. The health council should send monthly reports explaining achievements and 
constraints to the govern ate committee. which is responsible for direct 
supervision and offering all the support needed by the health council. 

Fourth: 

This document is considered a bilateral agreement within the framework of cooperation 
and coordination between the two ministries. It is also considered an experience that can 
be evaluated, modified and developed in the future. 

Minister of Public Health Ministef of Local Administration 

Dr. Nageeb Saeed Ghanem Mohamad Hassan Dammaj 
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Under Secretary tor 
OQvQlOpmQnt Sector, 
IYlin1gtry _01 PuollC H'''11en, 
~.:InA·.:a, YRmIMn. 

Dat~1 NoY~.llth. 1994 

Olilar Slr, 

~DR~ h~~ ~ubmittgd ~ propo~al to work in thQ figld of health 
in HodQid~h GovQrnor~tQ in thQ following di~tri~tG: 

1. Haia 
2. Al-Knokha 
3. Jab.:ll R.:I'Z 

The activiti~~ of AOnA will mainly focus on dey_loping 
community involvement ~n the foLlowing field$: 

1. EPI ,., ... Diarrnell Control 
3. Nul:.rition 
'I. Support and develop:lIent 0 f H~dl eh III (unncltiun Sy=tilm 

ill r.:uoru.i.I:&lAt.iulI with NEDS. 

Tne oroanlzatlon has eK~res5eo r~ad1ne$s in ~upportlnQ and 
develop1no tna alstrlct nQ~lth system thrcuqhout its 
a~tlvities. since it r~alises tnat the MOPH 9mphQsigo~ 
strongly on the development 01 the di~trict Mealtn ~y~tem 
based on Prlmary Health Care. In gQnQ~al, the rttS~~L~~ 
health system in~ludQs ~ numoe~ ~t Lnt~rv~n~lnn~ whj~h A'm~ 

~r rnnt~nlilno rnp p~'~r1no n~~lth ~rnhl~m~ in tM~ ~~9~ gu~h 

~Sl M~H ne~1en p~O~lQm~ ~nct ~nm~ln\r~h.~ rl1~~~~~~1 ~nmmunity 

InvnlVRm~nt ~nn tnrQr=Qrrn~~1 rA~rlrl~~t'nn. 

~or you~ kind intorm~ticn di~cu_~ion ove~ this issue has 
f~lly t~kQn placa bQtwQQn ADRA repr~sQntAtivc~ ~nd thQ 
HQalth Ottice ot Hodcid~h. A~ ~ r~'Zult, thQ Health Otti~e 
provided, in writing, ~n ~grmQmant to ADRA Propo~al with 
rc'ZPcct to tho Y~ricu~ ~ctiviti~s which will tak~ ploc. in 
the thra. abcv. mentioned diatrict~. 
A~t~chgd ~rD thD rollQwLn~ ~u~Lw~1 

1. (\O~r, "{emcn Prc)pocoQcI FI.-ojec:o\: ~cti"'itie~ in Ilodaicio. 
:2. Thg latt ... r of AqreeQmlltnl; "r l-iu..r .. .i.c:J"h 11 •• lth Offic:; •• 

Thu. we> ~ • .i.Gh it other rlllat,;t!.l ......... U.UII ..... " l.I,. ~tO"11 b. 
contacted 1.0 t~k .. \.It. 1I ...... ' ..... r·Y .. ction"!! rvgarCl1ng tnil work 
... r 1.1,0: urya"i .. dl1uII 111 LI",,· Rt::~uLJ1J.t. ur '(wlIl.m. 

l.JnClar 6~cret.:ary. Ulr~ctor o~ PubllC HUAlth 
for health ~~rvicQ~ sector. 
D ,.. A~'I'fI .. d Mak k i 
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ThQ HQaLth Advi_o~ 
ADRA, 

Oc.;).r Sir, 

II~t~~ Nnv=.11tt,. 1994 

" Project Ac:tivitilO!. in Hcclaid.:ah GovQrnorat,gll 

We ore ple~5~d to inform ycu that we h~yq ~cccptQd your 
~r"cje~t proposal dated Nov.l1th, 1??4 re9~rdin9 h~aLth 
dLL.iv.iL.i.~r3 to bEl implemef"lted in t.he an!8!1 of Il~i:l. Al"l<hckha 
0111.1 JdlJ .... l R ... l11 .ill Hl.)ueida Gover-ncrate which c:overrl:l t.he 
fol1cwlllY 1:!~~I:!IIL.id.l dLlivitiEi1ii for the health of the mothlll'" 
and the cililul 

1. Erll,';U1.lf d.1..j~ UII:! LlJIIlUlUIl.i. Ly ill IJr uvidinq '-&lq1.lired 
fa.cilities and in encour"dginy \,/Ulnl;tll Lu ju.l.lI (;'IllY 
COntribute effectively 1n imorovlno he&lth status, 
expand vaCCination cover~oe, control Olarrn~a. ~nd 
lmprove nutr~t~on. 

2. With the assist~nce of th~ ln~~l \~~rl~r~1 initi~t~ 
twenty five new vaccination unitg- ten in KhckhA. 
ten in Jabal R~~ ~nd f{v~ in Hai~. 

3. ~~t~bli~h RQcording HQA1~h Informa~icn SyQ~.m At tho 
loc~l lovol~ in coordin~tion with N~DS, whoroby H~i~ 
will bQ tho ccordin~~ing center which will be 
re~pcn$lble 101'" sending r~pcrts to Hodeidah Health 
01'11 e!O. 

4, Illiteracy activitie~ in iiftman village~ (fivm in 
ll&1&, fivII in l<hokh4 4nd fLv!:"! in J4b41 f14!s) 
including th~ pr~p~r~tion of fifteen teachers to 
corry out theme activlti~» effectively in the 
communito.,.. 

\-J\i1 hO~Q cur cooperal:.ion wil\ ultimately lead to 
iJilpruvinq health statu"," leve1l 01 the 61~i!ta!l concernt!d wnlcH 
in tl.lrf"l wf.l1 bIOi fjrov1d1ng r:l>uppcrt to tnp. Health Of1ice in 
S5uc:n a15pect:!l 01 com.nun1ty involvement i.n hl"alt;11 clave b:>pmel1 t. 

rhank,1nq you. 

Thn Gono~~l Diroce~r Di~~c~Qr cf PubLic H~QLth 
Cl t thq /1;;/.1 th 0 f ~ i C!Q 

Dr. i1ulll.l. Sull"'!! 
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In the Name at God 

rhe Honorable Gener~l Director of the Health Department in Al­
Hodeidah 

Greecillgs, 

We dre honored to have met wlth the international reliet and 
Jevelopmenc deleqac10n which expressed its desire to help improve 
the health ot the ch1lJren dnd theLr mothers in our society and 
:.u l.;.;her tr!e mOt";.1':' L l': r'.:ltes dlla ucsei.lses .:llllono rnotllCt's and 
,:lU,ll!l'en U1 t!1e ,J.l.:Jlt·l<:.::r, \ L.l.~<.4"W ';L .\L-UullU...lh. 

ioie r'equest your r:ooperat1on 1:0 do wllat you (;3n accordlng to tha 
:;'1'5 tern you tollow. rhank You. 

\oJritten on 8 November. L99o.l; ! Jamad AI-Thani. 1415 Hq. 

Sincerely, 

Al-Sheikh Abdo Muhammed Ali Haig 
North Quarter, Hays District 
Yemen Arab Republic 
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In the Name ot God 

The Honorable General Director of the Health Department in Al­
Hodeidah 

Greetings, 

We are happy and honored to have met. in the countryside school 
()E Cabal Ras. with the international relief and development 
ueleqation which expressed, un its tirst Vlsit to Ga.bal Ras 
:..;chool, its des ire to llC!lp improve ttle heal th ot ttle cl1ildren and 
thelr mothers 1n uur ~UClctV. and t8 lower ehe illitcracy rates 
and deseases dlllono [;lot:.liCt'!; .1nd chllllren 1n the aLca. 

\~e requcs t your t;:mpc C.l [i:.m lO Lio I·dla t you C.:1n .Jccor-diaq ::0 the 
~ystem you tollow. 

With our best regards. 

The Head Shelkh ot Gdbal Ras. 
Sheikh Muhammad Alaa Al-Deen 
Muhammad Al-Ameen AI-Nour 
Member of Parliament 

8 November. 1994 
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Appendix C 

Health Messages 
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Health Education Messages for Immunizations 

It is important to have your child vaccinated as soon as possible and all immunizations should be completed in the 
first year of the child's life. 

It is safe to immunize a sick child. 

Vaccination against measles should be given when the child is 9 months old. 

It is very important that the child gets all the vaccinations. One or two is not sufficient; the child can still get the 
diseases. 

The Koran states that the parents have to be merciful to their children. They are held responsible for the protection 
of their children by immunizing them against all six of the dangerous diseases that could harm them. If children 
have had the vaccinations, they will not get the diseases and will stay healthy. 

Every woman between the ages of 15 and 44 should be fully immunized against tetanus. 

References 

Facts/or Life. UNICEF. 1993. P&LA: United Kingdom. 

MCH Guidelines/or Health Education. Kaastra, Hieke. 1990. Dhamar Rural Health Project, SNV-Netherlands 
Development Organization: Republic of Yemen. 
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Health Education Messages For Nutrition 

Breast Feeding 
Breast milk alone is the best possible food and drink for a baby. No other food or drink is needed for about the flrst 
six months of life. 

Babies should start to breast feed as soon as possible after birth. Colostrum is like a vaccination for the infant. 

Virtually every mother can breast feed her baby. 

Breast feeding causes more milk to be produced. A baby needs to suck frequently at the breast so that enough 

breast milk is produced to meet the baby's needs. 

Breast feeding helps to protect babies and young children against dangerous diseases. Bottle-feeding can lead to 
serious illness and death. 

