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Executwe Summary 

Des~gn and Management 

The Opt~ons for Family Care (OFC) Project was originally designed and begun m 1990 in 
response to Yemen's alarming population growth rate (currently at about 3 7%) In the ensuing 
years a number of changes were made to the project, including the slgning in January 1995 of the 
OFC contract between USAID and a U S -based health care consulting firm, John Snow, Inc 
(JSI) This contract focused on Maternal and Chdd Health (MCH) service delivery, integrated 
MCH and Family P l m n g  (FP) in the governorates of Hodeidah, Hajjah, Hadramaut and Lahj 
Assistance to Hajjah, Hode~dah and Hadramaut concentrated on three principal areas 

a Training of additional female providers, and promoting better and more 
sustainable tralning capabil~ty in the governorates T h s  involved supporting the 
establishment of 11 decentralized training centers, supporting Health Manpower 
Institutes (HMI), supporting the traimng of new commumty midwives, and 
traimng of new female primary health care workers (murshzdat) in areas where 
candidates did not meet the minimum requirements for midwife traimng 

b Improving the capacity of selected health centers to deliver MCWFP services by 
renovat~ng facilities, providing equipment, and prowding a vmety of t e c h c a l  
assistance and short-term traimng activities 

c Forming partnerships among the Mimstry of Public Health (MOPH) central and 
governorate health offices, health centers, commumties, and JSIIOFC so that each 
party contributed specific inputs to improve MCWFP services in the short term 
and sustain those improvements in the long term 

First year activities included collecting baseline data and executing a needs assessment which 
included selecting target health facilities The results of thls assessment guided the development 
of a Contract Master Plan and the 1996 Annual Workplan whch in return began the process of 
implementation Assistance targeted facil~ty renovation, equipment procurement, traimng, 
clinical t e chca l  assistance, management t e chca l  assistance, and commmty liaison The 
exception to t h s  was in Lahj where assistance was more narrowly focused and ended in 1997 

A contract amended was executed in September 1996 followmg a decision by USAID to limit ~ t s  
activit~es in Yemen T h s  amendment defined 15 contract indicators whch were 

Percentage of eligible chddren under five completing DPTIpolio senes at 22 Health 
Centers (HCs), 
Number of antenatal visits per pregnant woman at 22 Health Centers, 

rn Couple-years of protection (CYP) generated at 22 Health Centers, 
Number of Health Centers implementing the model that have sustamable female staffing, 



minimum quality standards, and communities participating, 
Detailed report/evaluation of the model prepared and distnbuted to MOPH and donor 
comunl ty ,  
Number of decentralized tramng centers operatmg, 
Number of trainees nominated by communities whch will contribute to their support 
Number of tramed female providers in place at 22 Health Centers, 
Number of centers passmg inspection for mirumum quality of facllity and equipment, 
Number of Health Centers followmg minlmum clinical and management protocols, 
Average number of months that ORS is out of stock at 22 Health Centers, 
Average number of months that iron folate is out of stock at 22 Health Centers, 
Average number of months that oral contraceptives are out of stock at 22 Health Centers, 
Number of Commmty Participation Agreements (CPAs) signed and operational, 
Number of Health Centers adopting and implementing more effective user fee systems 

Management and staffing of the contract consisted of a headquarters office in Sana'a staffed by 
a Chef of Party, Climcal Advisor, Semor Nurse Midwife, and a number of locally-recruited 
t echca l ,  admimstratlve, and support staff For the first eighteen months (March 1995 - 
September 1996) of the contract, the Sana'a staff also included a Senror Population Policy 
Advisor, who provided t e chca l  assistance to the National Population Council (NPC) 

Four offices were also established in the target governorates, w t h  a staff led by a semor advisor 
who had both overall responsibility for governorate activities, as well as responsibilities for 
specific t e chca l  areas, centrally and in all governorates Each governorate semor advisor was 
assisted by a locally-recruited staff consisting of 1) Governorate Coordinator, wlth general 
responsibilities for activities in the governorate and speclfic duties depending on t r a m g  and 
experience, 2) Comrnumty Participation Coordinator, with responsibility for cornmumty liason, 
3) Nurse Midwife, w t h  responsibility for climcal t echca l  assistance, and 4) support staff 

The four principal subcontractors to JSI were AVSC International, International Health and 
Development Associates (IHDA), the Program for Appropnate Technology m Health (PATH), 
and World Education, Inc (WEI) 

The Development and Implementahon of the MCWFP Health Center Improvement Model 

The MCH/FP Health Center Improvement Model is a set of inter-related components designed to 
address specific weaknesses in the health care delivery system, recogmzing that MCWFP 
services could be improved m three areas inadequate numbers of service providers (especially 
female providers), inadequate facilities, equipment, and climcal and management practices, and 
lack of commumty participation in the local health care system 

Sustainable Female Staffing 

Model development and implementation included the traimng of female health care providers to 
address the lack of such providers in much of rural Yemen Tramng activities began m 1995 



with OFC partlclpation in the MOPH Community Midwrfe Trsuning Task Force This was 
followed by the selection of 11 decentralrzed training sites which were then renovated and 
equrpped with clinical and traimng equipment and furrushings Approxrmately 20 trainers also 
attended a three month Training of Trarner (TOT) conducted by MOPH, w t h  partral OFC 
support 

Almost 700 candidates applied for the 220 places available in the commuty  midwrfe and 
female pnmary health care worker (murshzdat) training programs Candidates were selected 
through a process that mcluded meeting mimmum cntena established by MOPH and successfully 
completing an entrance test and an interview conducted by governorate selection commrttees 
which included a Health Office admimstrator, MCH Director, HMI staff, and representatives of 
the central MOPW MCH sectron It was important that the selection process be transparent, and 
that the MOPH and HMI be responsible for applying cntena and selecting the candidates 

Training began immedrately after the completion of the TOT workshop in Apnl 1997 It was 
critical to maintain the quality of the trsunmg program and to do ~s a team approached was 
used The OFC governorate teams support many of the logistical and management aspects of the 
program, while two Sana'a based traimng supervisors oversaw the theoretical and practical 
aspects of the tralmng program Significant attention was grven to supporting the trainers given 
the lack of a fully-developed cwculum and the trmers' relative inexpenence 

Practical experience In deliverrng bables was crucial Therefore, it was necessary to temporanly 
move groups of trarners and trainees to higher volume delivery facilit~es, such as urban hospitals 
The trainees at each center were dlv~ded Into two groups and each group moved to the temporary 
sltes for one to three months, depending on the volume of delivenes One group stayed at the 
"home" center to continue to provide MCHEP services T h s  was necessary in many centers in 
Hajjah and Hodeidah where the trainers and trainees were the only MCH service providers 

After the trarmng program began the MOPH extended its length to Apnl 1999 OFC staff worked 
closely w t h  MOPH in 1998 to plan and arrange so that the graduates would be hued 
~mrnediately upon completing the course and bemg certified by HMI/Sana'a 

OFC worked w t h  each commmty to ensure they were part of the recruitment process, that they 
understood the OFC program and supported it, and supported the t r a m g  of potential female 
providers A tool known as a Cornrnuty Particrpation Agreement was developed and signed by 
all partres to ensure everyone understood and supported the OFC project locally Under these 
agreements, comrnmties contributed approximately 25% of each trainees' monthly stipend and 
provided inputs such as food, transportation, and accommoda~ons for trainees and trainers By 
the end of the contract, approx~mately 200 trainees were attendmg the trainmg program 

Improved Quahty Standards 

The second component of the Model was to assist health centers to meet mmmum quality 
standards The three strategies used to achreve these standards were unproved refresher trainmg 



capacity, improved health facil~ties and equipment, and improved clinical and management 
practices 

Initially, the m a n  actlvlty to improve refresher traimng was the development of governorate 
tralnlng teams who then implemented an m-servlce trainmg strategy which led to improvements 
in the skills of the providers, and consequently Improved servlce quality Climcal workshops 
were also developed and prov~ded in Acute Respiratory Infection treatment, HMIS management 
and m~dwifery skills upgrade In 1997, the focus of in-service traimng shfted from off-site 
workshops to on-site, mml-workshops and on-the-job traimng T h s  was in response to 
inadequate improvement In provider skills and the quality of services, whrch had been the 
rationale and ant~cipated result of the off-site refresher workshops 

Strategy two was to Improve the health center facilities and equipment A basic list of equipment 
was prepared for procurement based on the assessment of the health facilities The cllnlcal and 
traning equipment was procured from the US for 22 Health Centers and 60 health units, where 
commumty midwives would practice upon graduation U S procurement took approximately one 
year Fumshmgs such as desks, tables, etc were purchased from local Yemem manufacturers 

Thrty one facilities (Health Centers, MCH centers, HMIs and HMI hostels) were renovated The 
purpose of the renovation was to provrde adequate space to accommodate all basic MCWFP 
services ~ncluding prenatal care, famly p l m n g  counselmg and services, chld health, delivery, 
pre- and post-dehvery, health education, muruzatlon,  registration, and wa~tmg (Some health 
centers rece~ved add~tional renovat~on m order to function as traimng centers ) The process 
included an assessment and discussion of needed changes, preparation of plans and 
specifications, biddmg, the physical renovations which Included supervision, final inspection, 
and certification 

Clinical and management improvements were the thrrd strategy used to improve the quality of 
care OFC activities focused on pnonty problem areas of infection prevent~on, family p l m n g ,  
antenatal care, diarrheal diseases, ~mmuruzatlon, record keeping, drug supply and user fee, and 
developing and introducing protocols Techca l  assistance (TA) was provided in using 
protocols and problem solving, supervising and monltonng, and evaluatmg lrnprovements at the 
health centers on an ongolng basis 

Protocols, checklists, and guidelines were developed and introduced for delivery, antenatal care, 
vaccination, diarrhea control/Oral Rehydrat~on Salts (ORS), family planrung, postpartum care, 
infection prevention, registration and record keeping Techtllcal assistance emphasized areas 
most In need of improvement and those which would have the largest impact on improving the 
qual~ty of service These areas Included infection prevention, antenatal care, and family p l a n g  
counseling Techca l  assistance m outreach strategies was also provided, particularly dmng the 
final year of the contract, and had a positive impact on improving the providers' performance and 
Increasing the quality of services 



Two checklists were developed to monitor and measure the quality of care One was developed 
to monitor the facilities and h s h i n g s  and the second was used to morutor the quality of 
services The latter used the climcal protocols and checklists to evaluate performance Both 
checklists were useful m supervising performance and providmg technical assistance 

Management improvements sought to support MOPH imtiatives, establish teamwork, strengthen 
supervision, introduce guidelines, strengthen commumty involvement and improve the integrated 
management of MCH services Attention was initially focused on establishing an improved 
MCH HMIS The mtroduction of a reliable HMIS system was important to improve the 
monitoring and analysis of information by providers and decision makers and to establish the 
HMIS as a basis for health center p l m n g  and management decision-malung 

Thereafter, management tralnlng was an important focus of activities Train~ng was targeted on 
those issues that most directly address the quallty of services, and the organizational relationshps 
that supported those servlces Worlung with the Director Generals in each of the three OFC 
Governorates, lesson plans were developed for a five-day health center management workshop 
for health center directors, MCH directors, Health Office st& and commumty leaders The 
workshop design was based on the findings of the onginal needs assessment and addressed roles 
and responsibilities of Health Centers, Health Center supervision and team bullding, job 
descriptions, problem solving, pnonty setting and p l m n g  A management evaluation was 
conducted and a one page report was distnbuted to all centers ldentifymg both strengths and 
areas requiring improvement 

A full cost shmng program was delayed pending the ROYG parliamentary approval of the 
MOPH cost shmng program OFC therefore began a pilot user fee system This began wlth a 
rapid, m-depth examination of fee collections at the Health Centers Discussions were then held 
w t h  the Dlrector Generals of the Health Offices and based on these discussions a workshop was 
developed and conducted at each health center T h s  user fee system was subsequently 
implemented at 85% of the centers in Hajjah and Hodeidah Implementahon in Hadramaut was 
delayed pending the recelpt of written approval from the Director General l k s  wntten 
authorization was requested by the seven Health Center Directors 

Increased Commun~ty Part~cipahon 

Component three of the model included three objectives whch were 1) to identify methods and 
mechamsms for commumty support, 2) to develop, implement, and momtor Cornmuty 
Partnership Agreements whch identified the roles and responsib~lities of OFC, the commumty, 
the health center, and the governorate Health Office in improvmg the quality and quantity of 
MCHFP servlces, and 3) to facilitate the establishment of local health comrmttees to support 
Health Centers 

Activities undertaken Included rasing community awareness of the benefits of MCH/FP and 
solic~ting support for MCWFP actlvlties, identifying the Health Center and the Health Office 
inputs, assisting cornmumties in developing a plan for supportmg MCWFP, prepmng and 



signing Commuty  Participation Agreements (CPAs), and monitonng the performance of all 
part~es in fulfillmg then commtments under the agreement 

Contract Performance 

Contract performance as measured by the contract indicators was very good Fourteen of the 
contract ind~cators had one target for end of contract performance An add~t~onal indicator (#2) 
had three sub-targets, for a total of seventeen targets Fifteen of these seventeen mdicator targets 
were met or exceeded Of the two that were not met, one (Indicator #2 for Hajjah) reached 53% 
of the target value, and the other (Indicator #3 2) reached 55% of the target value 

Based on the expenence gained in developing and implementmg the MCWFP Health Center 
Improvement Model in the OFCIJSI contract, we believe that the Model is generally replicable in 
Yemen (although best mth certain modificat~ons and provisos), and that the MOPH and other 
donor agencies and NGOs would be well served in adopting the basic Model as a guide for 
improving health care service dellvery 



I Background 

A. Health Sector Settlng 

The Republic of Yemen is a poor country in comparison to other Arab countnes, and has 
relatively few resources to devote to health and other development issues With a population of 
nearly 16 million, a Total Fertility Rate of 6 7', a growth rate of 3 7%, and current use of modem 
contraceptives at 8 - 9%', it has one of the world's fastest growing populations 

Yemen's dependency ratio is the hlghest in the Arab world and extremely unfavorable to 
economic development This is especially true with the declme in the national economy that 
began in 199 1 with the repatriation of close to a million Yemems from the gulf countnes and the 
loss of associated remittance income While education contmues to expand, literacy remains 
low, especially among women (16%) The segregation and seclusion of women has greatly 
restricted thelr access to education, health care and other social services, generally impeding their 
development and that of the country 

The Republic of Yemen government (ROYG) and the current Mimstry of Public Health (MOPH) 
administration have given hgh  pnonty to improvmg the quality and quantity of bas~c curatwe 
and preventive health services Particular attention has been given to mproving maternal and 
child health care (MCH) Despite these policies, improved MCH care is hampered by a number 
of constraints, including lack of resources, and weak admimstrative and management capacities 
at central, governorate, and distnct levels 

The quantity and quality of health care IS inadequate due to the lack of trained, qualified staff 
(especially female health care providers), a shortage of essential drugs, and inadequate cl~nlcal 
facilities and equipment Only about 30 - 40% of the largely rural population is currently served 
by existing health facilities 

Between the 1991192 and the 1997 DHS surveys, there have been a decline m total fertility, 
increased use of contraception, and increases in antenatal care and in tramed attendance at 
deliveries However, fertility remms hlgh, family planning use low, and pregnancy and delivery 
continue to be nsky Chlld health indicators such as immumzation rates are also especially 
troublesome The percentage of chldren immumzed actually declined between 199111 992 and 
1997 

On the other hand, new leadership in the Ministry of Public Health has committed itself to 
drarnat~c health sector reform, including the decentralization of a weak and hghly centralized 
health bureaucracy, reforming the drug supply systems, introducing cost shmng, forging publ~c 
/prwate partnerships, and pushmg both authority and resources to the dlstnct level These 

Accordmg to the prelunlnary Aprd 1997 Demograph~c and Maternal and Ch~ld Health Survey 



anticipated reforms offer hope that Yemen's health care system, now heavily dependent on donor 
resources, can begm to move toward greater self-sufficiency and higher quality 

B Optlons for Famdy Care (OFC) Project Descr~ptlon 

The focus of USAID/Yemen health care support for almost twenty years has been on 
strengthening ROYG capacity in effective delivery and management of maternal and chld health 
and family planning T h s  began in 1980 with the Tihama Pnmary Health Project and was 
followed in 1986 with the Accelerated Cooperation for Chld Survival (ACCS) Project 

The Options for Family Care (OFC) Project originally began in 1990 in response to the alarrning 
population growth rate that was identified d m g  studies undertaken w t h  USAID assistance in 
the late 1980's In response to major political, economic and social changes resulting from 
unification and the Gulf War, and political declslons m the U S to reduce assistance to Yemen, 
major adrninlstrative and techca l  modifications were made to the OFC Project in 1991 and 
1992 During this period, bridging activities were implemented using buy-ins from centrally- 
funded projects for clinical renovations, awareness raising, and health education matenals 
development Late in 1992, USAID conducted a situation analysis whch identified a number of 
weaknesses affecting the provision of family p l m n g  services They included inadequate 
funding of the health sector, a lack of leadershp, planmng, coordmation and management 
capacity, a lack of public awareness of the importance of MCWFP, and a lack of tramed 
(especially female) health care providers 

This review, and subsequent d~scussions with the MOPH, resulted m further modifications to the 
OFC Project in 1993, concentrating on the delivery of MCWFP services and related M C W P  
policies A subsequent 1994 Request for Proposals resulted in OFC contract number 279-C-00- 
95-005 16-00 being awarded to a U S health care consultmg firm, John Snow, Inc (JSI), in 
January 1995 A second project paper supplement was authonzed in 1995 which increased the 
fimdlng level, focused on MCH servlce delivery, added emphasis on Integrating MCH and FP, 
and authonzed geographc expansion to five governorates 

The final substantive OFC modification was made in September 1996 when USAID closed the 
USAIDfYemen Mission T h s  resulted in a reduced the JSI/OFC contract scope of work, as well 
as a shorter (3% year) contract duration 

The final re-designed project focused on improving maternal and chld health services in four 
governorates Hajjah, Hodeidah, Hadramaut, and Lahj (Because of budget lim~tations, 
assistance to Lahj was not to be as extensive as assistance to the other three governorates It 
consisted of limited trairung, fac~lities renovations, and providing clirucal equipment and 
fimishmgs, and ended on September 30, 1997 ) In Hajjah, Hode~dah and Hadramaut, project 
assistance concentrated on three principal areas 



a Training of additional female providers, and promoting better and more 
sustainable training capability in the governorates T h s  involved supporting the 
establishment of 1 1 decentralized traimng centers, supporting Health Manpower 
Institutes (HMI), supportlng the traimng of new commumty midwives, and 
training of new female pnmary health care workers (murshzdat) in areas where 
candidates did not meet the minimum requirements for midwlfe tralning 

b Improving the capacity of selected health centers to deliver higher quality 
MCHIFP services by renovating facilities, providing equipment, and providing a 
variety of technical assistance and short-term traimng activities 

c Forming partnersh~ps among the MOPH (central and governorate health offices), 
health centers, communities, and JSI/OFC so that each party contnbuted specific 
inputs to improve MCWFP services in the short term and sustain those 
improvements in the long term 

Substantial achevements in these three areas combined to demonstrate a "MCHIFP Health 
Center Improvement Model" that can be adapted and applied to other parts of the country using 
MOPH, donor, and community resources 

C USAIDNemen Health Sector Speclal Objectwe 

The Goal and Purpose of the USAID Options for Family Care Project (OFC) are 

Goal "To improve Yemem family health and welfare", and 

Purpose "To increase use by Yemeni women and chldren of health services in up to five 
targeted governorates" 

As mentioned above, the design, p1-g and procurement processes for t h s  contract had been 
underway for some time and had been through a number of iterations By late 1995, 
USAIDIWashngton and USAIDIYemen had developed and agreed upon a Strategic Framework 
for the Mission The Strategic Objective of this Framework was "To improve maternal and 
child health and increase contraceptive prevalence " 

D u n g  thls t ~ m e  penod, USAID began to expenence a world-w~de funding cnsls Project and 
operating expense budgets were cut, many USAID M~ss~ons  around the world were closed, and 
plans were made to close add~tional Miss~ons In April 1996, USAID announced plans to close 
the Mission in Yemen by September 30, 1996 In August 1996, USAIDIWashmgton m 
consultation with USAIDIYemen and USAID/Csuro, decided to continue the OFC activity until 
September 1998 after closure of the Mission 



The Strategic Framework and Objective were consequently modified in August 1996 The newly 
modified Strategic Framework was guided by the newly developed Health Sector Spec~al 
Objective 