The father should assist the breast feeding mother and ensure her the atmosphere she needs to breast feed. 

The Koran states that the mother should breast feed her child for the flrst two years. Islam considers breast feeding 
to be a major duty of the mother and should not be hindered by any additional work. 

Introduction of Foods 
A variety of additional foods is necessary when a child is about six months old, but breast feeding should continue 
well into the second year ofa child's life and for longer if possible. 

It is better to let the child slowly get used to drinking from a cup and to other foods and gradually stop breast 
feeding, than to stop at once. 

General Nutrition 
If you don't eat enough of certain foods, you can get weak or ill, or your breast milk may decrease . 

• >, Vegetables contain a lot of vitamins. 

Children from birth to the age of three years should be weighed every month. If there is no weight gain for two 
months, som~thing is wrong. 

A child under three years of age needs food flve or six times a day. 

A child under three years of age needs a small amount of extra fat or oil added to the family's ordinary food. 

All children need foods rich in vitamin A: breast milk, green leafy vegetables and orange-colored fruits and 
vegetables. 

A child that is ill and does not get any food will become weaker and weaker. A sick child needs nutritious food. 

After an illness, a child needs one extra meal every day for at least a week. 

Ref~rences 

Factsfor Life. UNICEF. 1993. P&LA: United Kingdom. 
MCH Guidelines for Health Education. Kaastra, Hieke. 1990. Dhamar Rural Health Project, SNV-Netherlands 
Development Organization: Republic of Yemen. 
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Health Education Messages for Control of Diarrhea 
Symptoms 
Symptoms of serious diarrhea include: 

the skin gets 'dry' and looks like the skin of old people 
the child does not urinate anymore, or only a few times a day 
the child gets 'sunken eyes' 
the child sleeps a lot, only a few reactions; no crying 
the child gets a sunken fontanel 

Treatment 
Diarrhea can kill children by draining too much liquid from the body. So it is essential to give a child with diarrhea 
plenty of liquids to drink. 

If the stools ofa small baby become like water, you have to take action immediately, because this can be very 
dangerous. 

A child with diarrhea needs food; never withhold food. 

When a breastfed child has diarrhea, it is important to continue breast feeding. 

A child who is recovering from diarrhea needs an extra meal every day for at least two weeks. 

Trained help is needed if diarrhea is more serious than usual, if it persists for more than two weeks, or if there is 
blood in the stool. 

Medicines other than ORS should not be used for diarrhea, except on medical advice. 

ORS - A Special Drink 
A special drink for diarrhea can be made by using a packet of oral rehydration salts (ORS). This drink is used by 
doctors and health workers to treat dehydrated children. But it can also be used in the home to prevent dehydration . 

• Dissolve the contents of the packet in the amount of water indicated on the packet. If you use 
too little water, the drink could make the diarrhea worse. If you use too much water, the 
drink will be less effective. 

• Stir well, and give to the child to drink in a cup or feed with a spoon. 

Prevention 
Diarrhea can be prevented by breast feeding, by immunizing all children against measles, by using latrines, by 
keeping food and water clean, and by washing hands before touching food. 

Water and food can contain germs which are dangerous; heat kills germs. 

Keep food and drinking water covered when being stored. 

Bottle Feeding is dangerous unless all of the water, bottle and nipple are boiled before each use. 

Cofostrum is like a vaccination for the infant. 

Do not defecate near a water source. 
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Communication/or Child Survival. Rasmuson, M., Seidel, R., Smith, W. And Booth, E. 1988. Academy for 
Educational Development, USAID: USA. 

Facts/or Life. UNICEF. 1993. P&LA: United Kingdom. 

MCH Guidelines/or Health Education. Kaastra, Hieke. 1990. Dhamar Rural Health Project, SNV-Netherlands 
Development Organization: Republic of Yemen. 
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Appendix D 

EPICard 

Maternal Health Card 

Growth Monitoring Card 
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Appendix E 

Cold Chain Monitoring Chart 
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Appendix,F 

MOB Protocol for eDD 
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How to Assess your patient 
For debydratlon For oeber problems 

A B C 

1.A.SIt.uouT. 
DIAUHOU lDo thaao ( Uqul4 ._10 4., 10 liquid ."",10 /01""" Ihan 10 liquid J.Jn.,.. ......... clap du .... _ 

~40r pcrday. Il00'' per Jay 11_ In ..... IDOI 
YO)fITlNG Hone.,.. •• aaaJI_ $acp,e Vur r""",""" 
nJmsr Nono>&I C_ Ihan norau.I Vn.ablo: ., .stink 
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......... n.. 

fLUj ~ .u-.u .u-n. 
lTD Noomaf $un.k.cn V tr( 4rT ood .unUn 
WOUJltand W .. Orr Vtr( dry 
roNGUI! 
lllUTHING NO<m&.I r .. =<han".,nu.aI Very bit U>d .sa:p 

). F£IL 
5lC1N .. plndl .... bK .. .. plndl~boo<:lt A plndl fOCO ~lt ftrJ 

qulCUy ,""/y ...... 1}' 

PUUI Noomaf f_."""".,nu.aI Vur I .... weak. .". ,..,.. 
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• K"Yccdf "","",""",..u h¢J 

UUPtAN A USE Pt.AN 6 UUflANC "r 
. Iou ,han 1 J'i' ~ 
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Fo.-.he ~ "n..Jcrr....uhcd child. 
&-.0 tdc:r b- In:' .Ul)cnl 01 H"'f:tC 
I1S><krn I.IlrlL&m-

~ource.· Treatment of dlarrboea, WHO/eDD 1987 
DLorr1>oea lor ~ ContInue -"a and rd<r lor 
Ihan U dip with 0< ~ 

wlthoul bbod 

Sncn: under· 
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10« Nf!W Em~f!nC)I Heallb Kit 

Annex2b 

Treatment plan A to treat diarrhoea 

Explain the three rules for treating diarrhoea at bonze: 

1. GIVE YOUR cnn.o MORE FLUIDS THAN USUAL TO PREVENT 
DEHYDRATION. SUlTADLE FLUIDS INCLUDE: 

• TIle recommended home fluid of food·based fluids. such as gruel. soup or rice 
water. 

• Bre:lSt milk or mild feeds prepared wilh twice the usual amount of water. 

2. GIVE YOUR aULD FOOD: 

• Give freshly prepared foods. Recommended foods are mixes of cereal and beans, 
or cereal and meat or fish. Add a few drops of oil to the food. if possible. 

• Give fresh fruit juices or bananas to provide potassium. 
• Offer food every 3 or 4 hours (6 times a day) or more often for very young 

children. 
• Encourage the child to eat as much as he or she wants. 
• Cook and mash or grind food well so it will be elsier to digest. 
• After the diarrhoea stops. give one extra meal each day for a week, or until the 

child has regained normal weight. 

3. TAKE YOUR am.n TO TIIE HEALTII WORKER IF TIlE OllID HAS ANY OF 
TIlE FOllOWING: 

• passes many stools } 
• is very thirsty These 3 signs suggest your child is dehydrated. 
• has sunken eyes 
• has a fever 
• does not eat or drink normally 
• seems not to be gelling better. 
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The New EmertIfn'IC)' H_ilb Kit 

Teach the mother how to use ORS Solution at borne, if: 

• The momer cannot come back if the diarrhoea gelS worse. 
• It is national policy to give ORS to all children who see a health worker for 

diarrhoea treatment. 
or 

• Her child has been on Pl:ln 13. to prevent dehydration from coming back. 
Show ber how to mix and give ORS. 
Show ber bow much to give: 
• 50·100 ml (1/4 to liZ large cup) of ORS solution afler cach stool for a child 

under 2 years old. 
• 100-200 ml 0/2 to 1 large cup) for older children. 
• Adults should drink as much as they want. 
TEUlIER IF TIlE OIllD VOMITS, ~aiL 10 minules. Then continue giving !he 
solution but more slowly. a spoonful every 2·3 minutes. 
GIVE HER ENOUGH PACKETS FOR 2 DAYS. 

Note: When a child is getting ORS. he or she should also be gi'jcn breast milk or 
dilute milk feeds and should be offered food. Food-based fluids or a salt and sugar 
solution should NOT be given in addition to ORS. 

Explain bow s be can prevent diarrhoea by: 

• Giving only breast milk for the first 4·6 months and continuing to brc:LSt-feed for 
at least !he first year. 

• Introducing clean. nutritious weaning foods at 1-6 months. 
• G~ving her child freshly prepared and well-cooked food :lnd clean drinking­

water. 
• Having all family members wash their hands with soap after defecating, and 

before eating or preparing food. 
• Having all family members use a latrine. 
• Quickly disposing of the stool of a young child by putting it into a latrine or by 

burying it. 
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The New Emf!r1{~ Heall.b Kit 

Annex2c 

Treatment plalz B to treat debydration 

1. AMOUNT OF ORS SOumON TO GIVE IN FIRST 4 TO 6 HOuns 

Patient's age 1216810 12 18 2 3 4 6 B 15 adult 
--months ~ ..0<--- years 3> 

Patient's weight 

[1

3 

I 
5 7 9 11 13 15 20 30 itO 50 

in kilograms i I 1 I 1 I 1 I I I I I I ! I I I I I 
Give this in m1 200-400 I 400-&lO 600-000 800-1000 11000-2000 2000-4000 

much 
solution in local 
for 4-6 unit of 
hours measure 

• Use the patient's age only when you do not know the weight. 

NOTE: ENCOURAGE 111E M0111ER TO CONTINUE BREAST-FEEDING. 

If the patient wants more ORS, give more. 
If the eyelids become puffy, SLOp ORS and give other fluids. If diarrhoea continues, 
use ORS again when the puffiness is gone. 
If the child vomits, wait 10 minutes and then continue giving ORS. but more slowly. 

2. IF TIm MOTIIER CA.i'IJ REMAIN AT TIlE HEALTH CENTRE 

• Show her how much solution to give her child. 
• Show hcr how to give it - a spoonful every 1 to 2 minutes. 
• Check from time to time to see if she has problems. 

r 

ADRNYemen CS Xl Detailed Implementation Plan - April 1996 
80 



. >#., 

3 . .A.FTE:n 4 TO 6 nouns. REAsSESS TIm OllI..D USING TIlE ASSESSMENT 
CHART. llI:EN alDOSE TIlE SmTAllLE TREAl1'tlENT PUN. 

Note: If a child will continue on Plan B, tell the mother to offer small amoums of rood. 

If the child is under 12 months. tell the mother to : 
• conunue breast-feeding or 

• if she docs not breast-feed. give 100-200 ml of clean water before continuing 
ORS. 

4. IF TIm MOnIERMtIST LEAVE ANY IDlE BEFORE COMPLlITING TREATMENT 
PLANn 

• Give her enough ORS packets for 2 days and show her how to prepare the fluid. 
• Show her how much ORS to gIVe to finish the 'i-6 hour treatment at home. 
• Tell her to give the child as much ORS and other fluids as he or she wants after 

the 4-6 hour treatment is finished. 

• Tel! her to offer the child small amounts of food every 3-4 hours. 
• Tell her to bring the child back to the health worker if the child has any of the 

following: 

• passes many stools } 
• is very thirsty 
• has sunken eyes 
• has a fever 

These 3 signs suggest the child is dehydrated. 

- does not eal or drink normally 
- seems noe to be getLing better. 
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Annex2d 

Treatnzent plan C to treat severe 
dehydration quickly 

Follow tile arrow-s. If the answer to the questions i'i "'yeS", go across. If It is 
"no", go down. 

STARTIIERE 
1. GIve IY fluids (preferably Rlnger's 

T Iact:lte). Note: if child can drlnk. 

Can you give 
give ORS until IV ls begun 

YES 
intravenous (Iy) 

2. After 3 hours. reassess child and if 
fluids? (.- approprmte. begin ORS 

3. After 1-3 mere hours, reassess the 
NO ch1ld and chOQSe the more 
T suitable trt!2tment plan 

Can the child drink? YES 1. Start treatment with ORS solution., 
as in Treatment Pian B 

(fir 
2. Send the child for IV treatment 

NO 

V 
1. Start rehydration using the tube 

Are you tr:lined to YES 
use a nasoga5tric 2. If IV treatment ls avallable nearby, 
tube for rehydration? send the child for immediate 

( .... tre3t!Ilent 

NO 

T 
URGE.Nr: Send the 
chlld for IV treatment 

NOTE: If the child is above 1. years of age: and cholera is known to be cu.rn=ntly a<:curlng 
In your area, suspect cholera 2nd give an approprbte ora! antibiotic once the child Is 
alert. 
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Appendix G 

Organizational Chart 

Staffing Table 

Headquarters Curriculum Vitaes 

Country Curriculum Vitaes 

Job Descriptions 
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ii 

I 
Th~bet B~g .. sh (Vacant) 

COIIIlIUnlty Development Cd. Hea I thlTn I n I ng Coord. 

:,l, 

ADRA YEMEN ORGANIZATIONAL CHART 
CHILD SURVIVAL XI 

I Greg Bn tcher I Country Director 

I 
l Edwin Dysinger I 

Becky DeGr~~ff .1 
Project Director J l Asslst~nt Project Dlr. 

I 
I I 

Jaunlta EIHag Ahmed W .. h .. b~n hwHg Re~n 
formative Rese .. rch/QA His Coord i no. tor Office Han .. ger/C~shler 

G~rden Promoter 

Local Development COIII11lt. .............. Safia Bag~sh/B .. Igl. Ha •• n 

l Supervisors I .................... : 
I PHC Workers I· 

I CH Promoters I. 

Agrlcutur~ I Exten. ;onist. 

I Su lt~n H .. man IJ I 
Driver 
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Security II 

H~dly~ Moh~ ...... d 
Office Admini.tr~tor 

Taha Hashim 
..... Chief Accountant 

Custodliln 

1 



Office Manager 

Driver 

Custodian 

Local Development Committees 

PHC 

Community Health Promoters 

Staffing Table 

Expat FT 

Becky de Graaff Expat FT 

Taha ua"UUll Nat'l FT 

Mohammed Nat'l FT 

Thabet Bagash FT 

Nat'l FT 

Nat'! PT 

Nat'l FT 

Sultan Hamani Nat' I FT 

Nat'l PT 

Nat'l PT 

Nat'ls 

Nat'! 
Nat'l 
Nat'l 

Nat' I 
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Headquarters Curriculum Vitaes 
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Education 

Degrees 

1979 - 1982 

1974 
1970- 1972 
1968 - 1970 

1982 

Work Experience 

1993 - Present 

1990 - 1993 

1986-1990 

1984-1986 

1980-1984 

1973-1980 

1972-1973 

Byron Lewis Scheuneman 
12501 Old Columbia Pike 
Silver Spring, MD 20904 

301-680-6778 

University of Beverly Hills - California 

Glendale College - California 
Davenport College - Michigan 
Southern College of SDA - Tennessee 

Master of Business Administration - Accounting & International Finance 
Bachelor of Business Administration - Accounting 

Current Position: Vice President for Grants Administration 
Adventist Development and Relief Agency-International, Silver Spring MD 

Director, Asset Management & Development Services 
Asia Pacific Division of SDA (APD), Singapore 

Treasurer, South China Island Union Mission of SDA 
Hong Kong 

Director, Student Financial Services, and Assistant Business Manager 
Pacific Union College, Angwin, CA 

Assistant Treasurer, Asia Pacific Division 
Singapore 

Adventist Media Center in the positions of: 
Assistant Treasurer - Voice of Prophecy Radio Broadcast; 
Treasurer - Voice of Prophecy Radio Broadcast; 
Controller - Adventist Media Center, Thousand Oaks, CA 

Accountant at Lorna Linda Foods, Eastern Division, and the Ohio Adventist 
Book Center, Mt. Vernon, OH 
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Education 

1985 

1977 

1982 

Work Experience 

Dec 1995 - Present 

1993 - Nov 1995 

1990 - Oct 1993 

1987 - 1990 

1985 - 1987 

1983 - 1985 

Feb - Jul 1983 

Oct - Jan 1982 

1981 - 1982 

1975 - 1980 

Professional Membership 

Gail M Ormsby 
12501 Old Columbia Pike 

Silver Spring, MD 20904 USA 
301-680-6383 

Bachelor of Education 
Avondale College, NSW, Australia 

Diploma of Secondary Education (Applied Arts) 
Avondale College, NSW, Australia 

Master of Public Health (Nutrition) 
Lorna Linda University School of Public Health, Lorna Linda, CA, USA 

Director of Health, ADRA International 
Silver Spring, MD 

Senior Manager, ADRA International 
Silver Spring, MD 

Director, Human Resource Development, ADRA International 
Silver Spring, MD 

Director, Nutritional Education Service, Sanitarium Health Food 
Company, Sydney, NSW, Australia 

Associate Director, Adventist Health Department, South Pacific Division 
Sydney, NSW, Australia 

Director of Health & Temperance Department, 
North New South Wales Conference of SDA, Hamilton, NSW, Australia 

Nutrition Consultant, Nutrition Project with Government 
St Lucia, Inter American Division, FL, USA 

Assistant to Program Planning & Evaluation, Seventh-day Adventist World 
Service (predecessor to ADRA), Takoma Park, MD, USA 

Field Practicum, Bandung Adventist University, Indonesia 

Teacher, Avondale SDA High School, Cooranbong, NSW, Australia 
Teacher, Mt Gravatt SDA High School, Brisbane, QLD, Australia 
Teacher, Strathfield SDA High School, Sydney, NSW, Australia 
Teacher, Mt Gravatt SDA High School, Brisbane, QLD, Australia 

American Dietetic Association 
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Education 

1990 - 1994 

1985 

1983 - 1985 

1980 - 1983 

Work Experience 

Aug 1995 - Present 

1991 - 1994 

1990 - 1994 

1987 - 1989 

1987 

1986 

1985 

1983 

1980 - 1982 

1979 - 1980 

Mekebeb Negerie 
12501 Old Columbia Pike 

Silver Spring, MD 20904 USA 
301-680-5138 

DrPH 
Lorna Linda University, School of Public Health, Lorna Linda, CA 

Graduate Study for six months 
University of the Philippines, Philippines 

MPH 
Philippine Union College, Philippines 

BSc, Agriculture 
University of Eastern Africa, Kenya 

Associate Director of HeaIth, ADRA International 
Silver Spring, MD 

Refletron Lab Technician and Counselor, Center for Health Promotion 
Lorna Linda University, Lorna Linda, CA (part-time) 

Circulation Desk Technician, Lorna Linda University Library 
Lorna Linda, CA (part-time) 

Project Director for ADRAISouthem Sudan 

Mother and Child Health Project Consultant, Egypt (part-time) 

Mother and Child Health Coordinator, ADRAISudan 

Conducted Smoking Cessation Program for Military Personnel 
Philippine Union College 

Farm Shop Supervisor, Kenya 

Painting, Construction, Gardening, Kenya 

Music Instructor and Choir Director, Ethiopia 

Co..nsultancies (Primary Health Care and Child Survival) 

1987 - 1995 

Languages 

Egypt, Sudan, Uganda, Eritrea, Honduras, Kenya 

English, Amharic, Oromo, Arabic, Swahili 
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Education 

1995 - Present 

1982 - 1986 

Certification 

1988 

Work Experience 

1996 - Present 

1994 - 1995 

1988 - 1994 

1986 - 1988 

Betty A McGraw 
12501 Old Columbia Pike 
Silver Spring, MD 20904 

301-680-6743 

Studying towards Masters of Business Administration 
George Mason University, Fairfax, V A 