"Improved quality and use of integrated MCWFP services in 22 health centers in three 
governorates " 

Also part of the revised Strategic Framework, supporting the Speclal Objective, were the 
following mtermediate and lower level results 

Intermediate Result 

"'Health Center Improvement' model in 22 Health Centers in three governorates 
established and documented" 

Lower Level Results 

1 "Sustamable female staffing established in centers in three governorates" 

2 "Mimmum quality standards for centers in place in four governorates" 

3 "Commuty and individual participation mcreased m three governorates" 

D Consistency wlth MOPH Prlorltles 

The OFC Project was designed by USAID in collaboration wth  colleagues from the Mimstry of 
Public Health, and was thus consistent with MOPH pnonties for improving MCWFP service 
delivery from the outset These pnont~es included increased availability and traimng of female 
service providers, Improved quality of facilities and equipment, improved climcal practices, 
better supervision, improved management practices, and increased commumty involvement in 
the overall effort to deliver health care services While these MOPH pnonties remained constant 
d u n g  the life of the OFC contract, the relative emphases and means of implementing pnonties 
changed with time and changes in MOPH personnel The OFC contract team made up of USAID, 
JSI, and MOPH staff worked to ensure that contract activities remained consistent wth MOPH 
thinlung as it evolved For example, in 1995 the MOPH developed a decentralized midwife 
training strategy to increase the number of female health care providers available in underserved 
areas around the country OFC became a major participant and funder of thls strategy through 
the support and management of community midmfe traimng at eleven traimng centers Changes 
in the Minlstry of Public Health key personnel after the Apnl 1997 national elections resulted m 
increased interest and commitment to vmous areas of health care reform, including 
decentralization of authority and resources, and cost recovery schemes Ths  was entlrely 
consistent with the onglnal OFC contract scope of work and the OFC team was able to provide 
information, support, and some resources to the new MOPH leadershp in these areas 



11. JSI Contract. Actlvlt~es and Results 

A Start-up, Planning and Initla1 Actlvit~es 

Nearly all activities under the JSI contract were related to the demonstration of the MCWFP 
Health Center Improvement Model, which is described fully in sections I11 - VI of t h s  report 
This section describes contract activities and results, how they were staffed and managed, and 
some early activities not directly related to the MCWFP Health Center Improvement Model As 
described in previous sections, the OFC project underwent a number of changes in 1995 and 
1996, which in turn created some uncertainty for contract activities until the Health Sector 
Special Objective and the Strategic Framework were finalized and contract amendment number 
2, focusing on the MCWFP Health Center Improvement Model, was signed in September 1996 

Initially, the contract environment had been somewhat fluid In January 1995, shortly after 
signing the contract, USAID and JSI had expected to amend the contract to reflect changes 
USAID was contemplating to its Strategic Framework When t h s  did not happen in a timely 
manner, the OFC team, made up of USAID, MOPH, NPC, and the JSI team, planned and 
implemented contract activities based on the likely nature of the anticipated contract amendment 
After an imtial team building process, which included the development of the first year's 
workplan, the OFC team focused on conducting a needs assessment and baseline data collection 
exercise in the governorates identified for OFC concentration 

One of the first contract tasks was to select target health facilities in collaboration w t h  USAID 
and the MOPH Cntena for this selection was developed by the OFC team (JSI, USAID, and 
MOPH) and included a center's need for OFC assistance, geographc distribution withn the 
governorate, expressed wllingness of center staff to collaborate w t h  OFC, and (in some cases) 
history of USAID assistance The followng centers were selected 

Hadrarnaut Mukulla Hospital MCH Center, A1 Shahel Hospital MCH Center, As 
Shuheir Health Umt, A1 Hami Health Center, Ghail Bawazu Health 
Center, Addis Al-Sharluya Health Center, Seyoun Hospital MCH Center 
(added later as traimng site) 

At Tur Health Center, A1 Moharaq Health Center, Kuaydinah Health 
Center, Mabyan Health Center, Mahabisha Hospital MCH Center, 
Shagadirah Health Center, As Shahel Health Center, Hajjah Hospital 
MCH Center 

Hode~dah Bait A1 Faqih Hospital MCH Center, A1 Zohorah Health Center, A1 Qutai 
Health Center, Marawa'a Health Center, A1 Dahi Health Center, Bajil 
Health Center, 41 Thowra Hospital (MCH referral center) 

A1 Houta Health Center, A1 Daleh MCH Center, A1 Habilein Health 
Center, Tour A1 Baha MCH Center, A1 Waht MCH Center, Habil Gabr 
MCH Center 



The assessments identified the particular needs and characteristics of each center which helped to 
determine the types of assistance that were needed, planned, and subsequently provided 
Planning, scheduling, and implementation of this assistance was begun, including facility 
renovation, equipment procurement, clinical t echca l  assistance, management t e chca l  
assistance, and community liaison At the same time, p l m n g  and implementation for the 
project's extensive training activities commenced All of these activities are described in detail 
in sections I11 and IV of this report 

More broadly, the result of these efforts was the Contract Master Plan and the 1996 Annual 
Workplan Both of these documents were developed m close collaboration with USAID, and 
MOPH colleagues, and guided contract ~mplementation through the first half of 1996 

Fortunately, many contract activities, areas of geographic focus, and the project staffing pattern 
remained valid throughout this penod It was clear fiom the inception of the contract that work 
would concentrate on selected health facilities in Hadramaut, Hajjah, and Hodeidah 
governorates (Soon after the inception of the contract, USAID directed the OFCIJSI team to 
begin providing assistance to Lahj governorate as well Lahj assistance continued through 
September 1997, and consisted of facility renovat~ons, equipment provision, and more limited 
technical assistance and traimng - all aimed at improving the quality of climcal services ) 

From the begimng, emphasis was placed on improving services in rural facilities, although the 
original contract called for the establishment of an urban MCH referral center in each 
governorate The t e chca l  focus was to be on improving the quality and quantity of basic 
maternal/chld health and farn~ly p l m n g  services clinically and managenally It was recognized 
that a major element of improved servlce delivery would be to increase the number of female 
health care providers, thus requring a strong training lrutiative The progression from the 
original 1995 project design to that of the MCWFP Health Center Improvement Model did not, 
therefore, require major conceptual changes The most important change was to give more 
emphasis to Increasing cornrnuty participation, whle continuing the existing emphasis on 
training and service quality improvement, and recognizing that integratmg these three elements 
would, together, have a larger impact on improving the health of women and children 

Contract amendment number 2 was finalized and signed in October 1996 by JSI/Boston and the 
Regional Contracting Officer from USAIDICsuro Although narrower and of shorter duration, 
the scope of work of the amended contract was largely consistent w t h  the work that the OFC/JSI 
team had been implementing over the first eighteen months of the contract 

B The Amended Contract Scope of Work and Assoc~ated Performance Ind~cators 

This section presents the special objective, intermediate result, and three lower level results with 
associated contract indicators used to measure OFC/JSI contract performance Baseline 
measures were taken for 1995, largely from health center records, and targets were set for the 
year 1998 This established the basis for m e a s m g  progress and setting pnonties throughout the 
remaining life of the project The results of annual contract performance for each indicator is 
presented in Section VI 



Health Sector Speclal Objective Improved quality and use of integrated MCWFP services In 
22 Health Centers in three governorates 

Indicator 1 Percentage of eliglble chldren underfive completlng DPTIpolio senes at 
22 Health Centers (Target 6%) 

The MOPH irnrnun~zation management/tracking system collects and morutors data on 
children under one year old, not underjive years old T h ~ s  fact was overlooked in 
August 1996, when thls indicator was established It was not possible to change the 
MOPH national HMIS standards for the convenience of the OFC contract, nor was it 
efficient or posslble to ask 22 health centers to collect additional data only for one OFC 
contract indicator Therefore, OFC established a proxy indicator in line w t h  the MOPH 
policy and data collect~on standards, of traclung immumzation of under one year olds To 
account for the difference, the number of under ones was estimated m relation to the 
population of under fives to establish the percentage of under ones whch would be 
equ~valent to 6% of the under five year old population A 6% increase m under fives was 
determined to be equivalent to 17 5% of under ones, therefore, 

Proxy Ind~cator 1 Percentage of eligible chldren under one completing DPTfpolio 
series at 22 Health Centers 

Indlcator 2 Number of antenatal visits per pregnant woman at 22 Health Centers 

Indlcator 3 Couple-years of protection (CYP) generated at 22 Health Centers 



Intermed~ate Result 

MCWFP Health Center Improvement model in 22 Health Centers m three governorates 
established and documented 

Indicator 1 Number of Health Centers implementmg the model that have sustainable 
female staffing, minimum quality standards, and cornrnumt~es 
partic~pating 

Note In order for a center to meet this indicator it must meet the 
requirements of Indicator 2 1, Facilities and Equipment (acheving a rating 
of 60% or better), Indicator 2 2, Quality of Clinlcal Service (achrevmg a 
rating of 60% or better), Indicator 3 1 Commumty Participat~on (having a 
signed cornmuty participation agreement), and, LLR indicator 1 3, have 
female health care providers 

Indrcator 2 Detsuled report/evaluat~on of the model prepared and distr~buted to MOPH 
and donor community 

Lower Level Results 

Lower Level Result 1 Sustamable female staffing established in centers in three 
governorates 

Indrcator 1 1 Number of decentralized training centers operating 



Indicator 1 2 Number of trainees nominated by cornmumties which will contribute to 
the~r support 

Indlcator 1 3 Number of trained female providers in place at 22 Health Centers 

Lower Level Result 2. Minimum quality standards for centers in place in four governorates 

Indlcator 2 1 Number of centers passing mspection for minimum quality of facility and 
equipment 

Indlcator 2 2 Number of Health Centers followmg mirumum climcal and management 
protocols 

Indicator 2 3 Average number of months that ORS is out of stock at 22 HCs 

Indlcator 2 4 Average number of months that iron folate is out of stock at 22 HCs 



Indicator 2 5 Average number of months that oral contraceptives are out of stock at 22 
HCs 

Lower Level Result 3 Commulllty and individual participation increased in three governorates 

Indicator 3 1 Number of Community Participation Agreements signed and operational 

Ind~cator 3 2 Number of Health Centers adopting and implementing more effective user 
fee systems 



C The Approved Workplan 

The complete 27 month Workplan approved in September 1996 is prov~ded as an attachment and 
covers the penod from July 1996 to September 1998 A summary of the approved workplan 
follows below 

Lower Level Result 1 1 Sustained female staffing established in centers in three 
governorates 

Program Strategy 

Improve decentrallzed tramlng 
(pre-servlce) 

Outputs 

Operating decentrallzed 
trainlng centers 

Communltles at the district 
and subd~strict level 
actlvely nomlnatlng tramees 

Target 
7 

9 
centers 

a Renovate and equlp tramlng 
centers 
b Prov~de temporary 
superv~sors/ tramers 
c Recrult tramees from 
communlty 
d Support trammg of local 
supervisor tramers 
e Support trammg of tramees 
f Asslst MOPW Health Office 
m developing support of 
graduates 
g Asslst HMIs to mprove 
capaclty to tram and supervise 
trainmg 
h Document thls portlon of the 
model how it works, what it 
costs, problem areas 

a Rase community awareness 
of unportance of MCWFP and 
soliclt support 
b Develop and s g n  communlty 
partnership agreements 
c Asslst communltles m 
ldentifylng and selecting 
tramees, developmg support 
plans for trammg centers and 
tramees and m developmg 
support plans for graduates 



Lower Level Result 1 2 M~nimum quality standards for centers in place in four 
governorates 

Program Strategy 

Improve Refresher trainlng 
capacity and ~mplementation 

Improve health center facilities and 
equipment 

Improve clrnical and management 
practrces 

Trained m service teams 

Health centers meet 
mmmum standards for 
facilit~es and equlpment 

Health centers followmg 
basic clmrc and 
management protocols 

- 
Target - 

4 
teams 
of 10 

tramers 
each 

2 8 
centers 

- -- 

22 
centers 

Activ~ties 

a Tram trammg teams 
b Assist trammg teams m 
deveiopmg lesson plans and 
trammg strategies 
c Support m-service trammg m 
the field 

a Identify health center needs 
for renovation and eqwpment 
b Procure and distribute 
appropriate equlpment 
c Conduct any needed tralnmg 
m the use of equipment 
d Renovate facilities 
e Inspect renovated facrlit~es 
and use of new equipment 

a Focus on priority problem 
areas for OFC mtervention, 
Infection prevention, FP, ANC, 
CDD, Immunrzation, Record 
keepmg, drug supply, user fees 
b Develop and introduce 
protocols as appropriate 
c Prov~de TA m use of 
protocols and m solvmg prionty 
problems 
d Evaluate unprovement at 
health centers 



Lower Level Result 1 3 Commun~ty and ~ n d ~ v ~ d u a l  part~c~pat~on increased m three 
governorates 

Program Strategy 

Promote community, health center, 
health office cooperation to 
improve MCIUFP servlces 

Promote the adopt~on of rational 
user fee system 

Outputs 

Increased community 
contributions to MCWFP 
services which 1s 
complementary to health 
center and health office 
inputs 

Rational user fee system m 
use 

Target - 
22 

commun 
lties 

Actlvitles 

a Raise community awareness 
of lmprovlng MCWFP and 
sollcit support 
b Determme health center and 
health office mputs 
c Asslst communities in 
developmg a plan for MCWFP 
support 
d Prepare CPAs and obtam 
signatures of partles 
e Momtor the performance of 
all part~es m mplementmg thelr 
agreements 
f Document t h ~ s  portion of the 
model how ~t works, what it 
costs, problems areas 

22 
centers 

a Deterrnme current user fee 
pol~cies at the health office and 
health centers 
b Assist health office m 
developmg rational user fee 
system 
c Ass~st health centers in 
adoptmg the health office 
system 
d Ass~st health centers m 
budgetmg and managmg user 
fee revenues 

Section 111 Description of the Model, and Section IV Development and Implementation of the 
Model, provide a complete and detalled analysis of the workplan activities The organization of 
these sections follows the workplan outline 

D Staffing and Organization 

The orlginal staffing pattern remained largely intact for the life of the contract The Chef of 
Party, Clinical Advisor, Senior Nurse Midwife, and a number of locally-recruited techrucal, 
administrative, and support staff were based in and worked out of the Sana'a headquarters office 
For the first eighteen months (March 1995 - September 1996) of the contract, the Sana'a staff 
also included a Senior Population Policy Advisor (expatmate), who provided techmcal assistance 



to the National Populat~on Council (NPC) Tlus assistance was designed to improve the policy 
environment for family p l m n g  and related issues, and to carry out specific activities to increase 
official and public awareness of population issues 

Offices were also established in four target governorates, with a staff led by a senlor advisor who 
had both overall responsibility for governorate actlvlties, as well as responsibil~ties for spec~fic 
techn~cal areas, centrally and in all governorates Initially, the Training Advlsor was assigned to 
Hadramaut governorate, the Management Advisor to Hajjah, and the Community Participation 
Advisor to Hodeidah Each governorate senior advisor was assisted by a locally-recruited staff 
consisting of 1) Governorate Coordmator, wth  general responsib~lities for activities in the 
governorate and specific duties dependmg on traimng and expenence, 2) Cornmuty 
Participation Coordinator, with responsibil~ty for comrnumty liaison, 3) Nurse Midwfe, with 
responsibil~ty for c l~n~cal  techn~cal assistance, and 4) support staff Lahj governorate had a 
smaller staff, cons~sting of a locally-recruited semor advisor and a governorate coordinator (The 
Lahj senior advlsor, an experienced female physician, later jomed the Sana'a staff as Climcal 
Specialist, when assistance to Lahj ended in 1997 ) See attachments for an orgmzatlon chart of 
the OFC contract 

Physically, the Hajjah and Hode~dah governorate offices were located inside the governorate 
Health Office, in space provided by the MOPH The OFC Lahj office was located at the Lahj 
Health Manpower Institute The Hadramaut office had to be rented locally, since the MOPH did 
not have adequate office space in Mukulla to provide OFC an office The placement of offices in 
or near the Health Offices was deliberately designed to maxlmize the interaction and 
collaboration between MOPH and contract staff 

Subcontractor Support 

The principal subcontractors that asslsted JSI in implementlng the contract were AVSC 
Internat~onal, International Health and Development Associates (IHDA), the Program for 
Appropriate Technology in Health (PATH), and World Education, Inc (WEI) 



I11 Descr~pt~on of the MCH/FP Health Center Improvement Model 

The follow~ng three sections descnbe the Model as developed and implemented under John 
Snow Incorporated's contract with USAID A separate document, "The MCHIFP Health Center 
Improvement Model," was wntten, produced and dissemmated as part of JSI's deliverable 
contract responsibilities The descnpt~on of the model in t h s  final report d~ffers from that 
described in the "Model" document This narrative is more descriptive of the activities JSI 
undertook in mplementing the 1996 - 1998 contract workplan Conversely, "The Model" 
document is for a broader audience less interested m the details of the contractor's performance 
m ~mplementing and fulfilling contract obi~gations, lt provides a more generlc overview of the 
model, what worked, constraints encountered, and lessons learned 

This MCHIFP Health Center Improvement Model was designed not only to improve quality and 
use of MCH sewlces during the term of USAID assistance, but also to develop and demonstrate a 
Model that could be used by the MOPH in future efforts to continue to Improve maternal and 
chlld health The Model is a set of inter-related components, each composed of numerous sub- 
activities, that can result ln hlgher quallty and more sustsunable MCH services at health centers 
The Model was des~gned to address speclfic weaknesses in the health care delivery system In a 
synergistic fashion, recogmzing that MCWFP services In towns, v~llages, and rural areas can be 
improved m three areas inadequate numbers of servlce prov~ders (especially female prov~ders), 
Inadequate facilities, eqmpment, and clinical and management practices, and lack of cornmuty 
participation in the local health care system Smce these weaknesses are related, efforts to 
improve one of them in ~solat~on from the others would not be effective For example, newly 
trained provlders must have adequate facilities m whch to work, cornmumty support is required 
for mamtenance of facilities, and lugher quality sewlces are required to generate community 
support and to acheve better utilization of the MCWFP services by the cl~ents 

Thus, the Model is a system in wluch the inputs reinforce one another so that the outputs and 
benefits are greater than the sum of thelr parts 



I 1 

MCHlFP HEALTH CENTER IMPROVEMENT MODEL 

Provtde appropnate 
assostance at the 

Comrnun~ty Governorate 
and NaOonal levels In 

managlng and supporting 
model centers 

Maxtmaily Involve local 
colleagues In pmlect 

Form Communtty Boards to 

plannlng and 
support and pamapate In 
Health Center acbvlbes 

Model MCHlFP Health Centers have 

adequate numders of trained female staff 
I 

Revovate the MCH IFP 

technical asststance and 
\ access to a decentralized trarnlng system thmugh whtch semons of Health Cenlen 

on the job tratntng to 
addltlonal female staff can be prepared and pmvtde bas~c 

extsbng prowden and 
fac~ltt~es and equlpmen meetlng MOPH standards equlprnent end fum~shlngs 

monttonng quallw of 
effectlve management systems and p r a ~ c e s  that meet MOPH standards 

hlgh quality servlce dellvery 
support from commun~t~es 

Tram Health Center 

lntoduce cllnlcal and directors to better supervtse I 
1 management protocols at 

and manage the center's 

health centers to Improve acbvlties and asslst Health 

services 
Offices tn lmprovlng Health 

Centers oven~ght and 
support systems 

The demonstration of the Model m the OFC contract consisted of three sets of act~v~ties, or 
components, designed to Improve the delivery of MCH services 

1 Establish a sustainable tra~n~ng mechan~sm for increasmg the number of female 
MCH service prov~ders at eleven trainmg centers m three governorates 

Eighty-five percent of the Yemeni population lives in rural areas where there is a general 
lack of female health care providers at a limited number of rural health centers Given the 
cultural preference for females to seek services from female health care providers, 
increasing the number of such providers is essential to enhancing women's access to 
services Thus, the first component of the Model is to establish a mechasm through 
which additional female provlders can be trained This component was designed so that 
the trainmg could be done in decentralized training centers, consistent w t h  the 
decentralized trainlng approach of the MOPH Natlonal Midwifery Training Plan Once 
established and equipped, these centers could then be used over time for additional 
trairmg act~vities, such as to train additional providers for other nearby health centers or 



health units, or to replace providers lost to attr~tion The traimng centers must be 
supported by management and supervisory systems at the central and governorate MOPH 
and HMI, including the provision of adequately-prepared trainers and traimng materials, a 
standardized curriculum, and the close supervision and support of the tralning process 
The corntnumty participation component of the Model is very important to the success of 
this train~ng component, since communities are called upon to provide a variety of 
support to the trainlng process 