BS in Accounting 
Columbia Union College, Takoma Park, MD 

Certified Public Accountant 

Senior Grants Administrator, ADRNIntemational 
Silver Spring, MD 

Director of Finance, ADRA/lntemational 
Silver Spring, MD 

Staff Auditor, General Conference Auditing Service 
Columbia, MD 

Assistant Staff Auditor, General Conference Auditing Service 
Berrien Springs, MI 
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Education 

1975-1979 

Work Experience 

1994 - Present 

1992 - 1994 
Teachers 

1991 - 1992 

1989 - 1991 

1986-1988 

1984 - 1986 

1981 - 1984 

Related Training 

Nov 1995 

Mar 1995 

Nationality 

Languages 

Gregory Dewayne Bratcher 
ADRAN emen, PO Box 15348 

Sana'a, REPUBLIC OF YEMEN 

BS in Business Administration 
University of Texas, Austin, Texas 

Country Director, ADRAlYemen 
Sana'a, Republic of Yemen 

Regional Director, Commonwealth ofIndependent States for International 
Service, Moscow, Commonwealth ofIndependent States (Russia) 

English Teacher, Second Automotive Works Institute 
Shiyen, Hubei Province, China 

Director of Development, Adventist Frontiers 
Berrien Springs, MI 

Director, Community Services 
Richlands, V A 

Title Abstractor, Self-employed 
Rockville, MD 

Manager/Contractor, Petroleum Landman for Mitchell Energy Corporation 
Texas 

ADRA Maternal Child Health Workshop 
ADRAIInternational, Naro Moru, Kenya 

ADRAIInternational Orientation Workshop 
ADRAIInternational, Silver Spring, MD 

American 

English - Fluent 
Russian - Familiar with 
Arabic - Familiar with 
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Education 

1983 - 1985 

1978 - 1982 

Work Experience 

1995 - Present 

1990 - 1994 

1987 - 1990 

1986 - 1988 

1985 - 1988 

1980 - 1981 

Related Training 

Nov 1995 

Mar 1995 

1987 

Nationality 

La~nguages 

Edwin Paul Dysinger 
ADRAlYemen, Child Survival Project 

Hais, REPUBLIC OF YEMEN 

MSPH, International Health and Health Promotion and Education 
Lorna Linda University, School of Public Health, Lorna Linda, CA 

BA in Sociology 

University of New York, New York, NY 

Child Survival Project Director, ADRAIY emen 
Sana'a, Republic of Yemen 

Child Survival Project Director, Kibidula Farm Institute 
Mafmga, Tanzania 

Child Survival Project Director, ADRAISudan 
Khartoum, Sudan 

. MCH Coordinator, ADRAISudan 
Khartoum, Sudan 

Mcn Project Technical Advisor, ADRAISudan 
Khartoum, Sudan 

Secondary School Teacher, Pakistan Adventist Seminary and College 
Pakistan 

ADRA Maternal Child Health Workshop 
ADRAIInternational, Naro Moru, Kenya 

ADRA Leadership Workshop 
ADRAIInternational, Silver Spring, MD 

ADRA Child Survival Workshop 
ADRA/lntemational, Jamkhed, India 

American 

English - Fluent 
Arabic - Conversational 
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Education 

1992 - 1994 

1988 -1991 

1987 - 1988 

Work Experience 

1995 - Present 

Jul 1995 - Oct 1995 

Jul 1994 - Jul 1995 

Jan 1993 - Mar 1994 

Sep 1991 - Aug 1992 

Related Training 

Nov 1995 

Mar 1994 - Jun 1994 

• 
Nationality 

Languages 

• 

• 

• 

Rebecca Louise de Graaff 
ADRAlYemen, Child Survival Project 

Hais, REPUBLIC OF YEMEN 

MPH, International Health and Health Promotion and Education 
Lorna Linda University, School of Public Health, Lorna Linda, CA 

BA in Biology, Andrews University 
Berrien Springs, MI 

Newbold College, Bracknell, ENGLAND 

Child Survival Assistant Project Director, ADRANemen 
Sana'a, Republic of Yemen 

Intern/Technical Assistant, ADRAlInternational 
Silver Spring, MD 

Director, Students for International Medical Service, Lorna Linda University 
Lorna Linda, CA 

Office Assistant, Office of Extended Programs, Lorna Linda University 
Lorna Linda, CA 

Research Assistant, Cancer Surveillance Project, Alaska Native Medical Center 
Anchorage, AK 

ADRA Maternal Child Health Workshop 
ADRA/International, Naro Moru, Kenya 

FieldPracticum (MPH degree requirement) 
Impact Teams International, Erbil, Iraqi Kurdistan 

American 

English - Fluent 
Dutch - Conversational 
Spanish - Minimal 
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Education 

1992 - 1995 

1986 - 1989 

1980 - 1981 

Work Experience 

Oct 1995 - Present 

1981 - 1992 

Related Training 

1985 

Nationality 

Languages 

Ahmed Mohammed Talib Ali Ghuri 
ADRANemen 

AI Qulma, REPUBLIC OF YEMEN 

Secondary Level Certificate 
Specialization: Health Worker for Public Health 
Health Training Center, Hodeidah, Yemen 

Secondary School Certificate (Scientific Section) 
Al-Wahda Secondary School, Hais, Yemen 

Health Worker Certificate 
Health Training Center, Zabid, Yemen 

Public Health Supervisor, Hais Health Center 
Hais, Yemen 

Health Worker, Al Qulma Health Unit 
Yemen 

Immunization Workshop, one week 
Zabid Health Center, Zabid, Yemen 
Certificate of Participation 

Yemeni 

Arabic 
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Education 

1987 - 1993 

1983 - 1986 

Work Experience 

Jan 1995 - Present 

Oct 1993 - Jan 1995 

Related Training 

Apr 1991 

Jan 1990 

Memberships 

Jan 1995 - Present 

Nationality 

Languages 

Mohammed Talib Abdul Iimnah 
ADRANemen 

Hais, REPUBLIC OF YEMEN 

Medical Baccalaureate Degree (MBCHB), Mosul University, Medical College 
Mosul, Iraq 

Secondary School Certificate (Scientific Section), AI-Wahda Secondary School 
Hais, Yemen 

Director, Hais Health Center 
Hais, Yemen 

General Practioner, AI Olofi Hospital 
Hodeidah, Yemen 

Public Health Training, 2 weeks 
Mosul University, Medical College, Mosul, Iraq 

Immunity Course lecture by visiting British physician 
Mosul University, Medical College, Mosul, Iraq 

Local Hais Government Committee Member 

Yemeni 

Arabic - fluent (mother tongue) 
English - conversational 
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Education 

1983 - 1989 

1978 - 1982 

Work Experience 

Oct 1992 - Oct 1994 

Sep 1991 - Apr 1992 

Jan 1991 - Aug 1991 

Jul1990 - Jan 1991 

Sep 1989 - Jan 1990 

Jan 1989 - Aug 1989 

Related Training 

Mar 1993 - Feb 1994 

Dec 1992 

Mar 1990 

Nationality 

Languages 

Jamila EI Hag Abdel Mahmoud 
ADRAN emen, POBox 7134 

Sana'a, REPUBLIC OF YEMEN 

BS in Agriculture, University of Khartoum, Faculty of Agriculture 
Khartoum, Sudan 

Secondary School Certificate, Rufa'a Secondary School 
Sudan 

Loan Officer, Small Enterprise Development, ADRAISudan 
Khartoum, Sudan 

Sponsorship Clerk, Save the ChildrenlUS 
Khartoum, Sudan 

Monitor in Relief Program, Save the ChildrenlUS 
Khartoum, Sudan 

Agriculture Extension Agent, Save the ChildrenlUS 
Khartoum, Sudan 

Women in Development, Sudan Family Planning Association 
Khartoum, Sudan 

Volunteer, Income Generating Projects, Plan Sudan 
Khartoum, Sudan 

MS-DOS, Word Perfect 5.1, Lotus 123, Dbase III+, MS-Windows 3.1 Beriscom 
Company Limited of California, Khartoum, Sudan Branch 

Computer Programming in DbaseIII and GW Basic 
Elex Computers Co. Ltd., Khartoum, Sudan 

English Typewriting 
Rufa'a Institute for Technical Studies Sudan, Khartoum, Sudan 

Sudanese 

Arabic - fluent (mother tongue) 
English - fluent 
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Education 

1990 - 1994 

1986 - 1989 

Work Experience 

1994 - Present 

Related Training 

Oct 1993 

Sep 1993 

lun - Oct 1982 

Nationality 

Languages 

• 

• 

Thabet Bagash Naser Okeish 
ADRAlYemen 

Hais, REPUBLIC OF YEMEN 

BA in Education, Sana'a University, Faculty of Education 
Specialization: Teacher of English at the Secondary Level 
Hodeidah, Yemen 

Secondary School Certificate (Scientific Section), AI-Wahda Secondary School 
Hais, Yemen 

Teacher, Al Quds Girl's Secondary School 

Prevention of Desertification Workshop, one week 
Agricultural Center, Zabid, Yemen 

Family Planning Workshop, two weeks 
Veterinary School of Sana' a, Sana'a, Yemen 

Health Worker Training Course 
Zabid Health Center, Zabid, Yemen 
Training done for experience and as a volunteer only--no certificate obtained 

Yemeni 

Arabic - fluent (mother tongue) 
English - fluent 
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Education 

1995 - Present 

1987 - 1989 

Work Experience 

Sep 1995 - Oct 1995 

Oct 1992 - Aug 1993 

Aug 1986 - Oct 1992 

Related Training 

Aug 1995 - Oct 1995 

Ju11995 

Jul1995 

Oct 1988 - Dec 1988 

Jul1987 - Sep 1987 

Nationality 

Languages 

Tawfiq Abdullah Mohammed Radman 
ADRAIY emen, Hael Street 

Sana' a, REPUBLIC OF YEMEN 

Studying towards bachelor's degree in Psychology, Sana'a University 
Sana'a, Republic of Yemen 

Secondary Certificate, Secondary School of Kuwait 
Kuwait 

Financial Administrator, Dhamar Primary Health Care Project, Intervision 
Dhamar, Republic of Yemen 

Financial Administrator, Dhamar Primary Health Care Project, Consultants for 
Development Programmes, Dhamar, Republic of Yemen 

Medicine Sales and Public Relations, AI Mazny Pharmacy 
Sana' a, Republic of Yemen 

Operating System DOS 
Dhamar Computer House, Dhamar, Republic of Yemen 

Windows 3.1 
University of Jordan, Oman, Jordan 

Computer Workshop for Accountants 
University of Jordan, Oman, Jordan 

Advanced Level of English 
The National Institute of Public Administration, Sana' a, Republic of Yemen 

English Language Training 
Agricultural Development Support Program, Sana'a, Republic of Yemen 

Yemeni 

Arabic - fluent (mother tongue) 
English - fluent 
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Job Description 
Child Survival XI - ADRAIY em en 

Position Country Director 

Qualifications BA in Business Administration or Accounting 

Experience 

Skills 

Minimum 5 years in Business of Business of Public Administration. Prior 
Project or Business Management in the Developing World. Some background 
in working in the Middle East. 

English fluency 
Administrative 
Organizational and Planning 
Analytical 
Reporting 
Financial management 

Leadership -team oriented 
Morale Building 
Committed to working at least 

Y:z time in the community/field 
Computer literate 
Delegation 

Supervisor ADRAlYemen Country Board of Directors 

Supervises Project Director, Chief Accountant and office Administrator 

Job Summary Administers all aspects of the country project. 

Duties and Responsibilities 

1. 
2. 
3. 
4. 
5 . 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 

Leads out in the development of and continued assessment of the ADRA country strategic plans. 
Coordinates the work of the country staff. 
Facilitates the retirement of all project proposals. 
Monitors and reports on progress of all projects to donors and ADRA regional and international offices. 
Facilitates evaluation of country programs and projects. 
Facilitates technical assistance to all country projects. 
Facilitates staff development. 
Represents the country agency to the ADRA entities, government, donor agencies and the public. 
Ensures maintenance of employee files. 
Assures donor controls. 
Assure internal controls. 
Serves as Secretary of ADRA country board. 

Chairs staff meetings. 
Collaborates with the treasurer in budget preparation. 
Signatory to any in-country agreement, proposal or project account. 
Project site visitation to ensure high standards of performance and effectiveness. 

Training 

The country director will have opportunity to participate in various training and continuing education programs, and 
is expected to participate in these. 
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Position 

Qualifications 

Experience 

Skills 

Supervisor 

Supervises 

Job Summary 

Duties and Responsibilities 

Job Description 
Child Survival XI - ADRAIY emen 

Project Director 

Masters in Public Health 

Minimum 3 years managing a health project in a developing country. Some 
background in working in the Middle East. 

English fluency 
Administrative 
Organizational and Planning 
Analytical 
Reporting 
Financial Management 

Country Director 

Leadership - team oriented 
Morale building 
Committed to working at least 
~ time in the community field 

Computer literate 
Delegation 

Also recognizes the special relationship required to ADRAllnternational, 
USAID, the MOH, and other government and non-government agencies. 

All child survival project employees 

Administers all aspects of the child survival project. 

1. Responsible for overall planning and direction of the CS project. 

2. Responsible for tracking project achievements in relation to stated goals, objectives and budget. 

3. Will provide leadership, management and coordination of all CS entities. 

4. Responsible for reporting on a regular basis to ADRANemen country director, ADRA/International, 
Ministry of Health, USAID and any others as required. 

5. Will oversee hiring of all project personnel and maintains final authority in all project related personnel 
decisions. 

6. Is a member of and reports to the ADRANemen Board and will attend all meetings related to CS. 

7. Responsible for proper usage, care and maintenance of all project related equipment and facilities. 

Training 

The project director will have opportunity to participate in various training and continuing education programs, and 
is expected to participate in these. 
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JOB DESCRIPTION 
Child Survival XI - ADRAlYemeo 

PosmON: HEALTH and TRAINING COORDINATOR 

QUALIFICATIONS: BA degree in Education, Community Development or Health, MPH desirable 

Experience: 2 years or more in teaching and organizing training programs of a primary health 
care related field 
2 years or more in staff supervision 
2 years or more experience in community development work 

Skills: · English! Arabic fluencY 
· Administrative 
· Organizational and Planning 
· Analytical 
· "Reporting 
· Fmancial management 
· TeachinglTraining 

SUPERVISOR: Project Director 

SUPERVISES: Trainees 

· Leadership - team oriented 
· Morale building 

Committed to working at least 
112 time in the 
community/field 

Computer literate 
· Delegation 

JOB SUMMARY: Planning, organizing and coordinating PRC and CHP training activities. 

DUTIES and RESPONSIBILITIES: 

1. Coordination of all training activities undertaken by the project; includes training of supervisors and 
community health promoters, training for local health staft: LDCs and area councils. 

2. Assists the project director in alI administrative duties and in maintaining relationships with local 
government and. community leadership. 

3. Coordinates with Community Development Coordinator on PRC promotional activities such as training 
programs and health campaigns. 

4. Coordination with other project staff regarding training needs. 

5. Supervision of the field supervisors. This includes regular visits in the field to assess first-hand the work 
of the field supervisors and the PHC workers and CHPs under therm. 

6. Regular reporting of activities offield supervisors and CHPs. 

7. Will hold regular meetings with field supervisors. 

8. Coordinating with the Ministry of Health on appropriate health messages. 

9. Reporting and documenting on training sessions. 

10. IdentifY, secure and distribute training and educational materials. 

TRAINING: 

The TraininglHeaIth Coordinator will be given the opportunity to participate in various training and 
upgrading programs and is expected to participate in these. 
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JOB DESCRIPTION 
Cbild Survival XI - ADRAIY emen 

POsmON: COMMUNTIY DEVELOPMENT COORDINATOR 

QUALIFICATIONS: BA degree in Education, Community Development or Communications 

Experience: At least 2 years in community development work 
2 years or more in staff supervision 

SkiDs: · EngIisbl Arabic fluency 
· Organizational and Planning 
· Analytical 
· Reporting 
· Communication 
· Public Re1ationslDiplomatic 

· Committed to working at least 
112 time in the 
community/field 

· Cultural flexJ.oility 
· Delegation 
· Computer Literate 

SUPERVISOR: Project Director 

SUPERVISES: Local Development Committees 

JOB SUMMARY: Planning. organizing and coordinating community meetings and PHC promotional 
activities. 

DUTIES and RESPONSmILITIES: 

1. Coordination of community development activities undertaken by the project; includes networking with 
locallea.ders, community committees and area councils and scheduling regular meetings with those 
entities. 

2. 

3 . 

4. 

5. 

Assists the project director in maintaining relationships with local government and community leadersbip. 

Management oflogistics fur community meetings and PHC promotional acti.vites such as training 
sessions and EPI and growth monitoriIig campaigns. 

Arrange appropriate accommodations of supervisors during promotional activities and training ofLDCs. 

Coordination with other project staffregarding specific project needs. 

6. Records and reports minutes and activities ofLDCs. 

7. Assist LDCs in initiating, organizing and the meeting of requirements. 

8. Coordinate with Training;IHealth Coordinator and other project staff on liaison with public health sector 
andLDCs. 

9. Translation when needed; orally and specific documents. 

TRAINING: 

The Community Development Coordinator will be given the opportunity to participate in various training 
and upgrading programs and is expected to participate in these. 
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JOB DESCRIPTION 
Child Survival XI - ADRAIY emen 

POsmON: HEALTH INFORMATION SYSTEMS COORDINATOR 

QUALIFICA nONS: Degree in Business, Statistics, Epidemiology or Health 

Experience: Minimum of2 years working with the information system in a public or private 
company is essential. 
Completed statistical analysis or epidemiological research 
Designing and implementation of evaluations 

Skills: . English! Arabic fluency · Computer literate 

SUPERVISOR: 

SUPERVISES: 

. Organizational and Planning 

. Analytical 

Project Director 

Not applicable 

· Computer graphics 
· Reporting 

JOB SUMMARY: Developing, testing, follow-up and tabulation onus system, including vital 
events and key disease surveillance reporting. 

DUTIES and RESPONSmILITIES: 

1. Coordination of health information strategy activities undertaken by the project; includes networking 
with local leaders, LDCs, area councils and district health centers to develop a sustainable, "community­
friendly" system. 

2. Coordinates with the Minsitry of Health NEDS system. 

3. Develops and tests information gathering tools. 

4. Analyzes results and gives regular reports to project staff and presentations to District and Minsitry of 
Health offices on statistics relating to child survival interventions. 

5. Organize and conduct training onllS for project staffand all other staff members involved in the HIS 
process. 

6. Assists in the preparation ofmontbly, quarterly and annual reports for the CS project. 

7. Coordinates activities relating to mid-term and final evaluations; includes organizing the training, 
implementation, tabulation and analysis of the 30-cluster survey. 