2 Improve the quality of facilities, equipment, and standards of care at health centers 

Except for the relatively few facilities that have enjoyed extended penods of donor 
support, the typical rural health care facility in Yemen requlres improvements in the 
quality of the facilities, equipment and standards of care The number of providers needs 
to be increased through quality pre-service tramng, and those that are present require 
quality in-service traimng and continumg education, motivation and supervision 
Clearly, improving quality must be an essential element of any attempt to provide health 
care services Thus, t h s  component of the Model is concerned with quality improvement 
in a variety of important areas, including renovation of facilities, provision of basic 
equipment, and provision of a vanety of short-term traimng, t e chca l  assistance and 
supervision to increase the quality and management of services 

Activities undertaken as part of this component included renovating facilities, providing 
cllnical equipment and furnishngs, and providing a varrety of short-term trairung and 
t e chca l  assistance to improve the quality of climcal services and management 

3 Promote community and individual partlcipahon to improve and sustain health 
center trainmg, clinical sewice, and management activities 

The Government of Yemen, through the Minrstry of Public Health, wishes to provide 
basic health care services to the people of Yemen Since government resources are 
limited, the MOPH five year plan indicates that Yemem commumties must take much 
greater responsibility for, and contnbute their own resources to the task of, improvmg 
their health In t h s  component of the Model, communities are requested to take on tlm 
responsibility and to contnbute resources to support specific health center activities, such 
as the decentralized trsllrung component of the Model Commumties are provided with 
guidance and support dmng t h s  process, but are ultimately expected to independently 
manage their mputs to the health care system w t h  the assistance, guidance and 
coordination of MOPH The Model utilizes a mechanism called the Cornrnmty 
Partnerslup Agreement to formally establish a partnershp among the MOPH (central and 
governorate health offices), health centers, communit~es, and the donor-funded project 
This wrltten agreement specifies how each party w l l  contnbute specific inputs to 
improve MCWFP services in the short term and sustain those improvements in the long 
term 



Other important activities of this component include encouraging the format~on of 
cornrnunlty health comrn~ttees and conducting training workshops to enable comm~ttees 
to identify problems and needs, and develop plans to work w ~ t h  the health centers 
construct~vely over the long term 



IV. Development and Implementatlon of the Model 

A Implementatlon of the Model by Component 

This section descnbes the deta~led development and implementation of the activit~es for each of 
the three Model components In most cases the activities noted, and the orgamzat~on of this 
section, corresponds to the approved July 1996 - September 1998 workplan and the contract's 
three lower level results of 

1 Sustainable female staffing established in centers in three governorates 

2 Mimmum quality standards for centers m place In four governorates 

3 Commun~ty and ind~v~dual participat~on Increased in three governorates 

Component 1 Sustainable female staffing established in centers in three governorates 

Strateu Improve decentralized pre-service training 

The OFC project pursued the following objectives in supportmg traimng for new female serwce 
providers 

to increase the number of trained female health care providers (midwives and pnmary 
health care workers) available in under-served areas 

to demonstrate a mechamsm for the decentralized tralmng of these providers, as part of 
the MOPH National Community Midwifery Traimng Plan 

4 to assist the MOPH and HMI in improving their institutional capacit~es to support 
traimng programs 

to deliver tra~mng of the hghest quality possible m the Yemem context 

Implementahon Actmhes 

MOPH M1dwlfer-y Tramng Taskforce 

The MOPH established a M~dwifery Traimng Taskforce in 1995 to examme and determine how 
best to increase the number of female providers at service delivery s~tes OFC actively 
participated in the Taskforce's work whch resulted in the Nat~onal Commun~ty Midmfery 
Traimng Plan and Community Midwfe Traimng Program T h ~ s  five-year national scheme 



initially planned to train approximately 4,000 new community midwives This number was later 
reduced to 2,500 after early training experiences, like that of OFC, demonstrated the complexity 
and cost of such training Many of the training strategies developed by OFC were incorporated 
into the Ministry's plan, including a decentralized approach to traimng at selected Health 
Centers throughout the country, recruitment of trainees based not only on educational 
qualifications but also on their expressed commitment to complete the training and to work 
thereafter, and solicitation of cornrnuty support for the training 

Preparmg, renovatmg, and equlppmg decentralized tra~nmg centers 

Health centers within which to establish decentralized traimng centers were selected by 
representatives of the central MOPH, HMI, each governorate health office, USAID, and project 
staff Criteria for selection included the geographc distribution of the centers, the capability of 
the centers to take on respons~bility for managlng the traimng, the abllity of the governorate 
Health Offices and HMIs to support the tralmg, and the extent to whlch cornrnunlties offered to 
contribute In substantla1 ways to the training 

The selection of centers as traimng sites was also contingent upon each commuruty's willingness 
to provide housing for the trainees and trainers who were not from the immediate area 
According to the Partnership Agreement, preparation of the training sites was to be a jolnt effort 
of the community and the project The project was responsible for renovating and equipping the 
health facilities (and in some cases the hostel) and prowding furmture for the trainers, whle  the 
communities were responsible for providing and preparing the accommodations of the trainers 
and trainees This included the housing itself, with basic kitchen and toilet facilities, and water 
and electricity In many cases b s  was problematic and required intensive follow-up, especially 
in areas where water and electr~city were not part of an existing community system 

All traimng centers required renovation of climcal facilities and the creation of space for 
theoretical classroom instruction, and practical clinical training A full discussion of the 
renovation process is provided below 

Each of the traimng centers was prov~ded with basic trainlng tools and equipment The 
equipment included slide and overhead projectors, TVNCRs, anatomical models, and flip charts 
(see attachments for standard equipment list) A basic library of tralnmg and reference matenals 
was also provided, with an emphasis on Arabic language references when available (see 
attachments for sample list) 

The following eleven health centers were selected to be developed as tramng centers 

Hadramaut 1 Seyoun MCH Center (located w b n  Seyoun Hospital) 
2 HMI in Mukulla (serving Mukulla and A1 Shaher Districts) 



Hajjah Communrty Mzdwlfe Trarnzng 
1 Shagadirah MCH Center 
2 Mabyan MCH Center 
3 Kuaydinah MCH Center 
4 Mahabisha MCH Center 

Female Prlmary Health Care Worker (murshrdat) Traznzng * 
1 At Tw Health Center 
2 A1 Moharaq Health Center 

Hode~dah 1 A1 Marawa'a MCH Center 
2 Bait A1 Faqih MCH Center 
3 A1 Zohorah MCH 

* Note Even though the MUPH and HMI wrsh to phase out of mursh~dat trarnrng areas of the country that lack 
female candidates who meet the mrnrmum crrterra to enter the communrty mrdwfe program wrll contrnue to need 
lower-levelprovrders for the foreseeable future The trarnzng rn At Tur and A1 Moharaq was therefore desrgned to 
meet this need The trarnrngprogram rn Mahabrsha was upgradrng exrstrng mursh~dat to become communrty 
mrdwrves Thrs was the Jirst such course undertaken andprovrded experrence for srmrlar MUPH efSorts rn the 
ftiture 

Providmg, supportmg, and monitorrng tramers and trarnmg superwsors 

Trainers were recru~ted through a combination of advertising wthm the Mimstry of Public 
Health, personal contacts, and word-of-mouth referrals The MOPH guidelines (see attachments) 
for recruitment were followed, which stressed both educational qualifications and previous 
training expenence In the interests of sustainability and of malung use of local capabilities, 
preference was given to Yemen1 cand~dates who possessed the appropnate midwifery certificate 
and training expenence Because of the general shortage of qualified candidates, and the 
geographc relocation required, insufficient numbers of Yemen1 candidates were found and some 
expatr~ate (1 e Sudanese) trainers had to be utilized 

Outside the scope of the OFC contract, the MOPH (wth donor ass~stance) developed a 
mandatory three-month TOT course to famllianze tramers wlth the newly developed eighteen 
month C o m u t y  Midwife trmmng cumculum The OFC contract provided support for two of 
the TOT tramers and about twenty TOT participants during the three month course (Note that 
other participants were to become tramers at other, non-OFC, traimng sites ) The TOT began at 
the HMI m Sana'a m December 1996 and ended in March 1997 

At the end of the TOT, the twenty OFC participants were div~ded into teams of two trainers each 
and were assigned to the mne OFC supported commuty  mdwlfe traimng centers These twenty 
trainers were provided financ~al, technical, personal, and logistical support by the OFC team 

Providing adequate support and supervision to long term decentralized training programs 
requlres substantla1 time and effort and is cruc~al to ensure a quality training program This was 
generally done by OFC governorate staff in coordination wth, and mvolvement of, governorate- 



level MOPH and HMI staff Health Office and HMI personnel were encouraged to take on 
increasing responsibility for these critlcal tasks, particularly in resolving logistical and other 
problems In addition to OFC cllmcal staff, two traimng supervisors were hired as consultants to 
supervise and assist the Commun~ty Midwife trainers, augmenting the support provided by 
project clinical and governorate staff They played crucial roles supporting the practical climcal 
skills traimng, the theoretical classroom learmng, and personally supporting, coachng and 
supervismg the trainers and the traimng program One consultant took pnmary responsibility for 
the theoretical and traming content while the second focused on practical MCWFP training 
Additionally, an expatnate traimng consultant provided penodic assistance, supervision, and 
evaluation services whlch were useful both for OFC activities and to the wider MOPH National 
Midwifery program A mini-TOT was conducted later in 1997 to obtam trainers for the two 
rnurshzdat training programs that started late In 1997 in Hajjah Ths  mm-TOT also provided a 
means by which to select replacement tralners for those tramers lost through attntlon at the 
cornmulllty midwife traimng sites 

Recruitment and selection of candidates for tralnmg 

Identification and recruitment of commumty mldwife candidates was a task assigned to 
communities and health centers as their first responsibility under the Commmty Partnershp 
Agreements Numerous meetlngs were held with the cornmu~u.ty and health center staff to 
accomplish t h s  (see Component 3 below) Candidates from both the m e d i a t e  area of the 
trsuning center and from the surrounding district were identified by health center staff, 
community members and local leaders Application forms, developed in cooperation with the 
HMI and the Health Office, were distributed to the center At the request of the health office, 
MCH supervisors were required to collect and submit the applications to the health office 
OFCIJSI's role in this process was to provide guidance on lmplementmg MOPH and HMI 
policies and standards, and developing and coordinatmg the use of vmous forms, policies, 
procedures and systems 

Governorate selection committees were established cornpnsed of a Health Office admimstrator, 
MCH Director, HMI staff, and representatives of the central MOPW MCH section Having a 
specific application process and an objective selection committee proved to be very important In 
controlling what was often a hghly competitive and political trainee selection process (see 
section IV B Successes, Constramts, and Lessons Learned for a discussion of the trainee 
selection process ) 

Candidates were required to take a wntten exarmnation followed by individual interviews 
conducted by the selection committee It is important that the selection process be transparent, 
and that the MOPH and HMI be responsible for applying cntena and selecting the candidates 
(see attachments for the tramee selection cntena ) Of the 699 candidates who applied and sought 
placement in the tramng program, 220 trainees were selected and began t r a m g  between Apnl 
1997 and November 1997 

Supportmg the tralmng of local supervisor tralners 



OFC also provided assistance for the pre-service tralnlng of commumty midwife supervisors in 
Hadramaut provlnce at the Hadramaut HMI T h s  one-year traimng course began in Apnl 1997 
The larger numbers of trained mldwives and the lack of sufficient MCH supervisors led to the 
decision to strengthen Hadrarnaut MCH supervision, complementing the commun~ty mldwife 
training In Seyoun and at the Mukulla HMI Ten commumty midwives attended the course At 
the end of the course there was an adrmmstrative dlspute regarding author~ty to certify the 
graduates between HMI Hadrarnaut, HMI/Sana'a, and the Arnm Nasher Training Institute in 
Aden, which had traditionally supervised the Hadramaut HMI The Aden Training Institute 
refused to recogmze the one year supervisory course wh~ch the Sana'a HMI had sanctioned m 
discussion m early 1997 Aden required that the course continue for another year Due to limlted 
OFC resources and the September 30 contract completion date, the tralning continued but 
wlthout further OFC support 

Supportmg the tramng of community midwlfe and murshidat trainees 

Traimng at all OFC supported commumty midwife trai~mg centers began in April 1997 and the 
murshrdat traimng (a nine-month course) began m December 1997 at two centers In Hajjah 

Two trainers were assigned to each traimng site and used the Commumty Midwlfe traimng 
syllabus to guide thelr teachng (see attachments for the cmculum outline) The syllabus 
included an outline of the topics to be covered in the didactic and practical parts of the traimng, 
and provided the sequence m whch these topics were to be covered Supplementary matenals 
from a vmety of sources were provided to the trainers to help them prepare and conduct the 
training (see attachments for the trsumng matenals list) 

T h ~ s  required substantial effort, support, and resources from the OFC/JSI staff (A discussion of 
some of the important problems encountered dmng the tralmng is provided in the next section of 
this report ) D u n g  the last quarter of 1997, the MOPH dec~ded to lengthen the cornmumty 
midwlfe tramng by an additional six months, and murshzdat traimng by an additional three 
months Whde this additional time allowed for more didactic and practical traimng, it meant that 
OFC/JSI team was not able to support the completion of traimng withm the penod of the OFC 
contract As of the end of the OFC/JSI contract, USAID was worlung to identify a US training 
group through an indefimte quantities contract mechamsm to support the continuation of the two 
local hlre tramng supervisor/consultants until the expected end of the 24-month course in Apnl 
1999 Approximately 200 midwfe and murshldat tralnees were in tramng as of the end of the 
contract on September 30, 1998 

A vitally important (required by MOPH for certification) aspect of the Commuruty Midwife 
training is the attendance by each trainee of at least twenty delivenes, and the concurrent tralnlng 
m the care of hgh  nsk cases and delivenes Many decentralized traimg centers lack an 
adequate volume of delivenes to meet these certification requirements, srnce the typ~cal class of 
twenty trainees would requre 400 dellvenes Therefore, it was necessary to tempormly move 
groups of tramers and trainees to hgher volume dellvery fac~lit~es, such as urban hospitals Each 



group of trainees moved to temporary sites for this practical clinical training for penods ranging 
from one to three months, depending on the volume of deliver~es 

The tramees from each center were divided into two groups so that one group continued to 
provide MCWFP services at their "home" center This was necessary because, at many Hajjah 
and Hodeidah traimng centers, the trainers and trainees were the only MCH service providers 

Ass~st MOPHfHealth Office in developing support of graduates 

In 1995, the MOPH had cornrn~tted to hmng only about 25% of the expected CM graduates By 
1998, the new MOPH staff had Increased their to comm~tment to hire 100% of the graduates, 
demonstrating the priority they have placed on improving maternal and chld health 

Past expenence has shown the importance of prepmng well in advance of the end of t ra img 
programs to arrange for the hring of new government employees In 1998, OFC staff worked 
w t h  the MOPH and HMI/Sana7a personnel to plan for the certification and hinng of the new 
cornrnumty m d w f e  tralmng participants scheduled to graduate in Apnl 1999 MOPH 
representatives worked w t h  the Civil Service Admimtration to determme the steps and 
procedures to be followed m certifying and hmng the new graduates Armed with t h s  
information, the MOPH obtamed the names of all commumty midwfe tramees and submitted a 
list of their names to the Civil Service Admmstration before the end of August 1998 T h ~ s  
allowed the Civil Service admmstration and MOPH to include suficient resources and positions 
m the 1999 budget to allow for the immediate hlring of the new graduates Past expenence in 
Yemen has shown that it can take over one year for a certified graduate to be h e d  by ROYG 
after completing a trammg course if thls hnng  procedure is not started far in advance of the 
actual course completion 

Ass~stance to Health Manpower Institutes (HMIs) 

Ass~stance was provided to governorate HMIs, both to bolster their own traimng activities and to 
enhance their ab~lity to supervise training governorate-wlde Under the new MOPH plan for 
Community Midwfery Traimng Plan, HMIs are assigned the essential task of supervising the 
decentralized t r a m g  

Assistance vaned fiom province to province In Hadramaut, the HMI served as the OFC- 
supported trmmng site for tramees from Mukulla and A1 Shaher distr~cts, and thus received all of 
the support descnbed above for decentralized centers At the Hajjah/HMI, OFC continued an 
earlier USAID program of support by funding the salanes of two midwfe trainers, provided 
renovation and equipment, and provided stipend support for six tramees who came from OFC- 
supported distr~cts In Hodeidah, OFC supported renovations to the HMI fac~lities, and agreed to 
support the training stipends for trainees fiom OFC-supported districts However, despite 
continual follow-up, the HMI in Hodeidah did not undertake a commumty midwife traimng 
program due to staff changes and a lack of resources from the central HMIMOPH m Sana'a 

Supervisory and support visits to decentralized traimng sites were made in coordination with 



n 
HMI staff OFC staff, especially the training supervlsors, made a concerted effort to coordinate 
and involve governorate HMI staff in all the~r supervisory visits Thls was done w~ th  varying, 
but increasing, degrees of success A lack of funds for supervisory per diem and absence of a 
clear role in supervision of the decentralized tralning served as the main barrier for HMI 
supervlsors to accompany OFC supported training supervlsors on their slte v~sits In general, the 
same problems ex~st for MOPH staff 

Stratee 2 Involve the community in the training 

This strategy overlaps and is inter-related to Component 3 "Increased Community and Individual 
Participation" Please see Component 3 (Strategy 1, Promote community, health center, and 
health office cooperation to improve MCWFP services) for a discussion about involvmg 
cornmuruties in the traimng program and for a description of activ~ties c m e d  out m 
~mplementing t h ~ s  strategy 

Component 2 Mmmum qual~ty standards for centers In place In four 
governorates 

Stratem 1 Improve refresher training capacity and implementalzon 

0 b 1  ective 

To Increase provider slulls and knowledge 

Implementation Activit~es 

a Train governorate traming teams 
b Assist trainmg teams m developing lesson plans and training strategies 
c Support in-service training in the field 

Develop~ng training teams and conductmg in-service training 

In June 1996, a four-week workshop was held in Sana'a for the purpose of forming and tra~ning a 
team of local tramers in each governorate The concept was to create the capacity in each health 
office to provide refresher tramng and on-the-job traimng to health centers Twenty-four 
participants completed the course, whch included traimng in theoretical and practical tramng 
techniques, and the development of refresher traimng plans for each governorate Following 
these refresher tra~rung plans, reiiesher t r a m g  workshops were conducted in each governorate 
later in 1996 Three, two-week sessions were conducted in each governorate (mcluding Lahj), 
w~ th  a total of 180 health care prowders trained The cmcu la  and traimng were developed and 
conducted by each governorate team with the support and oversight of OFC/JSI staff Trainee 
and Trainer workshop evaluations were consistently hgh, and trainee performance was also 
good, as measured by pre- and post-tests Thus, the tra~mng was useful both in terms of the 



format~on of training teams and the provision of structured refresher traimng to governorate 
health care providers However, both the traimng of tramers and the refresher tra~nmg were 
ent~rely funded by OFC Throughout the remainder of the OFC contract, it became clear that 
training teams such as these could only function as a part of donor-dmen act~vities, since the 
resources do not exist wthin the MOPH system for susta~rung them mdependently Add~tionally, 
there was no apparent improvement m the quality of services ava~lable in the health centers, 
whch was the purpose of the workshops For the most part, these two factors led the OFC/JSI 
staff to refocus further skill traimng efforts to on-site and on-the-job tramng for the duration of 
the contract 

Acute Resp~ratory Infections (ARI) management trarnmg 

A short, five-day course m managing ARI, one of the most s~gn~ficant sources of morbidity and 
mortality among children under five, was conducted for forty-five doctors in 1996 This traimng, 
conducted m collaborat~on with UNICEF, trained groups of 12-1 5 doctors from each governorate 
(includmg Lahj) It was to have been the first of a senes of such short courses on different 
topics With the revislon of the OFC contract m 1996, however, project resources were focused 
more specifically on t n m n g  that directly contributed to successfully developing the MCH/FP 
Health Center Improvement Model 

M~dw~fery slulls workshops 

In 1998 two workshops were conducted to increase and improve the slulls of mdwves and 
community m~dw~fe  trainers from targeted health centers Twenty-mne participants m these two- 
week workshops were prov~ded w th  theoretical and pract~cal trainmg in epls~otomy, suturing, 
use of the partograph for momtonng labor, family plannmg counselmg, and IUD insert~on The 
workshops resulted in Improved and increased availability of farn~ly planrung services and h~gher 
quality MCH care at OFC-supported health centers 

Health Management Information System @MIS) workshop 

A two-day TOT workshop was conducted for twenty participants from the four governorates 
(including Lahj) to introduce the health office staff to the new MCH HMIS system Part~cipants 
were then respons~ble for tra~mng health care prov~ders at health s~tes in their governorates In the 
use of the new MCH HMIS system 

On-s~te and on-the-job tra~nmg 

As mentioned above, off-site workshops were not resulting m ~mproved quality and services and 
off-s~te workshops requlre s~gnlficantly more resources than on-site tramng To elaborate, there 
are certain disadvantages to off-site workshops which mclude 

Partic~pants are often unable to transfer what they have learned m an off-site classroom 



setting to their health center work sites 

Providers and center directors who do not attend the off-site traimng workshop are often 
unwlling to practice and implement new slulls either because they do not understand 
them, or are unwilling to because of their lack of involvement and ownershp 

On-site, in-service training which included both didactic classroom instruct~on (mmi-workshops) 
and coachmg during service delivery, was provlded at the health centers Thls approach was 
found to be more effective in improving provider slulls and practices, and consequently the 
quality of services, than off-s~te tralmng workshop These were then followed up with regular 
technical assistance to providers and support to the tramers In some cases, staff trained through 
these m-service tramng activities went on to provide on-the-job traimng to other staff 

Stratew 2 Improve health center facilities and equipment 

Clinical equipment and furnishings 

In the MCWFP Health Center Improvement Model, provision of new equipment and fimushmgs 
enables and motivates health center staff to provide hgher quality services whch tends to attract 
clients Having functional clinical equpment and fimushmgs allows for work to proceed 
smoothly and efficiently The followng objectives were pursued in the provision of clinical 
equipment and W s h i n g s  

To provide a means by which to accomplish essential service delivery, by enhancing 
existing services, or by malung services posslble where there were none before For 
example, prenatal visits become more thorough with an accurate scale and height 
measurement, and a nebulizer allows chldren with respiratory infecbons to be treated at 
the center rather than be referred to a hospital 

To achieve h~gher quality of service, MOPH standards designed to improve the quality of 
services require that certain equpment and f h ~ s h i n g s  be available For example, 
service quality is enhanced by a screen whch prowdes pnvacy dunng an exam, and 
prowding an autoclave or a dry oven allows equpment for delivery and IUD Insertion to 
be stenllzed, thus reducing the nsk of infection 

Imulementabon and Actmibes 

a Identlfy health center needs for renovabon and equipment 
b Procure and distribute appropriate equipment 
c Conduct any needed training in the use of the equipment 

For each OFC target site, an equpment needs assessment was conducted by compmng the 
equipment available on-site w~th  the MOPH list of standard equipment for MCH centers 



In some cases, the OFC clmcal staff identified addit~onal and alternative equipment needs A 
list was compiled, by center, of those items which were missing, in poor cond~tion, or present in 
insufficient quantity T h s  formed the basis for the list of items to be procured Selected items 
were also listed for health w t s  associated with OFC target health centers, in order to assure that 
new community mldwives or murshzdat trained with project assistance would have appropnate 
equ~pment to work w th  The list of equipment to be procured was then developed usmg 
standard medical equipment catalogs, such as the one used by UNICEF, and procurement 
initiated following USAID procurement regulations The advertising, bid collection, ordenng, 
delivery, and shipment process was quite time-consung, lasting approx~mately ten months 
Basic h s h i n g s  for health centers (e g , desks, chairs, supply cabinets, file cabinets) were 
procured from local Yemeni manufacturers) 

U S and locally procured items were delivered to OFC facilities in Sana'a and then repacked and 
distributed to each health center Pachng lists were used to ensure that all items armed and to 
obtain signatures to document the "hand-over" from OFC to each health center 

Followmg delivery of the equipment, OFC staff visited the centers to assist in assembly of some 
items and in training of staff in the use of equipment w th  whch they may not have been 
familiar Continuous follow-up training and overs~ght was provided, and was crucial to assure 
that equipment was being used and maintained properly 

Faclllty Upgrade 

Fac~lity upgrades were done m all of the OFC sites, wth  the amount of renovation work c m e d  
out depending on the "baseline" condition and configuration of the site, the size of the site and 
need for addihonal space, and whether the site was to be a trsumg facil~ty The objectives of 
facility renovation were 

To create adequate space to accommodate all basic MCWFP services including prenatal 
care, family planrung counseling and services, chld health, dehvery, pre- and post- 
delivery, health education, immwzation, registration, and wsuting 

To renovatelrepm existing space so that service dellvery areas met reasonable standards 
for appearance, functionality for services, and ease of clemnglmaintenance 

Typical renovation work included repsur of walls and painting, creating partitions and/or 
removal of walls depend~ng on the spacial configuration of the rooms, repair and/or replacement 
of windows, repair and/or placement of ceiling fans, repar of electnc systems, repair of water 
and sewerage systems, repar of bathroom facilities including replacementhepar of fixtures, 
pipes, and tiling At trsumg sites, additional work included re-configuring space for didactic 
traimng rooms, and the renovation of hostel space in cases where cornmumties were unable to 
independently prov~de adequate facilities 



Imulementat~on Activities 

a Identify health center needs for renovation and equipment 
b Renovate facilities 
c Inspect renovated faciht~es and use of new equipment 

Assessment of fac~hbes 

The first task was developing a list of necessary MCWFP services that should be included in the 
health center, using MOPH standards, and estimating the minmum square meters of space 
required for each service Existing MCWFP facilities in each health center were then assessed 
according to these standards by the Health Center Director, Health Office representative, OFC 
staff, and a Consulting Engineer contracted by OFCIJSI In virtually all centers, current space 
was inadequate to accommodate basic serwces Additionally, sites selected for decentralized 
trainmg also required the identification of appropnate classroom space 

Each facility had to be assessed individually to determme how existmg space needed to be 
repaired, reconfigured, and augmented in order to deliver the baslc services, and to meet 
reasonable standards of service quality and efficiency A vanety of considerations had to be 
addressed, trade-offs considered, and compromises made in such vanables as the location of 
bathrooms in relation to the delivery room and service areas, prwacy for clients, and patient flow 
considerations In the end, the parties sat together to sketch out and agree upon the renovations 

Preparation of speclficatlons 

Since the management of building renovations required special, non-health expertise and 
expenence, a consulting englneer was contracted to provide advice on the feasibility of the 
renovations proposed (e g structural issues, cost considerations, alternative solutions), to prepare 
detailed specifications for biddlng purposes, to review contracts for potential problems, to 
supervise work in progress, and to provide certifications of completed work The local engineer 
contracted prepared specifications and drawngs based on the assessments descnbed above (The 
engineer ~mtially contracted was replaced with a more qualified and expenenced engineer when 
it became apparent that the first englneer was not capable of fulfilling h s  contract 
responsibilities ) All documents were prepared in Arabic and English Tlus was done by the 
consulting engineer's office to ensure that the correct vocabulary and terminology was used 

Rev~ew of spec~fications, revisions, and approval 

An essential aspect of the renovation process was that all parties agree on the work to be 
performed Once specifications were prepared, they were distnbuted for review by OFC staff, 
Health Center Dlrector, and Health Office staff (Dlrector General, Engineer, Public Health 
Department) Ths  was done to ensure that the space identified, the items and quantities required 
met those agreed upon dmng the facil~ty assessment Any modifications were then made by the 
consulting engmeer and the specifications were translated and resubrmtted to the above 
mentioned parties for final review 



In addition to the specifications and the associated drawmgs, the consulting engineer prepared a 
bill of quantities and set of biddmg documents whch were provided to the contractors The 
bldding documents included standards by which the work identified m the specifications was to 
be performed, like for example, the manner m which cement was to be mrxed, the type and 
qualrty of electncal wirlng or sewerage pipes to be used 

Identificahon of contractors 

Tenders for the renovations were advertised rn local newspapers and health office staff were 
consulted In order to identify appropnate contractors to receive specifications and bidding 
documents The Health Office admmstration and the Health Office engmeer were given a final 
list of the contractors that would receive the specifications Ths  was to ensure that they had no 
objections to the contractors who would eventually be considered for the work The Health 
Office itself had expenence wth some of the local contractors, whch proved to be a valuable 
source of reference information on the pnor work of potential contractors 

Potential contractors were contacted by the governorate office, notifying them that specifications 
and bidding documents were being distributed 

Preparation of b~ds  by the contractors 

Contractors were required to v~sit the sites in order to prepare their bids Questions about the 
specifications were directed to the consult~ng engmeer for clmfication 

Bids were opened publicly in the governorate offices, with the Health Office engineer and OFC 
personnel attending Th~s  process involved reading of the contractor's name and the total pnce 
of the bid for each facility Thus each contractor knew the total of the b~ds  by all other 
contractors This transparent process served to reduce questions and charges of favoritism later 
on The contractors were informed that all the documents submitted to the governorate office 
would be sent to Sana'a for review by the OFC office and the consulting engrneer 

Selechon of the contractors 

The consultant engineer and OFC staff reviewed each bid Critena for selecting the contractor 
included completeness and presentation of the b~d ,  pnce, relevant work hstory and references, 
and assurance that schedules would be met Meetings were held to discuss the final selection and 
consensus was reached regarding the winnrng bids The OFC Sana'a office wrote directly to the 
contractors mforming them of OFC's decision on their bids These letters were faxed to the 
governorate offices for distribution to the contractors It was important that the governorate 
offices remain separated from the selection process due to the sensitive nature of contract 
selection m order to avoid any appearance of conflict of mterest 

Standard contracts were prepared and used in all governorates After selection of the contractor, 
an appointment was made by the consultlng engineer to visit the site with the contractor before 
work began to ensure that the work and contract was clearly understood Once the final details 



were worked out, the contract (in English and Arabic) was sent to the governorate office for 
review and signature by the contractor A health official, e~ther the DG and/or the HO engineer, 
were asked to, and usually, signed as wtnesses 

Supervision of the renovation work 

Under contract terms, each contractor was to assign a supervisor to ensure that the work 
proceeded according to the schedule and the specifications Progress was monitored routinely 
during s ~ t e  visits by OFC and Health Office staff More formal supervision visits to the sites 
were made by the consulting engineer to inspect work completed and ensure the work was 
completed followng the specifications, to indicate whether work required under the contract 
payment schedule was completed, and to review requests for additional work that was unforseen 
but necessary to complete the renovat~on (e g , the d~scovery of faulty urlnng or blocked sewage 
pipes) These visits were generally attended by the Health Office Engineer, OFC staff, the Health 
Center Director, and the contractor 

In~tial inspection certificates were ~ssued to sites when the work was completed After issuing 
the initial mspection certificate and venfication by the consulting engmeer, the contractors were 
paid all money due to them except for the 10% retamed Notes were made for mmor ~tems not 
fully addressed by the contractor Once the contractor notified the local OFC oflice that these 
minor items were addressed, a vis~t was scheduled by the Sana'a Office to send the consulting 
engineer to conduct the final inspection Final inspection certificates were issued when all work 
was completed and there were no outstanding items Notes from the previous irutial inspection 
were reviewed to ensure that the contractor fulfilled all commitments 

The final 10% retained was paid to the contractor approximately 90 days after the initial 
inspection Dmng thls time penod, if any faulty work was discovered (e g , plumbing, fixtures, 
doors and wndows) dmng normal use, the contractor would be sent back to rect~fj  the problems 
at his expense All contractors were required to issue one-year guarantees for the work they 
completed in the centers 

Strate@ Improve clinical and management practices 

Cimcal Standards Improvements 

The clinical techmcal ass~stance provided by OFC to support the MCWFP Health Center 
Improvement Model was des~gned based on the following objectives 

To upgrade the quality of service delivery by introducing or reinforc~ng climcal standards 
and guidelmes 

To increase provider slulls and knowledge 



. To promote increased use of health facilities by clients 

a Focus on priorlty problem areas for OFC ~ntewention Infection prevent~on, family 
planning, antenatal care, diarrheal diseases, immunuation, record keeping drug 
supply and user fee 

b Develop and introduce protocols as appropriate 
c Provlde Technical Assistance (TA) in use of protocols and in solving priority 

problems 
d Evaluate improvements at the health centers 

An initial assessment of the targeted health centers confirmed the followmg general condit~ons 
providers were few m number and needed improved sk~lls, greater motivation and improved 
supervision While all centers needed assistance, there was substantla1 variation fiom center to 
center and governorate to governorate Centers in Hadramaut tended to be better developed than 
those in either Hode~dah or Hajjah, but still needed improvements in the quality of care available 
Centers in Hajjah, at the other end of the spectrum, generally had few female providers and 
therefore offered virtually no MCWFP servlces A vanety of approaches were used to provide 
assistance to target centers 

Protocols and guidelmes 

Protocols and checklists were designed and introduced to improve the quality of climcal practices 
In infection prevention, prenatal care, postnatal care, dehvery, health education and rehydration, 
family planning, and HMIS These complemented and supplemented the MOPH booklet, 
"MCWFP Standards", whch prov~des more detailed clinical information on a vanety of 
interventions These tools were used during supervisory visits to momtor service dellvery 
practices and as the basis for techrucal ass~stance to improve services Service providers were 
instructed to util~ze them as reference and self-momtonng tools by posting them on the walls of 
the appropnate service delivery areas Based on expenence, and to ensure that these protocols 
were used routinely by providers, a complementary set of step-by-step "guldelmes" for clinlcal 
practlce were developed in the areas of 

Delivery 
Antenatal Care 
Vaccinahon 
Dlarrhea ControVOral Rehydration Salts (ORS) 
Family P l m n g  
Postpartum Care 
Infection Prevention 
Registrat~on and Record keeplng 

These guidelines (see attachments) were c~rculated to the MCH departments of governorate 
Health Office for comment, resulting in some minor modifications The guidelines were then 



printed on bnghtly colored paper (a different color for each servlce area) and permanently 
lammated in plastic for postmg in the appropriate service delivery area These guidelines are 
meant to guide and remlnd experienced service providers of the step-by-step procedures in the 
particular area of servrce delivery 

Techn~cal Assistance (TA) 

While techmcal assistance and on-job training was provided for all MCWFP interventions, more 
emphasis was given to those areas that would yield the greatest results m qualrty improvement 
and service utilization, and for whch providers seemed to need repeated instruction These areas 
included infection prevention, antenatal care, and family p l m n g  counseling Infection 
prevention was identified as a clinical s l l l  that requires frequent reinforcement, so it was 
emphasized frequently by both clinical staff and governorate teams Techca l  assistance also 
focused on improving the quality of antenatal contacts, including encouraging cllents to return 
for follow-up visits In a soclety where many factors irhbit the use of fam~ly p l m n g  services, 
it IS important that providers give clients good counseling and accurate information, and that they 
are able to provide appropnate methods Technical assrstance therefore focused on increasrng 
and improvmg counseling and commmcation slulls, and providing trsuning in IUD insertion 

Outreach 

The importance of outreach to increase contact w th  potential clients is clear, so project staff 
worked both with exlsting providers and cornmunlty midmfe trainees to encourage and facilitate 
home vlsiting Outreach had a noteworthy effect on mcreasing OFC contract quality of service 
performance as measured by the number of antenatal visits, immumzation rates, and couple years 
of protection All indicators increased markedly as outreach activities intensified It is important 
to emphasize w t h  providers, center directors, and community members that outreach must be a 
part of the established routine of every health center 

Evaluatmg health center ~mprovements 

Health center improvements were momtored through regular field vislts, trackrng of MCH data 
through the MCH HMIS, and the use of two momtonng checklrsts (one momtonng the quality of 
cl~mcal services, and one momtonng the furmslungs, equipment and facilities) developed for this 
purpose 

Each center was usually visited W c e  a month by OFC staff together with Health Office staff 
Slte vlsit reports were wntten for future reference and follow-up MCWFP data was collected 
each month The OFC contract identified four climcal and management areas in whch to track 
health center improvements and contract performance the number of antenatal visits per 
pregnant woman, the number of immunizations, famdy planrung couple years of protection, and 
three areas of supply stock-outs (iron folate tablets, oral contraceptives, and ORS) These two 
checklists were used each quarter at each center to momtor the centers service and facilities 
performance Based on the results of these checklists, each center was scored quarterly, mth 
sixty percent determined to be a passing score 



Finally a comparative management assessment was conducted at the end of the contract using a 
more general checklist This comparative assessment was conducted by a team of local Health 
Office staff and used to rank the OFC centers withm each governorate While no passing or 
failing grade was issued, each center earned points and were rated and compared to the other 
OFC-supported centers 

Management Improvements 

The MCH/FP Health Center Improvement Model could not be viewed as a stand-alone effort at 
the health center level, indeed, all initiatives had to be coordinated through all tlers of the health 
care system, including the central MOPH, Health Offices, health centers and other service 
facilities, and communities Accordingly, the following basic management objectives were 
established 

a to support MOPH imtiatives (e g cost sharmg, commuruty mldulfe traimg, 
decentral~zation) and to Incorporate them mto contract and health center management, 

. to establish OFC Governorate Teams that work withm existing Health Office structures to 
support Distnct/Health Center MCH initiatives, 

a to strengthen Health Office supervision and oversight of MCWFP lnltiat~ves withm the 
respective Governorates, 

to introduce guidelines, standards and systems for improving the management of 
MCHIFP services w i t h  a Health Center context, 

a to strengthen commuty  involvement In the management of DistrdHealth Center health 
services, 

a to improve the management and integration of MCWFP services w t h n  Distnct/Health 
Centers 

a Focus on pr~orlty problem areas for OFC lnterventlon infection prevenlon, family 
planning, antenatal care, diarrheal d~seases, ~mmunlzabon, record keepmg, drug 
supply and user fee 

b Develop and mtroduce protocols as appropnate 
c Provlde TA 1n use of protocols and m solving pnonty problems 
d Evaluate improvements at the health centers 

The need for management improvements withm MCWFP service systems was identified m the 
des~gn of the OFCfJSI contract and the Model The on-site baseline assessments conducted at 



each center ~dentified specific areas requlrlng improvements, including 

supervision and monitonng systems 
health management mformation systems (HMIS) 
specificat~on of employee job descriptions and respons~bilities . team work and commu~llcation . integration of, and referral between, MCH and curative health servlces . admlnistrat~ve and financial controls 
commuty  involvement m management 

Followng imtial assessment and baseline data collection, attention centered on assisting the 
MOPH m the design and introduction of a new HMIS system for M C W P  through early 1997 
Thereafter, emphasis was placed on management improvements through traimng the staff of 
Health Offices, health centers and cornmwty representatives Techca l  assistance was also 
prov~ded on a contmuous basis to Improve day-to-day management practices 

Health Management Information System (HMIS) 

While health information pertamng to MCH services was generally ava~lable through the MOPH 
data collection system, most health officials (at all levels) questioned the accuracy and ut~lity of 
this data (Th~s was confirmed when it took considerable time and work to determine and 
establish accurate baseline data for the workplan and indicators ) Therefore, the development of 
an information system was seen as one of the necessary first steps in improving management of 
MCWFP services 

The OFC team assisted the MOPH MCH Division in developmg an Improved M C W P  HMIS 
New standardized forms, cards and registers were designed, data collection procedures were 
s~mplified and made more logical, and some information of dubious usefulness was ellmmated 
from the system Next, Health Oflice staff participated in a OFC sponsored Traming of Tramers 
(TOT) in using the new system Governorate teams cornpnsed of OFC and Health Office 
officials subsequently provided practical tramlng to health center personnel at sites m the 
governorate providing MCWFP services Attend~ng the on-site tramng were MCH personnel, 
Health Center Directors and doctors at the health center traimng locations A protocol and 
checklist (see attachments) for assessing the quality of data collection was developed and used by 
staff and Health Office personnel to ensure the accuracy of the record keeping and reportmg 

The introduction of a reliable HMIS system was certainly a significant step, but it was only the 
first of several on-going actions taken to improve the monltonng and analysis of the HMIS by 
users and to establish the HMIS as a basis for health center planrung and pnonty setting These 
other actions included 

. Routine on-site momtonng by OFC Governorate Teams (mcluding Health Office offic~als 
and OFC/JSI staff), . Monthly monitomg of health statistics by health center MCH staff Graphs charting 
several important clinical mdicators were utilized both to introduce the concept of 



monthly monitoring for management purposes, as well as to ensure that staff were 
attendmg to those ~nterventions wbch were more likely to improve performance and 
servlce utilization, . Priority setting and plamng imtiatives established through OFC-sponsored Management 
Training Workshops 