8. Incorporates appropriate changes to project intelVentions according to research results. 

9. Coordinates with other project staff regarding specific project needs. 

TRAINING: 

The Health Information Strategies Coordinator will be given the opportunity to participate on various 
training and upgrading programs and is expected to participate in these. 
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JOB DESCRll'TION 
Child Survival XI - ADRAlYemen 

PosmON: FORMATIVE RESEARCH/QUALITY ASSURANCE COORDINATOR 

QUALIFICATIONS: BA degree in Community Development or Communications 

Experience: Formative research, IEC material development and quality assurance required 
At least 2 years in community development work 

SkiDs: · English! Arabic fluency 
Organizational and Planning 

· Analytical 
· Reporting 
· Communication 
· Public RelationslDiplomatic 

Committed to working at least 
112 time in the 
community/field 

Cultural flexibility 
Group dynamics 
Interviewing 

SUPERVISOR: Project Director 

SUPERVISES: Not applicable 

JOB SUMMARY: Implementing formative research and applying results to intervention design, 
including devising of pilot testing, periodical spot interviews to test continued 
effectiveness. 

DUTIES and RESPONSmll..ITIES: 

1. Coordination of formative research activities undertaken by the project; includes networking with local 
leaders, LDCs and area councils and scheduling meetings as needed by the project. 

2. Management of logistics for community meetings. 

3. 

4. 

5. 

6. 

7. 

8. 

Sets agenda issues fur focus group discussions, coordinates efforts with a secretary and fucilitates the 
meeting. 

Reports minutes and activities ofFGDs and other means of information gathering such as formal and 
informal interviews. 

Coordination with other project staff regarding specific project needs, especially the traininglhealth 
coordinator in planning and implementing formative research and quality assurance activities. 

Works with health staff to develop and institute a participatory service quality monitoring system. 

Incorporates appropriate changes to project interventions according to research results. 

Researches, designs and develops app~opriate health education materials for use in PHC promotional 
activities and training. 

TRAINING: 

The Formative Research/Quality Assurance Coordinator will be given the opportunity to participate in 
various training and upgrading programs and is expected to participate in these. 
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JOB DESCRIPTION 
Child Survival XI - ADRAIY emen 

POsmON: GARDEN PROMOTER 

QUALIFICATIONS: Agricultural Extension Worker 

Experience: 2 years or more in an agricultural community development position 
Nutrition counseling 
At least 2 years in community development work 

Skills: · Englisb! Arabic fluency · Gardening· 
· Organizational and Planning · Nutrition 
· Reporting · Time management 
· Financial management · Self-motivated. 
· Cultural flexIbility 

SUPERVISOR: Project Director 

COORDINATES WITH: Agricultural Extensionists 

JOB SUMMARY: Encourage and train families to participate in vegetable gardening in coordination 
with the Agricultural Extensionists activities. 

DUTIES and RESPONsmILITIES: 

1. 

2. 

3 . 

4. 

5. 

General understanding of project functions, goals and objectives, especially those pertaining to the 
nutrition intervention. 

Persuade and encourage high risk nutritional families to participate in vegetable gardening. 

In consuIta.tion with project staff: local and traditional leaders. CHPs and volunteers to organize training 
sessions to teach families/groups the skills of growing of vegetables. 

Work in close cooperation with other organizations/departments who are involved. in rural development 
projects in order to strengthen and support each other in local gardening activities. 

Make regular visits to families/groups in order to gain first hand knowledge on problems families face so 
that appropriate technical advice can be given. Follow-ups must be made to both individuals and groups. 

6. Maintenance of garden supplies and equipment. 

7. Records and reports vegetable garden participant activities, problems and progress and also activities 
pertaining to the sample garden. 

TRAINING: 

The Garden Promoter will be given the opportunity to participate in various training and upgrading programs 
and is expected to participate in these. 
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JOB DESCRIPTION 
Child Survival XI - ADRAIY emen 

rosmON: OFFICE MANAGER/CASHIER 

QUALIFICATIONS: Diploma in Secretaria1lOffice Administration 

Experience: 2 years or more in a secretariaIloffice administrative position 

Skills: . EnglishIArabic fluency 
· Organizational and Planning 
· Reporting 
· Financial Management 
· Tune management 
· Computer Literate 

SUPERVISOR: Project Director 

SUPERVISES: Guard/custodian, Driver 

· Typing skills (5Owpm minimum) 
Englisb/ Arabic keyboard 

· Friendly and personable 
character 

· Conscientious and detailed 

JOB SUMMARY: General office management in the CS project office. 

DUTIES and RESPONSmll.ITIES: 

1. Scheduling of appointments and includes knowing staff movement. 

2. Typing and distribution of office correspondence. 

3. Receptionist for telephone and visitor inquiries. 

4. Managment of central filing system and security of records. 

5. Recording. typing and distribution of minutes of meetings. 

6. Maintenance of office supplies and equipment. 

7. Supervision of custodial personnel 

8. General typing and translations. 

9. Responsible for Postal Services. 

10. Maintenance of petty cash box, and disbursement of petty cash. 

II. Maintenance oflog books for telephone/fax, vehicles, and photo copiers. 

12. Maintain attendance records. 

13. Makes arrangements for the accommodation of visitors and travel arrangements of project staff. 

14. Staff entertainment. 

15. General understanding of project functions, goals and objectives. 

TRAINING: 
The Secretary/Cashier will be given the opportunity to participate in various training and upgrading 
programs and is expected to participate in these. 
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JOB DESCRIPTION 
Child Survival XI - ADRAlY emen 

POsmON: DRIVERIMECHANIC 

QUALIFICATIONS: Current Yemeni Driver's Licencse 

Experience: 3-5 years driving experience; fumiliar with operations of 4-wheel drive vehicles; 
mechanical work experience 

Skills: 

SUPERVISOR: 

SUPERVISES: 

· Arabic fluency; English conversational 
· Map reading 
· Driving in difficult situations: 

- off-road 
-4-WD 
- steep 
- narrow 

Office Manager 

Not applicable 

· Basic vehicle repair/maintenance 
· Mild-mannered 
· Courteous 
· Committed to working at least 

112 time in the 
community/field 

JOB SUMMARY: Involves driving persomiel to appointments, running errands, daily maintenance of 
vehicles and vehicle log book. 

DUTIES and RESPONSmILITIES: 

1. Keeping vehicles clean inside and outside. 

2. Daily check fluid levels and tire air pressure. 

3. Requesting items needed to maintain vehicles (ie., fuel, oil, coolant) in writing as needed. 

4. Reporting any incidents (ie., towing, thefts, tickets, damage to vehicles). 

5. Ensure that when vehicle is taken for repairs, work is completed sat:isfuctorily as requested per work 
order and report to Project Director if any disccrepancies exist. 

6. Run errands as directed. 

7. Transport personnel to appointments as directed. 

8. Daily maintenance of vehicle log book. 

9. Ensure regular maintenance of vehicle (ie., oil changes, tire rotations). 

TRAINING: 
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PosmON: 

QUALIFICATIONS: 

JOB DESCRIPTION 
Child Survival XI - ADRAN emen 

GUARDfCUSTODJAN 

Experience: Experience in general cleaning and security procedures. 

SkiDs: 

SUPERVISOR: 

SUPERVISES: 

JOB SUMMARY: 

. Arabic fluency; English conversational 

. Mild-mannered 

Office Manager 

Not applicable 

. Conscientious and organized 

. Courteous 

Involves keeping the ADRA office grounds clean and neat and overnight security 
measures. 

DUTIES and RESPONSmIL1.TlES: 

1. Keeping all areas of the ADRA office clean inside and outside and involves trash disposal, sweeping, 
dusting and mopping daily. 

2. Maintenance of cleaning supplies and involves requesting items needed in writing to the 
Secretary/Cashier. 

3. Reporting any incidents (ie., damage to office equipment andlor grounds, graffiti, thefts, burglaries, or 
any other type of intrusion). 

4. Ensures office security overnight by making regular rounds and securing locks . 

5. Infonns after hour visitors of the scheduled office hours . 

TRAINING: 
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AppendixH 

Immunization Curriculum Outline 

EPI Training Pre/Post Test 

Nutrition Training Evaluation Tool 
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Immunization Curriculum Outline 

Section I - EPI 
1. EPI Objectives 
2. EPI Policies and Strategies 

a. Target populations 
b. Coverage by immunization 
c. Immunization schedule 
d. Indications and contradictions for immunization 
e. Lost opportunities 
f. Catchment area of a health facility 
g. Community participation 

Section II - Childhood Communicable, Immunizable Diseases 
1. Tuberculosis 
2. Poliomyelitis 
3. Measles 
4. Diphtheria 
5. Pertussis 
6. Tetanus 

Section III - Vaccines 
1. Immunity 
2. Vaccines 

a. BCG vaccine 
b. DPT vaccine 
c. Tetanus toxoid 
d. Measles vaccine 
e. Oral polio vaccine 

3. Method of Immunization 

Section IV - Immunization Sessions 
1. Immunization Session Procedure 
2. Recording and Reporting Work 

Section V - Health Education 
1. Education ofIndividuals 
2. Group Education 
3. Other Community Channels for Health Education 
4. Health Education Means and Materials 

Section VI - Cold Chain System 
1. Cold Chain Management at the Level of Health Facilities 
2. Monitoring the Cold Chain and Vaccines Daily 
3. At the End of the Immunization Session 
4. Monitoring the Cold Chain and Vaccines Weekly 
5. Do not use Vaccines in the Following Conditions 
6. Managing Store Supplies 

Section VII - Reporting Sysetm 
1. Reporting 
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2. The Daily Reporting Form 
3. The Monthly Report 
4. Keeping Copies of the above Report 
5. Evaluation 

Section VIII - Communicable Disease Surve]]ance 
1. The Significance of Surveillance 
2. Role of Health Workers 
3. Specific Procedures for Tetanus and Polio Cases 

Reference 

Immunization Guidelines/or Health Workers. UNICEF and REACH. 1993. National EPI Office, Ministry of 
Public Health: Sana'a, Yemen . 
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Appendix I 

HIS Data Variable Table 

Children's Daily EPI Register 

Children's Daily EPI Summary 

TT Daily EPI Summary 

Monthly P Report 

NEDSForm 
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PHCW 

LDC 

Monitoring of the Health Information System 

Number of children attending GM sessions 
Number of children need' 
CDD supplies 
Number of children with diarrhea 
Number of children needing follow-up 
Number of ORS oackets distributed 

Collected D; submitted M 

Collected D; submitted M 
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LDC Supervisor 
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Monitoring of the Health Information System (con't) • 

Coordinator 

Abbreviations 

D 
M 
Q 
W 

Daily 
Monthly 
Quarterly 
Weekly 

LDC list: CS intervention orientations and expansions M 

QAof 

QA ofORS retailers' SCM 

as it occurs 

as 1t occurs 

as it occurs 
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HIS Coordinator 

Development 
Coordinator 

Coordinator 
Healthffraining 
Coordinator 
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lu.eplllJliC (~l Yemell 
Ministry of Public Health 
NatIonal EpiucmlOloqy and Disease Surveillancc Program 

Weekly Date: ...................... . 