Management Tra~nmg 

As the project progressed, ~t became clear that management tralnlng should focus on those issues 
that most directly address the quality of services, and on the orgamzational relatlonshps that 
support services This is m contrast to the original traimng plan, whch would have provided 
more general management traimg to semor personnel at the central MOPH and at each Health 
Office The programmatic targets for MCWFP contained in the M~nlstry's Five-Year Plan would 
have been used as the bas~s for formmg broad management plans at the central and Health Ofice 
levels to meet those targets Whde t h ~ s  type of traimng would certainly be useful, it would not 
have addressed the very specific, day-to-day operational problems whch impede the quality of 
services at the health center level Nor would it have focused on the relationshps between the 
Health Offices, health centers, and communities wh~ch are vital to the present management and 
future improvement of services Thus, the tralmng focus was shfted to a more pract~cal 
examinat~on of the management problems that face health centers on a daily basis 

Worhng wrth the Director Generals in each of the three OFC Governorates, and using data from 
the onginal needs assessment of target centers, lesson plans were developed for a five-day health 
center management workshop for health center directors, MCH d~rectors, Health Office staff and 
community leaders The reason for t h s  grouping of partrcipants was to improve the integration of 
MCH withm the health center setting, and also to reinforce the role of the cornmmty in health 
center decision-malung Health Office D~rectors were also ~nv~ted  to attend and part~cipate in the 
traimng The lesson plans addressed four major health center management needs 

Roles and Responsibilities of a Health Center . Health Center Supervision and Team Buildmg 
Job Descnptions 
Problem Solving, Pnonty Setting and Planrung 

Key strategres wtlun the traimng were to 

Work wthm ex~st~ng MOPH guidelines, . Improve the integration of MCH w i t h  other health center services, 
Clmfy the community's role m health care improvement, 
Identify specific health center assignments followng t r m n g ,  . Involve the Health Office in momtormg and supervlsmg workshop dec~sions 

The five-day Management Training Workshops were held once ~n the Hajjah, Hadramaut and 
Hodeidah Governorates respectively, w~ th  approximately 30 part~cipants at each session The 
fourth workshop in t h s  senes was a Health Ofice Director Generals' Meetmg The purpose of 



this meeting was to 

review the results of the management traimng workshop and how the centers were 
implementing their action plans, 
review health center progress on key mdicators and recommend plans of actions for 
continued MCH activities and support, 
review and prepare for the comparative health center management evaluations 

In general, the importance and impact of follow-up support and supervision is a cntical factor in 
improving the provision and management of services Providers were motivated to improve their 
performance when supervisors provided senous support and follow-up, and cared about malung 
improvements and ach~eving results Providers were equally indifferent when supervisors were 
indifferent to performance 

Management Evalualon 

The Management Workshops were followed up through bi-monthly, on-site review A 
comparative management evaluation emphasizmg overall MCH management was undertaken to 
review the progress made by each health center in implementing their plans Accordingly the 
health centers undertook a re-examination of their servlces in order to adequately prepare for the 
process 

The pnmary objectives were to enable the Health Office to 

Identify and plan for future management support requirements, 
Prov~de each health facility w th  a qu~ck analysis of their strengths and weaknesses in 
comparison to other locations, 
Enable government representative to recognize the achevements of health facilit~es in 
improving MCH service delivery 

Major evaluation areas included 

Health facility team management (emphasizing integration of MCH into the facility 
decision malung process) 
Interactions between cornm~~llty and the health facility 
Interviews with female health facllity cl~ents about MCH knowledge and opimons 
Exammation of the MCH registration room and use of health statistics 
Management of MCH traimng 
Management of MCH climcal servlces and equipment 
Interaction between MCH and EPI, doctors, pharmacy, etc 
Cleanliness of the health facility and infection control systems 
Financial management 

The result was a one-page report which was distnbuted to all centers identifying both strengths 
and areas requiring improvement, including a comparative matnx on how centers scored in 



companson to other locations in the Governorate 

Fee Collection Tralnmg 

Since the 1997 elections and subsequent ministerial reorganization, a major MOPH inrtlative has 
been to explore methods and systems for decentralizing programs and activ~ties and empowering 

communities to share in the operation of traditional government institutions and programs The 
MOPH developed a number of concept papers whch led to the MOPH "Cost Sharing Program " 
The Cost Shmng Program has a number of components, one of whch IS the retention of fees 
collected at the districthealth center for the purpose of providing incentives for health workers 
and for the purchase and maintenance of needed supplies, matenals and equipment 

OFC's initial 1995 management assessment (see attachments) included an exammation of user 
fees collected by health centers The survey reported vastly different procedures for collecting 
fees in the health centers, with few controls for "non-government" fees (fees charged beyond the 
Government prescribed level) 

To implement a pilot cost sharing program, a fee collection trainlng program was designed that 
would be consistent wlth any irutiatlve finally adopted by the MOPH As a starting point, a 
rapid, in-depth examination of fee collections at the health centers was conducted OFC staff 
then met jointly wlth the Director Generals m the Hodeidah and Hajjah Governorates to revlew 
the survey findings and to determine what correctwe action was required Based on these 
discussions and w ~ t h  the approval of the DGs, a three-day trainrng workshop was developed for 
improving the book-keeping procedures and financial control mechamsms used in the Health 
Centers This was then conducted on-site at each center by a Yemen1 financial expert, wth  
expenence in the Hodeldah Health Office, who was selected to lead the trarrung A simplified 
financial record-keeping system was introduced whch provided for Improved management of 
both revenue (including any revenue increases whlch might result from the Cost Shmng 
Program) and expenses (includmg addtional expense items, such as salary supplements or 
facllity maintenance, that might become part of the Cost Shmng Program) 

Component 3 Community and lnd~vldual partwpat~on Increased m three governorates 

Stratew 1 Promote community, health center, and Health Office cooperahon to 
Improve MCH/FP servlces 

In order to acheve the contract rndicator to increase the level of individual and commuruty 
participation in Health Centers, the followng objectives were pursued m t h s  component of the 
Model 

To ldentlfy methods and mechamsms for commuruty support 

To develop, implement, and morutor Comrnunlty Partnershp Agreements whch 



identified the roles and responsibilities of OFC, the commumty, the health center, and the 
governorate Health Office m lmproving the quality and quantlty of MCWFP services 

To facilitate the establishment of local health committees to support Health Centers 

a Raise community awareness of the benefits of MCWFP and sollclt support for 
MCWFP actlvltles 

b Determme the health center and the Health Office mputs 
c Ass~st commun~tles m developmg a plan for supportmg MCHIFP 
d Prepare Community Partwpation Agreements (CPAs) and obtam s~gnatures of 

parties 
e Momtor the performance of all partles m implementmg their agreement 
f Document th~s  portron of the model How ~t works, what IS costs, problem areas 

Note The activities that were carried out in implementing t h s  strategy overlapped wlth the 
implementation of Program Strategy 2, "Involving the commumty in the traimng," under 
Component 1, "Sustamed female staffing established in centers m three governorates" 

I n ~ t ~ a l  Assessment 

Initlal assessments revealed that commuty  mvolvement in the Health Centers was generally 
limited, and In many cases non-exlstent There was evidence at many centers of past support for 
building construction, equipment purchases, and drug donations Unfortunately, the community 
leaders' involvement in health center activities tended to be on occasions when conflicts arose 
between center management and local influential ind~viduals 

Introductory Meetmgs with Communities 

At each site the health center arranged an introductory meeting with the commumty to d~scuss the 
project's objectives and planned activities for lmproving quality of MCH/FP services In nearly 
every center the director took the lead role m orgmzmg t h s  commuty  meeting After 
numerous discussions m whlch the directors were encouraged to begin, it was suggested that they 
invite people that they knew and respected, people who use the health center, and those whom 
they knew were interested in health issues 

The focus of this imtlal meeting was to introduce the OFC project to the community, its 
objectives, and its emphasis on facilitat~ng the improvement of MCH/FP services in the center 
(e g , focus on prevention rather than curative) The project was descnbed accordmg to ~ t s  major 
components of trsumng, climcaVmanagement improvements, and commun~ty participation, w ~ t h  
explanations of the rationale for each component Following the OFC presentatlon and 
overview, the community members and health center staff shared their thoughts about the project 
and c o m m u t y  participation Many men attended the meetings and, whle the types of 
participants vaned, they generally represented a cross-section of the community such as health 



center staff, teachers, local merchants, farmers, pharmacists, local government representatives, 
leaders of polltical parties, and local community leaders (sheikhs) The most active participants 
in the meetings were usually the local comrnumty leaders Many reaffirmed the importance of 
community participation m improving the services at the health center and agreed that the 
government does not have adequate resources to meet the needs of the center and the commuty  

Some common concerns raised by community members at the lnltial meetings were 

the lack of ind~vidual and community resources to support centers and participate in 
center or OFC activities, 
the need for services not being adequately provlded by the centers -- among priorities 
identified were laboratory services and medical specialists, 
the lack of adequate government support to provide qualified staff, essential drugs, 
equipment, and continued maintenance of the centers, 
the perception that Health Centers had poor leadershp, management, and lack of staff 
commitment, 
the perception that mismanagement of funds and potential corruption could result from 
charging patient fees, 
the perception that it IS the government's responsibility to provlde health services and the 
commmty does not have the resources to provlde them on its own, 
the percephon that community contnbutions to the centers would be mismanaged or 
misused, 
the perception that the Government (Health Office or central MOPH) would not honor ~ t s  
commitment under any agreement reached 

Nearly all communities expressed the need for the project to contribute first and they would 
follow w t h  necessary contnbutions from their slde They also requested guidance concermng 
appropnate community contnbutions Accordingly, plans to support the MOPH c o m m u t y  
midwfe tramng program were discussed, including ways the commmties could support t h s  
effort 

Dmng these irutlal meetings, it was stressed that the project could not begin without fm 
comrmtrnents from the commumties While h s  made good sense from an accountability 
standpoint, lt did create difficulties w t h  many cornmumties that were reluctant to commit until 
they saw tangible evidence that the project and MOPH would provide the promised inputs 

A mlrumum level for commmty contnbutions was established at these meetings, including 

rn Recruitment of candidates for community midwlfe training, 
F m s h e d  accommodat~ons for trainees and trainers in sltes where commmty midwife 
tramng centers were to be established, 
Contribution toward stipends for tramees whle m tralmng (25% of the MOPH 
recommended stipend, equaling 500 Yemeru Rzals (YR)/month/trainee), 
Establishment of health comrmttees to finalize, approve, and follow-up commumty m- 
puts identified in the partnershp agreements and to act as a liaison between the 



community and the Health Center It was envlsloned that the health committee would 
eventually take on the role of helping the center identify pnonties, and develop plans and 
activities for the future (1 e after completion of the contract) 

Developmg and slgmng Partnershlp Agreements 

The concept of the Partnership Agreement (see attachments) was introduced in the initial 
meetings w th  the communities Its purpose was to ensure that all parties -- Health Office, 
commumty, Health Center, and OFC - would be clear about their roles and responsib~lities It 
was envisioned that getting clear commitments early on would increase commutllty and Health 
Center ownership of the project and would eventually result in sustainable achevements beyond 
the project penod 

It was necessary to draft, sign and implement these agreements qwckly so that other sequenced 
activities (commumty mldwife traimg, renovations and climcal and trainmg equipment 
procurement) could begin or continue 

Draft partnership agreements were presented first to the Health Office, and then to the Health 
Center and the commumty It was cntical to get Health Office support of the agreement pnor to 
presenting it to the cornmunlty since the Health Office was the pnme supporter of the Health 
Center, and would be there long after OFC ended The Health Office also had many 
responsibilities under its section of the agreement and was cntical to the success of the project 

The Partnershlp Agreements were usually signed at large commuty gathenngs where the terms 
of the agreement were read aloud for all to hear Representatives of each partner orgamzation 
would then sign the docurnent/agreement 

Introducmg Health Comm~ttees 

The importance of establishing health committees was stressed early on and was a key 
component of the Partnershlp Agreement Thls was not only to serve the project's goals of 
establishmg a mechanism to facilitate improved commuty and mdividual participation but also 
was consistent wth  the MOPH's decentralization approach under a Distnct Health System 
Each dlstr~ct was to have a health committee that would provide direction through needs 
assessments, pnonty settmg, action-plannmg, resource management, and evaluation Although 
the committees established for the Health Centers were less broad m purpose and were focused 
geographically on the area immediately surrounding the Health Center, it was envisioned that 
these could serve as models for, or components of, larger, distnct-mde committees 

It was consistently commmcated that it was up to the commumty and the Health Center to 
decide on membershp Cntena for selecting committee members was developed and Included 
items such as status as a respected member of the commmty, hlstory of commumty service, 
Interest and knowledge of health and health-related services, and time and w~llrngness to attend 
meetings 



The importance of including local government representatives fiom the communities was noted 
early on Although some were not necessarily supportive or interested in the activities of the 
center, it was important for them to keep informed about the Health Center and project activities 
for a variety of reasons, including their linkages wth  local government systems, leverage in 
dealing wth  local political problems, and official accountability for followng up on community 
commitments 

Forming health committees prior to the draftmg of the community participation agreements has 
advantages such as building commuty understanding, advocacy and support for preventative 
MCH services, building capacity and awareness of the community group fiom the outset, and 
making sure the commuty is committed to project activ~tles and wl l  take the ownershp that is 
essential for sustamability The major disadvantage is that t h s  is a time consuming process 
which must begin with the initial assessment If it is not possible to first develop the 
committee, each partnershp agreement should include a wntten commitment by the comrnumty 
to form a committee Thls reinforces the emphasis on building trust between the Health Center 
and the commuty  and improving accountability of the Health Center In t h s  case, almost all 
partnershp agreements had to be signed before forming the health committee, due to time 
constraints 

Establishment of Health Committees 

Throughout the processes of sigmng, mplementing and momtomg Partnershp Agreements, 
finalizing membershp in the health committee remaned a continuous challenge Intensive 
intervention and assistance was needed to facilitate the formation of committees in the rnajonty 
of centers in all three governorates Commuty members and Health Center directors and staff 
expressed the need for additional assistance in guiding the health committees They were not 
clear about their roles and responsibilities Also, they had difficulty pnontizing the many 
problems faced by the Health Center 

As mentioned earlier, centers did not always form commuruty boards before the partnershp 
agreements were signed However, formmg the committee early on has distinct advantages 
whch include 

An established board can develop pnonties and an action plan as part of the agreement 
Ths  can result in a broader agreement that addresses a range of program and management 
Issues 

8 An established board can increase accountabihty m implementing and following up the 
comrmtrnents in the agreement . An established board has increased sense of ownershp of an agreement that was drafted 
cooperatively by all partners 

While most of the centers had a list of names of frequent attendees of meetings, it was useful to 
ask them to finalize the membershp in writing Th~s  also gave OFC the opportuty to further 
guide committee selection, such as requests to include the names of female representatives that 
could serve on the c o m t t e e  



Strengthening Health Comm~ttees 

To enhance sustainability and the development of the community board structures, "board 
development" activities were conducted to assist the committees In definlng thelr roles and 
responsib~l~ties and setting pnonties, whrch many of the committees found difficult to do 
Therefore, OFC undertook health committee workshops which aimed to 

Ra~se the committee members' awareness of local health problems, prevention of these 
problems, and the importance of defimg roles for both the Health Center and community 
in addressing problems Many of the committee members were focused on adding 
curatlve servrces to the centers and demonstrated limited understandmg of the Health 
Centers' role rn prevent~on 

Better define the health comrnrttee's role and responsrbil~ties m the commumty and to 
define operating procedures, such as when to hold regular meetings, how to formalize 
decisions and how to elect new members 

Facilitate the development of a workplan for the r emamg project penod and beyond, 
making sure the workplan includes activibes which address the commumty's agreed-upon 
priorities Most of the committees had rdentrfied many problems in the center, but had 
trouble pnontizing these problems and orgaruzrng activities to begin to solve them The 
workshops helped them develop a workplan that would focus therr work, assrgn 
responsibilities, and give them reasonable target dates for completion In seelung future 
assistance thls would also serve to demonstrate that they were well orgamzed and were 
able to set pnonties 

Emphasrze the importance of teamwork and problem-solving in developing and carrying 
out thelr workplan It had become apparent that Health Centers and the committees tend 
to rely heavily on very few members rather than trying to distribute responsibilrties and 
involve more individuals m the problem-solving process 

The workshops resulted in a senes of health committee documents (see attachments) prepared by 
the committees themselves which will guide their future work These include 

Overall goals of the Health Committee 
Responsibilities of the Health Committee 
Operatmg procedures of the Health Committee 
A list of needs and problems ln pnonty order 
Objectives for addressing these pnorities 
A workplan including activities, responsible parties and target dates for completion 

The effectrveness of the health committees vaned considerably and their sustainability is difficult 
to predict Those most successful and with the greatest chances of sustamng themselves and 
therr activities are those which are meeting on a regular basis, that have strong leadershp, and 
who are worhng out problems and issues independent of outside mte~ention 



B Successes, Constramts, and Lessons Learned 

This section descnbes achievements of the OFC project, as well as constramts encountered 
during implementation of the Health Center Improvement Model With each constrant, possible 
solutions are also recommended Successes, constramts, and lessons learned are orgamzed and 
presented by each of the Lower Level Result components 

Contract achievements, as measured by the contract indicators, are summanzed in section VI , 
"Progress Against Contract Performance and Special Objective Indicators" 

Component 1 Sustainable female staffing establrshed m centers 1n three 
governorates 

Successes 

The decentralized traimng of female health care providers was c m e d  out successfully in 
remote rural locations 

The traning introduced MCWFP services in some centers and commmties for the first 
time, and substantially mcreased the amount and quality of services avadable at all 
centers 

Decentralized trailmg of female health care providers increased the number of 
commmty midwives and murshdat by approxmately 200, many of them m areas whch 
were wthout previous MCWFP services 

Commmty involvement and support of health care activities mcreased in many places 
where previously it had been mimmal 

Constramts Problems encountered and solufrons used 

Decentralized tramng of t h s  magmtude and complexity had little precedent in Yemen Dealmg 
with the many challenges that arose requred substantial project tune, resources and energy from 
OFC, MOPH, Health Office staff and community members Recogmtion of these problems and 
approaches to their solution w11 be important to the MOPH as it takes over more duect 
responsibility for t r w n g  activities in the future 

Inadequate curr~culum It became apparent early in the traimng that the new 
curriculum for traimng commumty midwves was a syllabus with too little t e cbca l  
content (especially for mexpenenced trainers) and that there was a lack of reference 
matenal available in Arabic to aid both tramers and trainees 

Solubon A vanety of "stop-gap" measures to ameliorate these problems were used, 
including the provision of supplementary reference matenals, and most sigmficantly, the 



provision of technical assistance and ~n-service training to tramers While future training 
efforts will benefit from the supplementary materials, lesson plans, and testing materials, 
a worthwhle effort for a future donor would be completing, improving and expanding the 
curr~culum This would enhance the quality and consistency of the training In addition, 
the need for frequent, slulled supervision of the training cannot be over-emphasized In 
t h s  demonstration of the Model, two experienced training consultants were hred to assist 
in developing lesson plans, improve didactic and practical trainmg techniques, and to 
monitor and support the traimng to assure the hghest possible quality standards 

The traimng consultants, like all OFC staff, maintamed close worlung relationships with 
MOPH and HMI personnel in their supervisory activities MOPWHMI supervisors were 
given the opporturuty to accompany staff and consultants on supervlsory vis~ts, were kept 
advised of problems and progress, and were invited to give their input on the content and 
management of these and other project activities Time and resource constrants limited 
their ability to fully participate in these supervisory activities, however 

Need to replace trainers There is a very short supply of qualified or expenenced 
tramers for this type of tramng in Yemen For a vanety of reasons, trainers are not 
always able to remain at then- assigned centers for the duration of traimng Personal or 
family problems led to the resignation and/or reassignment of a number of OFC- 
supported tramers during the course 

Solution In the first instance efforts should be made to increase and improve the supply 
of qualified commumty midw~fe trainers The demand is currently much greater than the 
supply Traners should be assigned to centers where they wl l  be more likely to remaln 
Proximity to their homes and farnilianty with the commumty are factors to be considered 
Provision of ongoing support (both professionally and personally) also helps Smce some 
attr~tion is inevitable, however, it IS important to continue the recru~tmg of trainers even 
after the commencement of trammg, and to conduct "mim-TOTS" to prepare new tramers 
to take over in mid-course Tramers identified m thls process can be held "in reserve" so 
that tralning is not disrupted by the abrupt departure of a trainer 

Trainee absentee~sm andfor poor performance Whle MOPH policy on these issues is 
clear (guidelines are wntten and specific), Health Offices and HMIs are often reluctant to 
enforce them sinctly In the experience of OFC, there were a few trainees that were 
frequently absent, or who had failed exams, but were not removed from the traimng in 
accordance wth  MOPH gmdelines 

Solulxon Project or donor staff must properly defer to the MOPWHMI supervlsory 
system to make and enforce these types of decisions When timely decisions were not 
made, frequent follow-up wth  wntten notification of all parties (mcludmg the central 
MOPH and HMI) was requ~red to prevent absenteeism and poor performance from 
reducing the quality of tra~mng 

Follow-up with communibes and logistical support Follow-up with commumt~es to 
assure thelr contlnulng coninbutions to the training according to the Commwty 



Partnership Agreements was a continuous and labor-intenswe process Similarly, the 
resolution of day-to-day problems (e g , water and electricity availability) required 
substant~al staff tlme 

Solution Strengthen comrnwcat~ons between the trainers, commwty boards, and 
Health Center directors whenever possible to resolve these problems, since it wl l  be their 
responsibility in the future 

Lack of deliveries for prachcal training Few decentralized traimng centers have 
sufficient delivery caseloads to allow tramees to meet the muumum requirement of 
attending 20 delivenes 

Solutlon Tra~nees were taken to fac~lities with a lugher volume of delivenes, and the 
number of on-site deliveries was maxlrn~zed by increasing outreachhome vis~tlng efforts 
This requires additional resources, and like other trainmg-related activities, requlres 
substantial staff effort for plamng and execution It should also be part of the overall 
national planning for the decentralized mdwfery traimng program 

Lessons Learned 

Preparation, operation, and supervrslon of decentralized trainmg centers is complex 
and labor-intensive Managing the t r a m g  centers proved to be one of the most time 
and energy consuming aspects of the Model It required constant follow-up and all 
problems encountered, at least initially, were referred to project staff rather than handled 
by the centers or communities involved Nevertheless, cornrn~~llcating and 
demonstrating problem-solving slulls to the trainers, trainees and Health Center directors 
had begun to yield positive results by the end of the project 

Training site selection should take a vanety of "success factors" into account The 
traimng sites that operated wth  fewest logistical problems, and therefore wth  fewer 
d~stractions from t r a m g  qual~ty, tended to be those that 

had previously been used as traimng sites, 
had reliable supplies of water and electricity, better transport, more accessible 
markets, and more access~ble sources of cl~mcal supplies, 
had more expenenced and slulled directors who are able to solve problems and 
generate cornmumty support 

Candidates for mldwifery are not available ln all areas The educational levels of 
women vary across geographc areas of Yemen, and some areas lack women with the 
educational qualification to enter midwfery traimng Tlus problem can be dealt with in 
at least three ways 1) Trainrng m such areas can be deferred until such time as the 
educational level of women nses, 2) Attempts can be made (including, perhaps, incentive 
systems) to find trained m~dwlves wlling to l~ve  and work m these areas, or 3) Lower- 
level prov~ders whch require lower educational levels (e g , murshzdat) can be trained 



Selecbon of trainees is subject to local polibcs Participation in training programs is 
sometimes viewed as a prestige-conferrmg and/or economic benefit, rather than as an 
opportumty to gain slulls or serve the community Despite a rigorous, objective selection 
process, a few trainees were in the training for the prestige, and may never become 
midwves In some instances, when these tramees' participation was challenged, the 
traditional local authonties intervened and made it difficult for traimng to continue 

Finding slulled trainers for decentralized community midwife training is difficult 
For important capacity-building and sustainability reasons, thls project consciously used 
as many Yemen1 midwives as possible as trainers The small numbers of skilled trainers 
available, and the reluctance of many of them to move to remote locations, made thls 
decision difficult to implement As a result, the trainers' rmdwifery and teachmg slull 
levels vaned considerably It is unclear whether hgher salary levels would motivate 
some additional hghly slulled trainers to accept remote teachmg jobs Based on 
expenence, having the nght trainers was a key success factor, the nght slulls and 
personality can avoid many problems and more easily resolve others 

rn The MOPH-sponsored training of trainers (TOT) prlor to the commencement of 
training was essentral, but had some serious shortcomings Given the vanable slull 
levels of trainer canhdates, the MOPH's insistence on a three-month TOT was well 
conceived Many trainers gained valuable slulls, the lack of which would have senously 
compromised the commumty midwfe trainmg However, the cumculurn for midwifery 
traimng, assembled quickly in advance of the TOT, was little more than a syllabus It did 
not provide the less expenenced trainers w t h  the detailed guidance (e g lesson plans) 
that they needed Many trainers' climcal siulls need to be improved The next TOT 
should include midwifery slulls traimng (MOPH plans now include a much longer 
(mne-month) TOT course, whch, if well-executed, should address t h s  problem ) In 
retrospect, the large number of participants m the TOT (50+) did not permit effective 
practical t r a m g  and participatory leanung 

a Frequent, hlgh-quality supervisron of decentralued trarning is essential to providing 
trainrng of acceptable quahty The t echca l  and practical problems associated with 
decentralized traimng argue strongly for well-orgamzed, regular supervision at training 
sites Project governorate staff, clinical staff, and tramng consultants collectively spent a 
very h g h  percentage of their time solving logistxal problems, helping prepare lesson 
plans, givmg on-the-job climcal trainmg, supporting the trainers technically and 
personally, and evaluatmg tramer and trainee performance T h s  resulted in high quality 
t r w g  (by local standards) whch could only have been realized with these supervisory 
efforts 

Housing for trainers and trarnees IS an important issue for both groups, and for the 
qualrty of training One of the commuty  contributions to the trairung was housing, but 
the qhlity of the housing and the on-going support provided by commumties vaned 
Where housmg problems occurred regularly, tramers, trainees, and staff were frequently 
distracted from the tramng to negotiate and resolve these problems 



A related issue is that common housing for tramees has the advantage of group 
participation in homework and shared use of resource matenals Trainees who had family 
m close proximity remained at home whde tra~nees from distant villages lived in a hostel 
Moving all trainees into the hostel would have been costly, and may have exacerbated 
logistical problems, but would have been advantageous m terms of group participation 

The need for practical training in deliveries and prov~ding other cl~ent services 
needs to be emphasized Many Health Centers lack the volume of MCWFP clients 
necessary to gain pract~cal slulls Two optlons exlst to address t h ~ s  problem Organiz~ng 
off-s~te tra~ning at sites wth  hgher volumes, or seelung chents at the tramng/Health 
Center sites through outreach and home v ~ s ~ t s  Both worked m the case of the MCWFP 
Health Center Improvement Model and both requlred substantial effort to orgamze and 
implement The advantage of off-site tramng is that the needed experience can be gained 
qmckly The advantage of outreach and home visitmg is that it develops closer l~nks wlth 
clients and their families whch increased use of services, in many cases by first time 
cl~ents who began using and comlng to the center Both requlre additional resources, 
and if sufficient resources are available both are recommended Future rounds of trainrng 
need to coordinate off-site tranmg on a nationwde basis, to mirumze competition for 
placement at the few appropnate h~gh-volume centers 

Component 2 Minimum quality standards for centers in place in four governorates 

Successes 

Twenty-eight Health Centers were renovated, h s h e d ,  and equipped for MCWFP 
service delivery In some centers, thls allowed for the delivery of these servlces for the 
first time Bas~c equipment was also provided to 60 health u t s  located m the catchment 
areas of target Health Centers 

"Mirumurn quality standards" were introduced and established at centers for the first 
time 

A strearnlmed health management information system (HMIS) was introduced and health 
care providers were mtroduced to the concept of usmg data for program and management 
dec~sion-malung 

Health Office and HMI supervision and involvement m rural Health Center operations 
~ncreased 

Health Center supervision and management improved through greater defmtion of center 
responsibilities, staff roles, and commmty contacts A team approach to Health Center 
management was introduced in whch the curatwe and preventive servlces of the center 
are more closely linked 



Constraznts Problems encountered and solutzons used 

. Hidden problems in renovation work Additional work was required at many centers 
when ludden problems were identified after the renovation began 

Solution Contractors must be required to submt wntten requests for additional work 
These can then be reviewed by the consulting engineer and approved or disapproved by 
the project staff When dealing with building renovations, a substantial contingency 
reserve is needed to allow for repaimg these ludden problems 

. Inexper~ence of providers ln using some equ~pment The care and use of some new 
equlpment was not understood by those using it (autoclave, dry oven, hemoglobinometer, 
nebulizer, Doppler) 

Solution Incorporate on-job traimng, use of standards, and practical teachmg about the 
equlpment on climcal vlsits Climcal staff must be prepared to spend time, and repeated 
follow-up, to demonstrate and ensure proper equipment use Written operation and 
maintenance instructions in Arabic should be provided to sustain proper use and 
mamtenance 

. Clrnrcal room and furnishing arrangements lnappropnate Following renovation and 
equipping, it was found that planned room and furnrsbg arrangements were not 
providing optimal client flow 

Solutlon Be aware of changing circumstances whch may require changes in client flow, 
reorgamzation, and related issues 

. Most providers needed continued follow-up and support when new matenal or 
pract~ces are introduced Thls was found to be the case with some providers at a 
number of centers 

Solutlon Repeated support needs to be provided to those who are identified as not 
following standards and procedures that have been established 

. Supervision by central and governorate-level MOPH IS mfrequent Th~s  is caused by 
many factors, including lack of staffing and insufficient transportation When visits do 
occur, they are usually connected to a natlonal initiative (e g immumzation), to attend a 
ceremomal function, or to resolve substantial health issues that have been rased by semor 
community leaders As a result, there is often a lack of understanding by the central level 
staff on the conditions whch exist in the governorates, and by governorate staff on 
conditions at health facilities 

Solubon W l e  th s  difficult problem cannot be directly addressed by any donor project, 
supervision can be facilitated by providing central and governorate level MOPH staff 
with more opportumties to visit the field, and by involving them in decision-malung 
related to project activities 



a The drug dlstrlbutlon system is inadequate The supply system is cumbersome and 
drugs are routinely in short supply For example, iron folate was out-of-stock in many 
centers for long penods because of national procurement and distribution problems 
Even more readily available commodities are frequently out-of-stock, a fact which 
contributes heavily to poor health facillty ut~lizat~on 

Solut~on Here again, the ultimate solution is beyond the scope of any time-hmted donor 
project, although efforts to reform the national system and to improve governorate level 
supply systems are ongorng (including the efforts of OFC) Some improvement can be 
achieved by ensuring that Health Center staff give more attention to inventory, re- 
ordenng, and supply issues 

a Lack of outreach Whde MOPH policies mcreasingly incorporate a commumty-based 
approach, most Health Centers provide few health services beyond the confines of the 
Health Center budding Centers are poorly equipped for outreach (e g , few have 
vehcles), and staff are generally not encouraged or rewarded for outreach 

Solut~on Outreach can be encouraged by stressing its importance wth  providers, 
worhng wth  them to develop outreach strategies and plans, helping identify solutions to 
outreach bamers (e g , enlisting commumty support for transportation), and by physically 
talung staff on outreach v~sits to demonstrate that it can be done These activities were 
important to sensitize staff and to begin the process, but long-term follow-up and 
strategies to encourage outreach need to be pursued by the MOPH 

Lessons Learned 

Clznzcal Improvements 

. The process of ~dentlfylng and procurmg clmcal equipment 1s complex, tlme 
consummg, and needs to be approached wlth careful research W i t h  budgetary 
constramts, the project was careful to ~dentify clinlcal equipment for MCH centers fiom 
international sources using standard catalogs Despite h s ,  some of the items procured 
were of poor quality, or were inappropnate for local conditions One approach that might 
have helped would have been to mvestigate local Health Centers that were hctiomng 
well, and obtain detaded source informat~on on their equipment Tlus may not have 
addressed issues of U S source and ongin, however, so more detalled U S investigation 
of product quality should also have been undertaken Longer lead time in procurement (a 
mimmum of one year) would have allowed for more orderly distribution, wth  better 
t r m g  of staff in the use of equlpment 

a Care must be taken when procuring locally-manufactured furnlshmgs for chn~cal 
sltes In order to conserve contract funds, shorten procurement t~me, and support the 
local economy, the project procured fimushlngs for clinlcal sites from local 
manufacturers Some of the items procured turned out to be of poor general quality and 
construction If local manufacturers are used, the purchaser must go to extra lengths to 
insure that items will be of acceptable quality and durability 



Follow-up of use and maintenance of equipment is required Visits to the field by 
governorate and climcal staff to check equipment were valuable in assessing its use, care, 
and presence One must be careful not to assume that all providers wl l  immediately be 
able to utilize the slulls taught A few providers at some sites were unable to use or 
maintain the equipment properly When this was discovered the project staff emphasized 
this by reinforcing it with follow-up training and techcal  assistance One successful 
method was to maintam a traimng register at each site, identifying those tramed, in what 
subject, and when MOPH Governorate staff should make t h ~ s  part of thelr regular 
follow-up supervision and support 

Facility renovations require appropriate experhse and constant monitormg 
Extensive renovation work requires supervision by an expenenced professional from the 
outset -- someone wth  direct expenence m supervising the type of work to be 
undertaken Contract specificat~ons must be clear and complete to avold bids that are 
incomplete and subsequent cost overruns Stringent time frames wlth penalty clauses 
should be built into all contracts 

Health Center and Health Office staff and community health committees must be in 
agreement with renovation work to be undertaken Getting everyone's agreement (in 
wnting) takes longer, but avoids longer-term problems of unfulfilled expectations The 
involvement of the Health Office engineer is particularly important, since h s  job is 
oversight of construction/renovation and since he w111 have substantial contacts w t h  
contractors As wth  most activities, local politics can be important, so lt is crucial that 
the contractor selection process is objective and transparent Withn those limits, 
however, lt is wse  to give specla1 consideration to any local contractors who are 
reputable and known to the commmty where work w11 be performed 

If poss~ble, add some renovat~on benefits for non-MCH sechons of the Health 
Center Renovations should not be limited to the MCH section, as thls may been seen as 
favoritism If possible, the renovation of other service sections wlll maxlmize referral, 
promote team building and inter-departmental cooperation 

Careful planning and scheduhng of clinical technical assistance increases 
effectiveness Clinical techcal  assistance was improved by preparrng a detailed plan 
and schedule for on-the-job training actlvlties withn climcal supervision and momtonng 
visits Th~s  gave both trainers and Health Center staff a focus for each vlslt's activities 
The scheduling also helped clmcal staff and governorate-based staff orgamze follow-up 
and subsequent morutonng of shlls introduced 

Clinical slulls and experhe are needed and should be placed at the governorate or 
health servlce delivery level Wl-ule the climcal stafThred for the Sana'a office were all 
highly expenenced, shlled professionals, h s  same level of talent was not available at the 
governorate level Local governorate clirucal staff were h e d ,  in part, as a means of 
building governorate capacity for the future Unfortunately, their lack of expenence 



hmited their ab~lity to contribute high quality technical assistance, and was a further 
demand on the time of Sana'a-based clin~cal staff 

On-site trainmg has better results when it is participatory and practical Providers 
must first understand the theory behind a practice, and then successfully carry out the 
practice as part of the training T h s  provides for more sustainable skills, where new 
methods immediately become a part of practiced procedure, and is thus preferable to 
purely theoretical training provided in a classroom or workshop setting On-site training 
also allows for more providers at the site to receive the tramng directly, not just the few 
who might be selected for off-s~te tra~mng Even when t h s  practical method IS used, 
however, continued follow-up and supervision are necessary to mantam the use of new 
slulls It IS time consuming but necessary to check slulls and standards mamtenance on 
successive visits in order to establish the practice Systematic evaluation is also required 
to indicate if more training is needed, and to revise traimg techmques 

Institutionallzing clinical training and supervisory capacity is a long-term effort 
Project plans to establish governorate traimg teams which would be able to 
independently carry out both on-the-job and more structured trainmg were not successful 
We believe that t h s  failure is symptomatic of a larger problem Health Office staff have 
little incentive and resources to make routme field visits for trai~ung, supervision, or other 
purposes Factors whch contnbute are lack of transport, lack of funds for per diem, the 
very short Yemeni work day, cultural/farnilial b m e r s  to travel by some female 
supervisors, low salanes, and leadership which does not insist on the performance of 
specific job duties Until these problems are solved, Health Centers outside of 
governorate capitals will continue to suffer from poor supervision and traimg, and 
service quality will suffer as a result 

Outreach to clients (especially women and children) is essenhal to improve and 
expand service coverage, but is difficult to provide and sustam in many cases Poorly 
compensated and poorly motivated service providers, especially female providers who are 
culturally encouraged to remam "in the background," are understandably reluctant to 
leave Health Centers and make home visits Conversely, and due to a host of factors, 
female clients are often reluctant to leave home to seek services Verbally encouraging 
providers to do outreach -- and helping them make schedules and plans to do so -- had 
little effect What was effectwe was having project staff, especially female staff, mitiate 
outreach visits w t h  providers, demonstrate that it was possible to do, and reinforce and 
encourage the practice Whether this behavior can and wdl be continued after the project 
is uncertain, but when outreach is irutiated in this way 1) Providers are more likely to 
continue the actlvity at least in the short run, and, 2) Women clients who established 
personal links to the center through home visits by female provider began visitmg the 
center, some for the first time 

Management System Improvements 

8 It is difficult to improve health services when critical health personnel (doctors, 
laboratory and x-ray technicians), equipment, drugs and supplies are missmg 



Balancing resources between centers is Important Situations where one center has four 
doctors and another has none should be avo~ded Centers that have a full complement of 
doctors and facilit~es attract clients M~nimum levels of staff should be provided at each 
center (e g at least one doctor per center) 

Management rmprovement efforts should first focus on the servrce delivery point 
The OFC experience was that focusing at the Health Center level, with some support for 
management improvement at the Health Office level, produced improved quality of 
services This approach also supported the MOPH's decentralization policy Management 
~mprovements at the different levels are inter-related -- to some extent, all improvements 
at the local level requlre corresponding improvements in hgher level support and 
supervision systems Nevertheless, the purpose of the health care system is to provide 
services to cl~ents, and the ~nitial focus should therefore be on budding capacity at the 
service dellvery point Additional support can then be directed to successively higher 
levels as tune and resources p e m t  

a Health Centers must be empowered and prepared to solve many of their own 
problems Whde assistmg Health Offices to solve problems for Health Centers should 
be a major goal of any project, in reality Health Centers should be prepared and equ~pped 
to solve as many of their own problems as possible through decentralization of authonty, 
responsibility and resources Health Offices do not currently have the capacity to fully 
ass~st or supervise Health Centers, so self-reliance must be encouraged and developed 

a Health workers are willing to make correctrve changes Whde the management of 
health systems is weak throughout Yemen, Health Center personnel are generally capable 
and wlling to make corrective changes when good ideas are suggested and they are given 
appropriate traning The challenge, m many cases, is to ensure that a support system is 
establ~shed to follow-up and ass~st these individuals after trainmg Support and follow-up 
should be provided by a combination of project-sponsored staff and Health Office 
personnel, slnce project involvement is in itself not sustainable 

. MCH programs must be rntegrated lnto Health Center management Cultural and 
gender issues have tended to separate or marginahze MCH act~vities, whch are largely 
preventive, from the manstream of curative hospitalhlealth Center management 
Accordingly, one goal of MCH-focused projects should be to pursue activities which 
facil~tate the integration of MCH act~vities, such as assessing the degree of emphasis 
given to curative vs preventive care by center management, and forging better relations 
(interpersonal and systemic) between MCH staff and other center staff W~thout effective 
cornmun~cation and management interaction wthin a Health Center, it is more difficult to 
pursue qualitative and quant~tative improvements in health care delivery Basic to this 
pnnciple IS the development of regular staff meetings among departments and a team 
approach to decision malung and problem solving at each center 

Motwation rs a key to malung changes The problems faced by Yemem health workers 
are substantial -- not the least of whch IS low pay and lack of recogmt~on for improved 
work performance Therefore, programs designed to introduce change must recognize 



this reality and design reward systems that recognize Improvement While increases in 
compensation would undoubtedly be useful, other mechmsms might be effective and 
more realistic, such as community-sponsored awards and recognltlon for good 
performance 