(I/' := D ~ 

~I~)~I 
.1....W. h...::.ll ';)I)j 

_":'1 r'l I ~I."", .r'L.JlI ...... ~ ~yl C ... L.r-Il 

Out patient Form .................... : (;-:)L:..l1 I ~I .;,I~I ~.H~ jSl).l~ ~)G..l1 ';'I.J~II 
Gu,t)rnoralf! ............................ Directorate ................ Location .. Hospital Name 

ICD 
[Codes 

001 

008 

018 

032 

033 

037 

045 

0479 

055 

071 

084 

129 

480 

7713 

.. .u;.~1 . . ~.:~~).l.l ..... ~I .. 

Disease ~~~~r 1 - 4 5 - 14 
Years Years 

M F M F M F 

Cholera 
I.~~I 

Diarrhea 
...;.>-..1IJW-...'11 

Tube:culosis 
j.....J1 

Diptlthena 
I~ ... ~..JI 

PertussIs 
~.JI ,)L......JI 

Tetanus 
())JI) __ ~:':';';I 

Poliomyelitis 

I J lib)'1 JL.:. 

Meningitis 
L.l.o...-li ~ L:!I 

Measles 
~I 

Rabies 
......!S.!I-IJ 

Malana 
LJ'..ll1 

Parasitic Diseases 
;~~u.ll w~1 

ARt 
JWI ~1,-,1~1 

Neonatal Tetanus 
s.J'.i.~1 _ ... ~~~~I 

Otl1ers 
...;;"', -.r->I ..... I 

--
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Document A 

Response to Proposal Review Comments 
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1. General Concerns 

Response to Proposal Review Comments 
ADRAlYemen 

Local Area Council Support: Section H.2 - Sustainability pan explains why specific letters of support from 
organized groups are not available. Included in the letters of support are three letters, two are from the head sheikhs 
of the districts of Hais and Jabal Ras addressed to the Director of Health of the Hodeidah Governorate and one from 
the Health Center director of Khokha (see Appendix B). These letters express their willingness to cooperate with 
ADRA activities as they correspond to the existing system. 

Justification for Introduction of Child Survival Activities 
It is true that the literacy and SED project components are just now being implemented and will be functioning fully 
by the fall of 1996. Hiring of a program manager has taken longer than expected. CS activities are commencing 
with the establishment of a strong foundation of a community-based EPI program. Approximately six months are 
dedicated to building these capacities by: l)organizing local development committees in villages that invite us to 
work with them; 2) training supervisors and health workers to carry out duties effectively; and 3) establishing a 
functioning cold chain system. These activities will establish a trusting relationship with the communities. 

The relationship between the literacy and small loan activities and the child survival components are described in 
Section I - Literacy/SED. 

Community Health Promoters - Volunteers 
The number of CHPs to be trained has been decreased from the 500 mentioned in the proposal to 200. Section E.3 -
training and supervision plan describes the project's approach to training and involvement of female volunteers. 
Activities are beginning with organization of LDCs, EPI capacity building, training of health center personnel in 
SCM of diarrheal episodes and nutritional counseling. 

Formation and Authorization of LDCs 
Section H.2 Sustainability plan explains that village-based LDCs will be formed through the cooperation of the 
district level councils. The approval and support of the district level council and the health center will give the 
LDCs authorization to administer jurisdiction in their areas. 

2. Immunizations 

TT2 Coverage Objective 
The project has a 25% TT2 coverage objective. See Section D.4a5 - Immunization Objectives and Table B - Project 
Goals and Objectives. 

Cold Chain Equipment 
Section D.4a.ll - Cold Chain Support describes the details about cold chain equipment that is needed for the three 
districts of the projet area. 

LDC Support 
Section 4a.6 explains the role ofthe LDCs in supporting the PHCWs and CHPs in immunization activities. Also, see 
Section 4a.6 for details on cold chain equipment. 

3. Case Management of Diarrheal Diseases 
Section D.4d.S - Health Education, and D.4d.9 - Prevention name the health education messages that promote hand 
washing, use of sanitary latrines and safe water supply as preventive measures against diarrheal disease. 

ADRANemen CS XI Detailed Implementation Plan - April 1996 
126 



4. Nutrition 

Malnutrition 
Section 4b.l a - Baseline defines "malnutrition" by specifying the anthropometric indexes stated in the State of the 
World's Children, UNICEF, 1996. Other sources are not available. The most recent national studies of nutrition 
were conducted in the former Yemen Arab Republic (YEAR) in 1979 and in the People's Democratic Republic of 
Yemen (PRY) in 1982. 

Nutrition Objective 
The nutrition objective of "reducing the prevalence of malnutrition rate among children < 24 months of age from 
30% to 20% was dropped. Proceeding with this objective would have meant conducting an anthropometric survey 
to establish baseline information. Another objective for which baseline data is already available was developed to 

substitute the one being dropped. It reads, "to increase the number of children < 24 months who have GM cared and 
were weighed in the past three consecutive months from 0.003% to 25.0% in the project area. The PVO CSSP at 
JHU was consulted to assure that by canceling a proposed objective at this stage, ADRA will not create another 
problem and also to assure that the newly developed objective is justifiable in terms of relevance and scope of 
activities given that the nutrition intervention constitutes 30% of the project's efforts. In order to measure a change 
in nutritional status, the objective to "improve the nutritional status of children> 24 months of age that attend GM 
sessions by at least 10% as recorded and monitored on the GM card" is also included. 

MUAC 
As recommended by the reviewers of the Yemen CS XI proposal, it is unnecessary to introduce mid-upper arm 
circumference (MUAC) as a separate screening tool to detect underweight children. As indicated, MUAC is not 
effective in identifying growth faltering children and is not interchangeable with either weight-for-height or weight­
for-age anthropometric measurements. This project will rely only on growth monitoring using RTH cards (master 
charts at the health center) to identify malnourished children and monitor their growth. See section 4b.l c for details 

Growth Monitoring Supplies 
Sections D4b.l a - Baseline, and D4b.2e - Individual Documentation clarify what GM supplies are needed and from 
where the project will obtain them. ' 

CHP Monitoring 
Section D4b.2f - Approach addresses the need for careful training and follow-up of CHPs and the need for 
monitoring of their activities. 

Family Gardens and Nutrition Demonstrations 
Family gardens will be promoted in this mostly non-urban population. Refer to Section D4b.1d (approach) for 
details on the nutrition demonstration sessions. 

5. Human Resources 
Appendix G contains the job description (inclusive of required qualifications) for the health and training 
coordinator. The person hired for this position has had prior experience in the design of health education curriculum 
content. He will be assisted by the project director and formative research coordinator in the preparation of materials 
to be used during training sessions. 

6. Health Information System and Education 

Identification of Households with Under-twos 
Identification of households with under-twos will be the responsibility of the CHPs. They will cover households that 
are-in the area surrounding that home. It will be manually done during each introduction ofthe various intervention 
phases and then updated as the intervention progresses. This means that surveillance activities will focus on 
households that have under-twos at any given point of time. 

Final Evaluation 
The end-of project survey has been budgeted under line items "Consultant" and "International travel" of the 
headquarters budget and "baseline surveys" of the field budget (see Section G). It is also mentioned in Table C 
Schedule ofField Project Activities. 
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DocumentB 

Baseline Survey Report 

Separate Document 
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Document C 

Combined CS XI Budget 
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ADRA INTERNATIONAL CHILD SURVIV AL XI 

Multi-Country Budget Summary 
First Year 

.... lJSAID ADRA .USAID ADRA·· •• USAID ADRA USAID ADRA USAID ADRA 

A. Salaries 
I Direct Backstopping 

a Grant Manager 9,876 3,291 7,475 3,461 .7,838 3,641 8,221 3,830 33,409 14,223 
b Health Advisor 11,375 1,916 ··· •• ···7,217· 2,006 },573 2,101 7,948. 2,200 34,112 8,224 
c Financial Comeliance 7;126 812 •... 2,436 861.·..2,582 913 ••. 2,737 967· .. 14,881 3,553 

Subtotal direct backstopping 28,376 6,020····· 17,128 6,329 •.•...•••. 17,993· 6,654 18,905 6,998 82,402 26,000 
2 Technical support 

a Evaluation 1,550 517 ···2,~50· 840 ·2,699 564 3,976 926 11,075 2,846 
b Accounting 2,725 908 ··2,224· 842 2,333 884 2,447 928 9,729 3,562 
c Sueeort staff ··············2,675 892 . 2,220 8262,333 868 2,452 914 . . 9,679 3,499 

Subtotal technical sueEort ·6,950 2,317····. ··7,294·. 2,507·.··· .•.. 7,364 2,316 ·8,875 2,768 30,483 9,908 
Subtotal Personnel 35,326 8,336 24,421 8,835 ..... 25;357 8,970 27,780 9,766 112,885 35,908 