Component 3 Community and individual participation increased in three 
governorates 

Successes 

The Health Center Improvement Model demonstrated by example that policles and 
practices of decentralized traimng, decision-making, responsibility and resources 
allocation, together with community partlclpation, can aclueve improved MCWFP care 

Commumty and MOPH partnerslup is an effectlve approach to Improving MCWFP 
service dellvery and Health Center management 

Community health cornrn~ttees/boards were established and supported w t h  traimng, and 
these committees helped resolve problems faclng the Health Center and Improved the 
delivery of health care services 

Health Office leaders began to interact w t h  communities in positive, proactlve ways to 
resolve problems locally 

Fee collection procedures were established or Improved through on-site traimng m a 
manner consistent wlth MOPH guidelines and future plans for cost shanng Coordination 
and communlcatlon between the Health Office, Health Center and the comm~~llty, with 
respect to financial issues, was improved 

Constracnts Problems encountered and solutrons used 

. Commumties dld not necessarily vlew MCH as a high pr~onty actmty The diff~culty 
in developing an understandmg and appreciation for preventive services IS well known 
T h s  was a particular challenge m some of the more tradiQona1 Yemeru commumtles that 
were very polite and appreciative of the project's desire to help them, but would have 
perhaps been happler wth a water project or the provlslon of an x-ray machme 
Cornmunltles also tended to see health care as an entitlement, solely the responsibility of 
the government to provide 

Solubon Community meetings were and can be used as a platform to praise the v~rtues 
of preventive care, using examples that would be meaningful to the audlence (e g , asking 
how many knew of chldren who had died from preventable diseases) Messages about 
the inability of the government to meet all of the health care needs of the population were 
delivered bluntly Respected governorate officials and local leaders were also enlisted to 
dellver these messages 



. Trust 1s not automatically present between all parties When entering a community for 
the first time all parties need to learn that the other parties are sincere Past experience of 
the communlty with outside assistance may not have been positive 

Solutlon Talung the necessary tlme to build a commuty  board and relations with lt will 
pay dividends In the long run Plan on conducting some smaller activities imtially which 
will build trust between all parties 

. Slow formation of committees Despite constant follow-up and guidance, committees 
were slow to form, and once established, membership changed frequently in some 
communities This delayed work wlth the health committees, such as facilitating the 
establishment of roles and responsibilities, pnority setting, and planning 

Soiutlon Staff must be patient, but also must intervene frequently by stressing the 
benefits of havlng an activist committee with stable membershrp In the meantime, work 
should proceed with those community members who were most active and supportive 

rn Female representabon on committees was difficult to obtam When approached w ~ t h  
the idea of having commuty  meetlngs or forrmng commmty comm~ttees, the (male) 
leadershp naturally assumed that males only should attend 

Solutlon Staff attending commuty  meetings stressed the importance of female "input" 
into the planning for improving health care (Sometimes, t h s  was introduced slowly, for 
example, by askmg men to consult their female relatives about their health care needs, 
priorities, and expenences wth  the health care system ) In comm~~llties more open 
lnltially to female involvement, and in all centers eventually, a vanety of "woman- 
fhendly" strategies were used They included approachrng school teachers or other 
women in the workforce, including midwves and murshzdat in meetings to encourage 
other women to join, holding meetings in the Health Center dumg worlung hours, and 
finally, requinng female representation on committees before scheduling or b e g m n g  
Important activities 

. Communrty polltlcs played a major part of the community mldwlfe tramng 
Educational requlrements were bypassed by some candidates ulth influential baclung, 
relatives of commuty  leaders demanded preferential treatment, and the interests of 
commun~ty leaders often took precedence over trainlng quality 

Solubon Problem cases were referred to the Health Office, HMI, and central MOPH to 
handle The managers of tralnlng programs should msist on, and establish systems for, 
fair and transparent treatment of all tramees In the case of a foreign agency, the Health 
Office, HMI and MOPH must be the enforcers of such policy 

Remote rural communlbes were m most need of community m~dwlves but had the 
fewest candidates These cornmuruties had few candidates who met the mimmal 
educat~on requlrements These also tended to be the more conservative communltles, 
reluctant to send young women for tramng 



Solutlon Special efforts were, and must be, made to meet with these cornmun~ties and to 
encourage them to consider allowing women to participate in the trainlng HMI/HO 
representatives were, and can be, recruited to talk to commumties about identifying 
qualified candidates and the about the benefits to the commuty of the training 

Fulfillmg agreed-upon commitments Ensung that all parties fulfilled their 
commltrnents was a major issue whlch required continuous follow-up in many 
communlt~es While OFC staff continued to make follow-up visits to ensure that the 
local commmties lived up to the~r commitments, tramers, trainees, and Health Center 
staff need to be, and were, encouraged to solve problems on their own 

Solut~on Durlng field visits trainees, trainers, and Center Directors should be, and were, 
encouraged to become better problem solvers This can be done by helpmg them to 
identify the causes of the problems and to identify the individuals with the power and 
resources to assist them They also can, and were, encouraged to resolve some of the 
problems on their own, where possible, without commuty assistance 

Lessons Learned 

Community ~nvolvement IS an ~mportant resource and must be ~ncluded to lmprove 
health care dellvery Until there is Health Center solicitation and acceptance of 
commtuuty interaction, the chances of improving commumty confidence in health care 
delivery, and in providing assistance to the Health Center, mll be limited Expenence 
suggests that commumty interest in, and support of, preventive health activities can be 
generated through mult~ple contacts w th  commumty representatives, extensive 
negotiations of the spec~fic inputs to be made by the commumtles, demonstration that 
community inputs result in specific benefits to the cornmumty, and frequent follow-up to 
assure that commitments are met 

The Community Partnership Agreement IS an effechve way of formalmng 
commun~ty partlclpat~on, as well as the inputs to be made by the Health Center, Health 
Office, and any outside group It "gets everyone on the same page" in the beginning, and 
then provides an effectwe mechamsm for follow-up It is not a panacea, however staff 
spent enormous effort trying to ensure that signatones to the Agreements lived up to their 
promses Occasionally, drastic action was required (such as stowmg renovation 
activities) to ensure that commltrnents would be fulfilled 

Commun~hes do not "automat~cally" percelve MCH servlces as a hlgh pnorlty 
Curative health services, water projects, road improvement, all are valued by 
cornmumties presumably because of the ~mmediate, tangible benefits they provide 
Preventive health services, including midwfe traimng programs, offer benefits of a more 
"conceptual" nature, and it therefore may be more difficult to persuade cornmumties to 
devote scarce resources to supporting them The mversally male leadershp may be 
insensitive to programs that can be seen as mostly benefitting women Also, tramers and 
some trainees were outsiders in the cornmuty and leaders did not feel an immediate 
responsibility toward them 



. The Importance of sheikhs and parliamentarians In local health care programs 
cannot be mln~mlzed or Ignored Particularly in the more traditional areas of northern 
Yemen, leadership and power tends to be vested in a few men What is called 
"community partlclpation" in these areas often seems more like "sheikh participation " It 
is certainly true that community-based activities in these reglons absolutely must have the 
active support of these leaders, who often do not delegate much of their authority or 
decis~on-making 

. Commun~ty leadersh~p IS critical, and the leaders must be identified Even ln less 
traditional areas, activism is often dependent on a few people who are very energetic and 
involved Unfortunately, these people also tend to be very busy andlor frequently out of 
town, so leadershp capacity-bullding is also important 

The hlstory of poor servlces ~n Health Centers needs to be overcome The Health 
Centers that serve many of these comrnwtles have provided such poor services for so 
long that people dismiss them This project worked hard on motivational messages to 
community and Health Center alike, w t h  the motivat~on that worlung together would 
yield tanglble improvements T h s  approach was successful in large measure, but 
requlres continuous follow-up to sustain improvements and cornrnunlty involvement 

Women can be active members of commun~ty health comm~ttees Most communities 
at first discouraged the idea of lnvltlng women to join health committees But aggressive 
tacbcs to involve women paid off, wlth many committees including women In their 
membership by the end of the project Some of the factors malung it more llkely or 
conducive for women to join committees are convement meetlng times, "neutral" 
meetlng sites such as the Health Center or a local school, having more than one female 
participating, and the involvement of a well respected local community leader 

. Health Center D~rectors generally support Increased community mvolvement Once 
~nitial commuty  meetings took place, none of the center d~rectors or staff objected to 
commumty involvement in the center activities Not only were d~rectors and staff pleased 
with the increased resources resultmg from Partnership Agreements, but also community 
involvement seemed to please the dlrector and staff by malung the center a focal point of 
comrnuruty attention 

Fee collect.lon Issues are very controversial subjects at Health Centers Management 
improvement lnltiatives focussed on cost recovery revealed a deep sensitivity over fees 
collected in Health Centers T h s  reality IS a clear indication that the MOPH-desrgned 
Cost Shamg Program may not be easily accepted or adopted at the local level 
Therefore, extensive sensitization, cornmuruty involvement and traimng will be required 
lf the program is to aclueve its objectives 



V. Potentla1 for Repl~cat~on 

Based on the expenence gained in developing and implementmg the Health Center Improvement 
Model in the OFC contract, we believe that the Model is generally replicable in Yemen (although 
best with certain modifications and provisos), and that the MOPH and other donor agencies and 
NGOs would be well served in adopting the basic Model as a gwde for improving health care 
service delivery Although we refer specifically to the "Model", it is not a ngid set of rules and 
prescnptions Indeed, there are many opportmties to nnprove these approaches, to focus and 
emphasize various components of improving services, and to devote additional time to building 
capacities that will sustain better services in the long term 

Preceding sections of t h s  report descnbe how the OFC Model approached each of the three 
components There are other ways that these issues can be approached, and the descnptions 
provided about our expenence, problems encountered and solutions used, as well as the lessons 
learned, should all be useful in helping program managers design their own approaches m the 
future There may also be other components whch would produce useful results, such as an 
information, education and commutation (IEC) component 

In addition to issues raised in previous sections of t h s  report, we emphasize the followng points 
as particularly important for project design and implementation, however the Model may be 
replicated 

Devote more resources to management tramng and leadershp development at all levels 
starting from the Health Center, and worlung up to the Health Office and central levels as 
resources permit 

To the degree possible, work with national authonties on a long term program to change 
the orgmzational culture whch will permit greater indwidual accountability, 
motivational mecharusms, and rewards and sanctions based on ment 

Make longer term commitments to provide assistance as long as all parties are meeting 
their responsibilities Many of the changes and nnprovements m climcal pracbces and 
t r a w g  systems, and most of the changes m management practices and commumty 
participation, cannot be fully implemented and institutionalized m penods of less than 
five years, wth  ten years being preferable The expectations for institutionalization and 
sustamability vary in direct proportion to the amount of time mvested, other factors being 
equal 

Develop an equitable, transparent system for selecting the target service delivery sites 
based on need and demonstrated performance One of the more important cntena should 
be demonstrated willingness and capacity to contribute in sigmficant ways to the work to 
be performed, including contnbutions of staff time, fundmg, and/or in-lund contnbutions 

We believe program planners need to adopt procedures where the partners in a project 
come together in the begimng, formalize and write down their plans and the mputs that 
each partner w11 make in a document resembling the Commumty Partnershp Agreement 



To the extent possmble, include a system that recogmzes and therefore motivates good 
performance The OFC Model included a system of comparatmve assessment to evaluate 
performance from center to center 

Whde funding limitations and donor pnonties often require that projects focus on one or 
a limited number of health interventions, projects should be designed as much as possible 
with the entire system m mmnd For example, Health Centers have a vanety of preventive 
and curative functions Improving some of them while neglectmg others ignores the 
mnter-related system in whch the services are provmded, and can be a dislncentmve for 
cooperation among these services 

Health programs should also work to form linkages with other sectoral programs where 
problems may be related, or where economies of scale can be acheved by shmng 
resources One natural linkage is w th  national and muc ipa l  authonties dealing w t h  
water, environmental, and sarutation issues, smnce so many of Yemen's health problems 
are envrronmentally based or related The Dutch Government's expenment linlung 
cornmuty health cornmttees w th  garbage collection schemes is one model among 
many that could be used 

The changing social and economic environment mn Yemen makes it important that we 
regularly challenge our assumptions about what can and cannot work, and what practices 
are most appropriate to the situation For example, the MOPH embraced the idea of 
decentralized community midwfe traimng (with the enthusiastic support of a number of 
assistance agencies such as USAID'S OFC) based on the assumption that young women 
could not travel far away from home for t r a m g  Undoubtedly, for many Yemem 
families and for entire subcultures, thls assumption is valid But anecdotal evidence from 
some of our cornrnumty meetings conducted after t r m n g  was underway suggests that 
this attitude may be far from uve r sa l  The lesson is that Yemen is a changmg socmety 
whch must constantly respond to new challenges and conditions, and we need to be 
constantly aware that the validmty of our assumptions may be changing as well 

The Health Center Improvement Model, as descnbed here, is not sustainable in the short 
term That is, efforts such as t h s  will continue to require donor support for the 
foreseeable future The basic idea of the Cornrnumty -- Health Center -- MOPH -- Donor 
Partnership whch is at the heart of the Model assures that all parties share in the effort 
and cost of malung it work, and similarly share m its success 



VI Progress Agalnst Contract Performance/Speclal Objectwe Indicators 

Contract performance as measured by the contract indicators was very good Fourteen of the 
contract lnlcators had one target for end of contract performance An additional indicator (#2) 
had three sub-targets, for a total of seventeen targets Fifteen of these seventeen indicator targets 
were met or exceeded Of the two that were not met, one (Indicator #2 for Hajjah) reached 53% 
of the target value, and the other (Indicator #3 2) reached 55% of the target value 

Overall contract performance as measured by the contract indicators was very good The 
OFC/JSI team was able to meet or exceed 15 of the 17 contract mdlcator targets 
Performance agamst one of the two indicator targets not fully acheved was also good In 
antenatal visits per pregnant woman (Indicator #2), the target was acheved in Hadramaut and 
Hodeidah, and 53% of the target value was acheved in Hajjah (82% of the target value was 
acheved In Hajjah dmng the last quarter of the contract ) 

The poorest performance was recorded in the number of Health Centers implementing a more 
effective user fee system This was because none of the centers in Hadramaut were willing to 
implement the system wthout mt ten  authonzation from the Health Office Director General 
Ths  was in spite of the fact that the Director General had given verbal approval for the centers to 
partmpate in the user fee training workshop which was implemented wth  the seven Hadramaut 
Health Centers 

Calculatmg and comparmg 1998 annual performance 

It was not possible to provide twelve months of performance data for calendar year 1998 due to 
the contract ending on September 30, 1998 In order to report annual figures for 1998 and 
compare 1998 performance with the annual performance reported in the baseline year (1995) , 
1996 and 1997, we have chosen two methods to calculate 1998 annual performance Whenever 
an indicator is measured on an annual basls two figures are provided, e g 15 6%/18 5% The 
first figure is the last four quarters (12 months) of the contract, from October 1, 1997 - September 
30, 1998 The second figure is also for twelve months, from January 1,1998 - December 30, 
1998, and includes mne months of actual performance data (January - September) and 3 months 
(October - December) of estimated data The fourth quarter estlrnate is an average of 
performance for the first three quarters of 1998 

This applies to the followng indicators 

Speclal Objective Indicators l , 2  and 3 
Lower Level Results Indicators 2 3 ,2  4, and 2 5 

Results achleved 

Special Objectme Improved quallty and use of integrated MCH/FP servlces m 22 Health 
Centers in three governorates 

Indicator 1 Percentage of ellgible chlldren underfive completmg DPT/poho senes at 22 
Health Centers (Target 6%) 



The MOPH immunization management/trachng system collects and momtors data on under 
chzldren under one year old, not on chddren underjve Th~s  fact was overlooked in August 
1996, when thls indicator was established It was not possible to change the MOPH national 
HMIS standards for the convemence of the OFC contract, nor was it efficient or possible to ask 
22 Health Centers to collect additional data only for one OFC contract indicator Therefore, a 
proxy indicator was established in line with the MOPH policy and data collection standards of 
tracking immunization of children under one year old To account for the difference the number 
of under ones was estimated in relation to the population of under fives in order to establish a 
percentage of under ones equivalent to 6% of the under five year old population A 6% rate of 
under fives was deterrnmed to be equivalent to 17 5% for chldren under one year old, therefore, 

Proxy Indicator 1 Percentage of eligible children under one completmg DPTIpolio series 
at 22 Health Centers 

This ind~cator was achleved 

B aseline Annual A~muaI Annual Target 1 1995 1 1996 1 1997 1 1991 1 I998 

As of August 1998, this indicator was met and surpassed for 1998 when 18 54% (1 1,75 1 
~rnmumzations) was achleved in the first 8 months of 1998 The increase m coverage is even 
more noteworthy when compmng OFC figures wth  the 1997 Preliminary MCH DHS survey 
results released m Apnl 1998, whch showed a drop in nabonal immmzation rates from 47% to 
39% The most drarnat~c increases were acheved in Hajjah where 43% coverage was acheved 
during the 12 months from October 1997 - September 1998 Tlus is attnbutable to the OFC- 
sponsored introduction of MCH services at centers whch had not previously offered these 
services, and to outreach and home vis~ts which were emphasized in the last rune months of the 
contract 

13 60%, 
8,053 

lmmunizatlons 

Indicator 2 Number of antenatal visits per pregnant woman at 22 Health Centers 

This indicator was acheved in two (Hadrarnaut and Hodeidah) of the three OFC governorates 

14 73%, 
9,018 

lrnmunizatlons 

At vmous times since the fourth quarter of 1997 t h ~ s  indicator has been acheved monthly or 
quarterly The number of antenatal vlsits has been increasing stead~ly in all three governorates In 
the fourth quarter of 1997 Hadramaut exceeded the target when it acheved 4 27 vis~ts per 

16 03%, 
10,161 

lmmunlzatlons 

Basehe 
1995 

Hadramaut 3 65 
Hajjah 1 85 
Hode~dah 2 13 

--- 

24 9W27 2%, 
15,790117,248 
lmmunlzations 

Annual 
1994 

Hadramaut 3 52 
Hajah 2 30 
Hode~dah 2 12 

- 

17 50% 

AnnuaI 
1997 

Hadramaut 3 57 
Hajah 174 
Hodeidah 2 19 

Anaval 
1998 

Target 
I998 

Hadramaut 4 16 
Hajjah 2 46 
Hodeidah 3 07 

Hadramaut 4 00 
Hajah 3 00 
Hode~dah 3 00 



pregnant woman Antenatal visrts per pregnant woman in Hodeidah have been rising quarterly 
since the second quarter of 1997, exceeding the target in the last quarter of the contract, 3 07 
visits per pregnant woman Hajjah figures are also at thelr lughest level ever, reaching 2 63 in the 
second quarter of 1998 and 2 46 m the third and final quarter of the contract, but falling short of 
the target 

Another important measure of antenatal services usage is the volume of antenatal visits (1 e , all 
initial visits plus all follow-up vlslts (Note that the number of antenatal vrsits per pregnant 
woman (all visits divided by irutial visits) tends to decrease when large numbers of new clients 
receive services for the first tune ) Dramatic increases were seen m the total volume of visits 
For example, total visits in the first quarter 1997 were about 3,100, as compared wrth 8,000 visrts 
in the third quarter of 1998 Improvements in the number of providers, the quality of services, 
and outreach from the centers are all contributing factors to the increase in the volume of vlsits 
and the number of visits per pregnant woman 

Indlcator 3 Couple years of protection (CYP) generated at 22 Health Centers 

This indicator was exceeded using both the 12 month penod fiom October 1997 to September 
1998 and the first three quarters of 1998 and a projection for the fourth quarter based on 
performance fiom January through September 1998 Factors contnbutmg to the increase m CYP 
were fewer stock-outs of contraceptives and enhanced slulls of providers related to famrly 
planning 

Intermed~ate Result Health Center Improvement model in 22 Health Centers in 
three governorates established and documented 

Indlcator 1 Number of Health Centers implementmg the model that have sustamable 

Baselrne 
1995 

female staffing, minimum quallty standards, and commun~bes parhcipatmg 

Annual 
1998 

Th~s  mdicator was exceeded wth  21 centers having acheved the rmmmum rating for qual~ty of 
facilities and equipment and quality of servrces, signed commmty part~cipation agreements and 
female providers 

Target 
1998 

Annual 
1996 

Baseline Annual Annual Annual Target 1 1991 1 1996 1 I997 I 1998 1 1998 

Annual 
1997 

In order for a center to meet this indicator it must meet the requirements of Indicator 2 1, 
Facilities and Equipment (achreving a ratrng of 60% or better), Indicator 2 2, Quality of Clinical 