B. Other direct HQ costs 
1 Communication 

a. Telephone 250 261.········· v 1,323 273 1,390 285 5,153 1,070 
b Fax 223 234 .. 1,017 245 1,069 257 3,973 960 
c Mail/exeress 2,041 414······ •···• •. ·2;159 437··. 62:2 462 623 488 5,445 1,801 

Subtotal Communication .. . 4,141 887 4,386 . 9322,961· 980 .3,082 1,030 14,570 3,830 
2 Ree0rt Preearation .............. ·1,200 267 ···<1;262 279···.··· ·····1,326 292 1,395 306·· • 5,183 1,144 

Subtotal other HQ costs 5,341 1,154 5,648 1,212 ··<4,288 1,272 ·4,477 1,336 19,753 4,974 

Total HQ. 9,490.······ 10,243 32,257 11,102 132,638 40,883 

HQ field costs 
F. Contractual 

1 Health 6,02,5 1,058 ·.$,166 1,106 5,427 1,156 5,701· 1,208 22,319 4,528 
2 Management 6,025 1,033 .5,166 1,079 5,427 1,128 5,701 1,178 22,319 4,419 
3 Financial 4,425; 306 :),518 324 ··.3,729 343 3,953. 364 15,625 1,336 
4 Training 
5 Evaluation 18,500· 5,250 26,108 49,858 
6 HIS 2,500 4,150. 2,809 9,459 
7 A-133 Auditor 4,400 1,000 4,664 1,030 4,944 1,061 5,240 1,093 19,248 4,184 

Subtotal Consultants 23,375 3,397 3,539 27,585 3,687 46,703 3,843 138,827 14,467 
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First Year Second Year Third Year Fourth Year All Years 
USAID ADRA USAID: ADRA USAID ADRA US AID ADRA USAID ADRA 

B International ttaveVper diem 
I Health 6,600. 333 6,754: 343 7,128 354 7,524 364 28,007 1,395 
2 Management 8,800 333 6,754 343 7,128 354 7,524 364 30,207 1,395 
3 Financial 5,600 ···.5,724 6,067 6,43 l 23,823 
4 Evaluation 11,792 2,300 15,939 30,031 
5 HIS 2,400 3,544 2,697 8,641 
6 DIP wkshp 6,600 400 6,600 400 
7 Baseline 4,800 800 824 849 1,700 874 7,500 3,347 
8 Auditin~ ·5,280 2,767· 5,597 2,903 3,046 6,313: 3,197 23,122 11,912 

Subtotal travel/perdeims 40,080: 4,633 40,165. 4,413 4,602 45,432 4,800 157,930 18,448 
Subtotal Consultants + Travel 63,455 8,031 81,329: 7,952 8,289 92,135 8,642 296,757 32,915 

C. Equipment 
1 Computers 14,600 . 14,600 
2 Printer 900 1,300 900 1,300 
3 Copier 1,300 1,300 
4 UPS 480 480 
5 Fax Machine 1,200 1,200 
6 Radio systems 2,500 2,500 
7 Tn~ewriter 600 200 600 200 

Subtotal Procurement 6,980 15,900 200 6,980 16,100 
G. Other costs 

a. Baseline surveys 5,000 600 5,600 2,400 
b. DIP orientation 450 450 

Subtotal other costs 5,450 600 6,050 2,400 

Total HQ Field costs 7,952 59,838 8,489 92,735 8,642 309,787 51,415 

Country Programs 8,642 
Honduras Country Costs 111,597 35,020 110,428 39,088 113,491 37,957 110,520 28,027 446,036 140,092 
Yemen Country Costs 120,459 100,140 163,820 44,257 143,126 22,798 140,521 24,166 567,926 191,361 
Zambia Countr~ Costs 143,404 87,360 142,725 49,676 130,989 49,736 118,129 50,450· 535,247 237,222 

Total Field Costs 375,460 222,520 416,973 133,021 387,606 110,491 369,171 102,643 1,549,209 568,675 

TOTAL DIRECT COSTS 492,012 258,341 528,370 151,021. 477,089 129,223 494,163 122,388 1,991,634 660,972 

21.00 % Indirect Costs 104,299 54,078 110,630 31,773 100,068 27,633 103,335 26,171 .. 418,332 139,655 

6.00 % Unrecovered IdC 28,544 32,030 28,746 30,089 119,409 

TOTAL PROGRAM 596,311 340,964 639,000 214,824 577,157 185,602 597,498 178,647 . 2,409,966 920,036 

Match 27.63% 
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DocumentD 

Project Timeline 
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Oct. 1995 to Sept. 1996 

Project Management 

Personnel 

Procurement 

Formative Research 

SurveysJDIPJEvaluations 

Reporting(Month, Quarter, Annual) 

Capacity Building 

Training of Trainers 

Training Sessions 

Health Information Services 

Community System Strengthening 

LOC 

Vaccination 

MOH 

Interventions/Services 

EPI 

COO 

Nutrition 

_. ___ ~_C-·-·-·~7-'-"""~~,,. • • 

Quarter 1 Quarter 2 

Staff Hiring and Orientation I I 
I 

II Procurement of Equipment and Supplies 

I 
I Baseline Surve~-Design, Data II DIP Pregaration I 

I 

I I Q I I Q 
I I I I 

I Design I I 
I Supervisor Training TOT I I 

Consultants to Design I I 

.. 

I 

I 

I 

I Develop IEC EPI I I 
I 
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Quarter 3 Quarter 4 

Staff Working 

II 
I 

Design I I Field Work/Analysis I 

I I Q I 1B-I I I 

EPI Training of Trainers I 
EPI Training Sessions, Evaluation - Knowledge of Skills 

EPI Develop and Test I I Feedback to Community I 

LDC's Organized & Functioning PHASE I 
I 

VaccinationiWeighing Sites Organized 

Cold Chain Established I I 

, 

I 
Service Delivery Initiated I I Key EPI Messages to Mothers I 

Develop IEC CDD I 
I Develop IEC Nutrition I 



• • • 

Oct. 1996 to ~ept. 1997 

Project Management 

Personnel 

Procurement 

Formative Research 

SurveyslDlP/Evaluations 

Reporting(Month, Quarter, Annual) 

Capacity Building 

Training of Trainers 

Training Sessions 

Health Information Services 

Community System Strengthening 

LOC 

Vaccination 

MOH 

Interventions/Services 

EPI 

COD 

Nutrition 

• • • • 

Quarter 1 Quarter 2 Quarter 3 

I Staff working 

I Pharmaceuticals I 
I Design I I Field Work, Data Collection, Analysis 

I I Q I I Q I I Q 
I I I I I I 

I COD Training ofTrainers I Nutrition -Training of Trainers I 
II COD Training Sessions, Evaluation - Knowledge of Skills 

I COD Develop and Test I I Feedback to Community I I Nutrition Develop & Test I I 

I LDC's Functioning PHASE I 

I 
II VaccinationlVlleighing sites Organized I I 

I HW's tmg in SCM of Diarrhea I 

I 
I 
I 

Weekly Vaccinations at HC I I Train 3 Vaccinators I I 
Service Delivery Initiated I I Train Volunteers I 
Hire Garden Promoter I I 25 Model Gardens I I 
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Provide Motorcycles I 

Service Delivery Initiated I 

Quarter 4 

I 

I 

I !0-I 

Feedback to Community I 

I 

Monthly Vaccination Days I 



Oct. 1997 to ~ept. 1998 

Project Management 

Personnel 

Procurement 

Formative Research 

SurveyslDIP/Evaluations 

Reporting(Month, Quarter, Annual) 

Capacity Building 

Training of Trainers 

Training Sessions 

Health Information Services 

Community System Strengthening 

LOC 

Vaccination 

MOH 

Interventions/Services 

EPI 

COO 

Nutrition 

'--- ---- -_.- -~-- ------ ----

Quarter 1 Quarter 2 Quarter 3 

I Staff working 

I Supplies I 
I Field Work/Analysis/Feedback 

I Mid Term Evaluation I 
I I Q I I Q I I Q 
I I I I I I 

I Training Sessions, Evaluation - Knowledge of Skills 

I I 
L Feedback to Community 

I LDC's Functioning/ Organized Phase II 

I ORS supplies to vac sites I I Add weighing to Vac Days I 
I Ref Tming SCM & Diarrhea I I QA Participator Monitory System I 

I Functioning J 
I I Key COD Messages to Mothrs I l Functioning 

I Train Vol Nutrition & Weighing I I Key Nutr Messages to Mthrs I 

-_ .. - ~ -- --- --- ------- ---_.- --- --- ---
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_ .- -- un. _ .n. _a- • - -a-

Quarter 4 

I 

Ii 

I 

I I A 
I I 

L 
I 

I 

! 

I' 
, 

I 

-- -----~ 



• I I 

Oct. 1998 to ~ept. 1999 

Project Management 

Personnel I 

Procurement 

Formative Research I 
Surveys/DIP/Evaluations 

Reporting(Month, Quarter, Annual) 

Capacity Building 

Training of Trainers 

Training Sessions I 

Health Information Services I 

Community System Strengthening 

LDC 

Vaccination 

MOH 

Interventions/Services 

EPI I 
COD I 
Nutrition I 

l, 

Quarter 1 Quarter 2 Quarter 3 

Staff working 

Field Work/Analysis/Feedback 

I I Q I I Q I I Q 
I I I I I I 

Training Sessions, Evaluation - Knowledge of Skills 
I I 

Feedback to Community 

I up grading of sites to PHCU I 

Functioning 

I I 
Functioning 

I I 
Functioning 
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Quarter 4 

I 

I I Fonnative Res Integrated I 
I Final Evaluation I 

I J A 
I I 

I 
I 

I 

I Locally Sustainable Systems I 

Iinstitutioanalied In Health Fac I 

I I Vol Prog Inst in Community I 
I I Vol Prog Inst in Community I 
I I Vol Prog Inst in Community I 