Service (acheving a rating of 60% or better), Indicator 3 1 Commuty Participation (having a 
s~gned cornrnumty participation agreement), and, LLR Indicator 1 3, (have female health care 
providers on-site and/or participatmg in the decentralized traimng program) 

The centers meeting this mdicator were 

Hodeldah Bayt A1 Faqih, Bajil, Dhah~, Marawa, A1 Qutai, Zoharah 

H ~ J J ~  Hajjah MCH, Mohabisha, Shagadirah, Kuaydinah, As Shahel, Mabyan, Moharraq, 
At Tur 

Hadramaut Mukulla MCH, Shaher, Ghail Ba Wazir, Adeis As Sharluya, A1 Hami, Shuheir, 
Seyoun 

Ind~cator 2 Deta~led report/evaluabon of the model prepared and d~str~buted to MOPH 
and donor community 

This mdicator was acheved 

A report on the MCWFP Health Center Improvement Model was mt t en  and presented to the 
M~nistry of Public Health at a meeting on October 3, 1998 The report was distributed wthm 
MOPH and distribution to the donor commu~u.ty IS expected before the end of 1998 

Lower Level Results 

Lower Level Result 1 Sustamable female staffing estabhshed in centers m three 
governorates 

Ind~cator 1 1 Number of decentralized trainmg centers operatmg 

This mdicator was achleved and exceeded 

Baselme 
1995 

0 

Decentralized traimg centers were established at the followng locations 

Annual 
1996 

0 

Baseflne 
1995 

0 

Hodeidah Bayt A1 Faqih, Marawa, Zoharah 
H ~ J J  ah Mahablsha, Shagadirah, Kuaydinah, Mabyan, Moharraq, At Tur 

Target: 
1998 

1 

Annual 
1997 

Annual 
1998 

Annual 
1996 

0 

0 

Annual 
f 997 

1 

Annual 
1998 

Target 
1998 

11 11 9 



Hadramaut Mukulla HMI, Seyoun 

Indicator 1 2 Number of trarnees nominated by commun~hes which wdl contr~bute 
to their support 

This indicator was achieved and exceeded 

-- --- - 

Indicator 1 3 Number of trained female providers in place at 22 Health Centers 

This indicator was met and exceeded by 119 % 

Baseline 
1995 

0 

Annual 
1996 

699 

As of September 30, 1998 there were 93 female service providers worlung and 197 midwife and 
murshldat tramees in t r a m g  ( totaling 290), receiving practical, on-site traimg and providing 
services at the OFC supported Health Centers Since the traimg program was extended beyond 
the completion date of the OFC contract, it was not possible to assess how many of the trainees 
would actually graduate and subsequently work at OFC target Health Centers and associated 
health units 

Target 
1998 

d u a l  
1997 

Baselme 
1995 

Lower Level Result 2 Minimum quality standards for centers in place in four 
governorates 

Annual 
1998 

Ind~cator 2 1 Number of centers passing inspect~on for mrnrmum qualrty of facil~ty 
and equipment 

699 

Annual 
1996 

This indicator was met 

699 

Annuat 
f 997 

63 

400 

93 94 

Annual 
1998 

Target 
1998 

290 132 



The centers passing the quality standards checklist for facilities and furnishmgs included 

Hodeidah Bayt A1 Faqih, Bajil, Dhahl, Marawa, A1 Qutai, Zoharah, At Thowra Hospital 
Referral Center 

Hajjah Hajjah MCH, Mahabisha, Shagadirah, Kuaydmah, As Shahel, Mabyan, Moharraq, 
At Tur 

Hadramaut Mukulla MCH, Shaher, Ghail Ba Wazir, Adeis As Sharluya, A1 Hami, Shuheir, 
Seyoun 

LahJ A1 Houta, A1 Daleh, A1 Habilein, Tour A1 Baha, A1 Waht, Habil Gabr 

Indicator 2 2 Number of Health Centers following mlnlmum chn~cal and 
management protocols 

Annual 
1997 

Annual 
1998 

Baselme 
1995 

Ths  indicator was met and surpassed 

Target 
1998 

h u a l  
1996 

0 

A mlrumum rating of 60% on the clirucal services checklist was required to meet t h s  indicator 
The followng centers met this requirement dmng the final quarter 

0 

Hodeidah Bayt A1 Faqih - 82%, Bajil - 65%, Dhah~ - 72%, Marawa - 84%, A1 Qutai - 6 1%, 
Zoharah - 8 1 % 

H ~ J J  ah Hajjah MCH - 79%, Mahabisha - 81%, Shagadlrah - 77%, Kuaydinah - 76%, As 
Shahel - 78%, Mabyan - 88%, Moharraq - 75%, At Tur - 74% 

Hadramaut Mukulla MCH - 64%, Shaher - 67%, Ghail Ba Waw: - 80%, Adeis As Sharluya - 
85%, A1 Harm - 95%, Shuheir - 90%, Seyoun - 92% 

28 27 

Basef irre: 
1995 

0 

Indicator 2 3 Average number of months that ORS 1s out of stock at 22 Health 
Centers 

28 

Annuaf 
1997 

Annual 
1996 

0 

I l s  indicator was met 

Annual 
1998 

Target 
f 998 

Basehe 
1995 

20 18 21 

Annual 
1996 

Annual I Annual I Target 
1997 1998 1998 



Using the last four quarters of the contract the stock out rate was 0 99 Using the last three 
quarters of the contract and estimating a figure for the last quarter of 1998, based on the average 
of the first three quarters of 1998, the number is 0 85 Thls was acheved by OFC staff being 
mindful of the stock levels of ORS and makmg sure that center directors and governorate staff 
responsible for supplies followed up in a timely fashon 

Indicator 2 4 Average number of months that won folate a out of stock at 22 HCs 

Depending on whch figure is used the indicator is acheved, or not Dmng the last four quarters 
of the contract, the target was not met, with iron folate being out of stock for an average of 2 39 
months On the other hand, the target is exceeded if the first three quarters of 1998 are used and 
averaged to determine a 1998 fourth quarter figure Using thls method the number of stock-outs 
IS 1 38 whlch exceeds the 2 00 target 

As indicated by the figures above, stockouts of iron folate was a major problem throughout the 
penod of the OFC contract, p m m l y  because of national-level supply shortages Performance on 
this indicator improved dramatically in 1998 due to better national supply, and to the efforts of 
the OFC stafY to track stock supplies and ensure center directors and governorate supply staff 
followed up when supplies were low In cases when MOPH supplies were low other sources 
were sought, such as the Yemen Family Care Association 

Baselme 
1995 

6 80 

Ind~cator 2 5 Average number of months that oral contraceptwes are out of stock at 
22 Health Centers 

Thls indicator was acheved and surpassed 

Annual 
1996 

8 95 

1 

Target 
f 998 

Anrr.ual 
1997 

Baseline 
1995 

Annual 
1998 

Annuat 
1997 

Annual 
1996 

2 00 7 50 

Annual 
19% 

1 39 

2 3911 38 

Target 
1998 

0 33 0 50 0 370 082 / 084 



Lower Level Result 3 Community and individual part~c~pation increased in three 
governorates 

Indicator 3 1 Number of Community Partlclpat~on Agreements slgned and 
operational 

This indicator was met and surpassed The number of Agreements is greater than the number of 
target health centers, because two similar Agreements were signed and implemented with the 
HMIs in Hadramaut and Hajj ah 

Indicator 3 2 Number of Health Centers adopting and implementmg more effectwe 
user fee systems 

Fifty-seven percent (1 2 of 2 1) of t h s  indicator was achieved 

Baseline 
1995 

0 

Annual 
1997 

24 

Annual 
1996 

0 

The poor performance here is attnbutable to the fact that none of the centers in Hadramaut were 
cnlling to Implement an improved user fee system without mt t en  authonzabon fiom the Health 
Office D~rector General, though he had previously given verbal approval for the centers to be 
trained in implementing the new system In the northern provinces of Hajjah and Hodeidah, 12 
of 14 (86%) centers implemented the system that was developed wrth OFC support and trainmg 
As of the end of the contract, each of the six centers in Hadramaut had wntten to the Dlrector 
General requestmg approval to implement the system in whch they had received OFC assistance 
and tralmg, and were awaiting the Health Office response 

Baseline 
I995 

The centers implementing the user fee system were 

Ann& 
1998 

Hodeidah Bayt A1 Faqih, Dhah, Marawa, A1 Qutai, Zoharah 
H ~ J J  ah Mahabisha, Shagadlrah, Kuaydinah, As Shahel, Mabyan, Moharraq, At Tur 

Target 
E998 

Annual 
1996 

I 

24 

I I 

Annual 
1997 

22 

Annual 
1998 

Target 
f 998 



VII. Contract Expenditures 

In August 1998, the contract budget was modified (Amendment 4) in order to revise the contract 
budget and increase the total est~mated cost of the contract to $6,836,326 

Column I Budget below shows the budgeted figures as per the contract, and Column I1 
Cumulative shows total cumulative invoiced costs over the life of the project 

I BUDGET I1 CUMULATIVE 

Subtotal 
Fee @ 6% 
Total 

* $322,139 80 represents billed 85% of the fee Remaimng 15% fee billable upon 
completion of all contract requirements 

** $6,753,578 89 billed to date 



Sample Community Partnership Agreement 



PARTNERSHIP AGREEMENT 

AL MARAWA'A HEALTH CENTER, COMMUNITY OF AL MARAWA'A, 
HODEIDAH HEALTH OFFICE, 

AND 
THE OPTIONS FOR FAMILY CARE PROJECTRJSAID 

Tlus Partnerslup Agreement (CPA) is agreed to among A1 Marawa'a Health Center, Commumty 
of A1 Marawa'a, Hodeidah Governorate Health Office, and The Options for Family Care 
ProjecWSAID in order to 

- Identify major center activities to be accomplished - Clarify division of responsibilities among the above partres to accomplish the activities 
- Ensure that the commitments are llfilled as agreed by the above parties 

Summary of Major Actmtxes 

- Establish a traimng center for pre-service trarnurg of Comrnmty Midwives 
- Renovate space allocated for delivery of integrated MCH services 
- Improve the quality of Maternal and Chld Health /Farmly Planmng (MCWFP) services 

being provided by the health center 
- Provide necessary tramng and climcal equipment, traimng m the use of the equpment, 

and techrucal assistance to the health center 
- Support refresher t r m n g  courses for the health center's FPHCWs 
- Support pre-servlce trarnurg for comrnumty mdmves 
- Provide on-the-job tramng to enhance management, recordkeepmg, and cost-recovery 

systems, facilitate the implementation of the MOPH's Health Management Information 
System (HMIS) 

Implementahon of these activities and the sustainability of staffing and services will requre 
coordmahon, cooperation, and specific resources fiom the above menboned parties The 
divlsion of responsibility wl l  be as follows 

- A1 Marawa'a Health Center 

Works wth  A1 Marawa'a Cornmmty to establish a Health Advisory Board 



- Coordinates wth  A1 Marawa'a Community to contribute to living costs and 
transportation for the trainees 

- Allocates adequate space for the provision of integrated MCH services and 
training to be renovated by OFC See attached drawing indicating designated 
space 

- Ensures a regular supply of nuuung water and electricity 

- Provides ongoing maintenance of the MCH/FP center and its equipment, 
including regular, thorough clemng and minor repairs 

- Implements the MOPH's Health Management Information System (HMIS) and 
serves as a test site for the enhancement of this system, submitting reports to the 
Hodeidah Health Office in a tlrnely manner Reports any difficulties in 
completmg these reports 

- Participates in activities to improve the quality of care and to improve the 
management of the MCH services such as refresher traimng, on-the-job tra~nmg, 
implementahon of an internal system of supervision, p l m n g ,  budgeting, and 
cost-recovery actmhes, use of data for decision-makmg, in-patient care and 
internal management of patient flow 

- Holds regular weekly staff meetings aimed at orgamzmg and coordmating the 
work of employees, resolving internal problems, and improving quality of service 

- Ensures that necessary statistics are collected, compiled, and submitted to the 
Governorate Health Office for the purposes of internal management and to ensure 
that a constant supply of drugs, vaccines, and contraceptives are avsulable 

- Retrieves cleamng supplies, vaccines, drugs, contraceptives as well as associated 
client cards and record books ftom the Health Office on a regular basis in order to 
mamtam a regular stock 

- Facilitates the recruitment and selection of candidates for midwfery traning 

Ai Marawa'a Commumty 

Establishes a Health Advisory Committee for the purpose of supportmg health 
service delivery at Marawa'a Center 

- Through the Health Advisory Committee, manage selected comrnumty and other 



resources whlch support the tralmng of Commun~ty Midwves at Marawa'a 
Center Thls shall include, but may not be l~nuted to, managmg the funds and 
goods requred for food for the tramees 

- Coordinates wth  A1 Marawa'a Center to support the living accommodations of 
the trmers and trmees for the c o m ~ ~ l l t y  midwfe traimng 

- Employs a guard for the center 

- Bmgs forth appropnate candidates to be trained as midwves 

- Contributes toward the daily living expenses of the tramees 

- Provides all transportahon and W s h e d  lodglng for the tranees 

Hode~dah Governorate Health Office 

- Designates a representative(s) to serve on the Jomt Selection C o m t t e e  (Health 
Office, Health Manpower Institute, Mimstry of Public Health, and the OFC 
Project) for the selection of trainees for the Comrnmty Midwfe Tramng 
Program at the Al Marawa'a Traimng Center 

- Provides government employment to all tramees after graduation 

- Provides basic cadre of staff for the MCH section 

- Coordinates wth  A1 Marawa'a and OFC m designating space for implementation 
of integrated MCH services as indicated m the attached sketch 

- Facilitates and participates m activities to lrnprove the quality of care and to 
improve the management of the MCH services such as refresher tralmg, on-the- 
job t r m g ,  unplementation of an internal system of supervision, planrung, 
budgetmg, and cost-recovery actwities, use of data for dec~sion-malung in-patient 
care and Internal management of pahent flow 

- Ensures that the center mantam a regular stock of MCWFP cards, registers, and 
other record keepmg supphes, farmly p l m n g  supplies, vacclnes and drugs as 
avsulable, and cleanmg supphes 

- Provrdes financial support for the mamtenance of the center, lncludlng 
buildmg mamtenance, equipment, and clemng suppl~es 



- Works in coordination with OFC in the development and implementation of an 
on-site system of supervision for the traimng center and for MCH services 

- Coordinates wlth the MOPH to develop a plan for supporting midwves after 
trainmg 

With support from OFC, works to improve logistical and management systems to 
ensure the disbursement of drugs, vaccines, and contraceptives and associated 
record keeping forms to the health center staff m a timely manner, provldes 
tralnmg and follow-up supervision on the M~mstry of Public Health's new Health 
Management Information System (HMIS), and develops a system for the 
distribution of HMIS record keeping forms 

- Brlngs forth appropnate candidates to be t r u e d  as tramers m MCH record 
keeplng systems 

- Supports, facilitates, and supervises the trainers in conducting trairung m record 
keepmg for MCH staff m health centers 

- Establishes and maintains a Tramng Advisory Board for overseeing tramng 
activities, assisting m the selection of trainees, and establishmg and maintainmg a 
training documentation system 

- Provides emergency and essential drugs, supported by the MOPH, to support the 
cost-recovery system 

- Employs trained Lab Techclan to be assigned to Marawa7a Health Center 

- Options for Family Care (OFC) 

- Renovates the designated MCH section as indicated in the attached drawng and 
specifications (see attached) and contract in the amount of $21,835 or 2,75 1,210 
Yemem k a l s  

- Prowdes management and field support, as needed, through its local staff and 
resident advisor to facilitate implementation of OFC contract activlt~es 

- Provides basic furmshmgs, equipment, and lnstrurnents for training of community 
midwives and MCWFP service delivery in the amount of $1 8,250 or 2,299,500 
Yemem h a l s  

- Provides or supports in-service traimng (on-the-job, refresher trammg, and 



traimng of trainers) for the MCH staff 

- Recruits two commumty midwife trainers to conduct traimg of commumty 
rmdwves 

- Supports traimng of trainers course to prepare trainers for cornmumty midwfe 
tramng in the amount $2400 or 302,400 Yemem ha l s  

- Provides salanes for the two commumty midwife trainers for approximately 
$17,000 or 2,142,000 Yemem ha l s  

- Provides sbpends for commuruty midwife trainees in the amount of $3900 or 
49 1,400 Yemen1 ha l s  

- Supports refresher trming for female pnmary health care workers in the amount 
of $2404 and 302,932 Yemem ha l s  

- Provldes support and techcal  assistance to the health center to mprove the 
quality and tlmelmess of their MCH data collection and reportmg, using the newly 
developed Health Management Information System developed by the MOPH 

- Provides lab equipment for Marawa'a Health Center if the center maintains a 
regular stock of MCWFP cards, registers, and other record keeping supplies, 
famly p l m n g  supplies, vaccines and drugs as avadable, and cleaning supplies 
The center must also work wth the Health Office to develop a wntten fee 
schedule for all the lab services that will be offered by the center 

Addendurns to t h ~ s  Agreement 

All parties wl l  work cooperatively and continue to explore areas of hture support dmng the 
OFC contract penod and beyond Therefore, it is expected that this agreement will include 
several addendum 

At a mmmum, these should include agreements wth Pnmary Health Care Umts associated with 
A1 Marawa'a Center and thelr cornmuties for the support of commuuty midwives who will 
attend trslllllng at A1 Marawa'a Center, including A1 Mahad, A1 Khalifa, and Koshuba 

Agreement 

By sigmng below, the following parties have agreed to the unplementation of above activities 
and have agreed to the assigned responsibilities as outlmed Modifications to thls agreement will 



be made ~n m t m g  and are subject to approval of all parties 

A1 Marawa'a Center 
Director 

A1 Marawa'a Cornmmty 
Representative 

Options for Farn~ly Care 
Representative 

Signature 

Signature 

Signature 

Hodeidah Governorate Signature 
Health Office General Director 

Date 

Date 

Date 

Date 



MOPH guidelmes for Community Mldwlfe Tralnee Selection Criterla 



Commun~ty M~dwife Tramee Select~on Criteria 

1 Ninth grade general education certificate 

2 Willmg to partic~pate in, and commt to a 2 year traimg course 

3 The tramee should be free of respons~bilities whlch will hmder partlclpat~on The trainees 
family , husband and father was be willing 

4 No more than 10 days of continuous absences or 15 total days of absences 

5 The community must select them 

6 Must pass a written entrance examination and be interviewed and selected by the selection 
committee 

7 No more than 20 tramees per class or traimng center 



L~st  of Equ~pment and Instruments Needed for 
the Selected Health Centers (mcludmg Tralmng Centers) 



USAlD / YEMEN OFC CLINICAL AND TRAINING EQUIPMENT PROCUREMENT PLAN 1996 
Optrons for Fam~ly Care Project No 279-0090 

L~st  of Equrpment & Instruments Needed for the Selected Health Centers 

Descr~ptron 
Bed Labor and Dellvery W / two - P~ece Mattress 

Exam~nat~on Table Fold1ng,2-sect1on 180 cm Long, 
60 cm W x 76 He~ght 

Bassmet (Baby's Cot) WICanvas basket 
880 x 580x860 mm 

Carnage, Dressmg W / 2 Shelves 910 x 460 mm 
( "36 x 18)  800mmH 

Basm wash 4 L~tre S S Approx 315mm Dla x 90 deep 

Basm Solut~on 6 htre SS Approx 315mm Dla x 127 deep 

Basm K~dney 475m1,18/ 8,O 8mm Stamless Steel 

Tray Instrument W/Cover,225x125x50mm St Steel 

Forceps Hemostat Rochester-Pean 16cm(6 25") Long 

Surg~cal Scrssors Strarght 14cm (5,5") Long 



Stock No Descr~pt~on 
Forceps Ster~l~zer Cheatle 270mm(10 75) Long S S 

Jar Forceps 114mm(4 5) deep Dla 54mm 

Jar Thermometer Approx Dia 25mmx1 O5mm deep 

Thermometer Cl~nical Oral Dual CellsIFAHR Scale 

Sphygmomanometer 300mg Hg w~th Cuff 

Stethoscope Bmaural Unit Complete 

Stethoscope Foetal Pmard m (1429) 

Doppler w/ battery charger and regargeable battery 

Mucus Extractor 12CH Catheter W120ml Contamer 

4pron Ut~l~ty Opaque Plastic 0 9 m widexlm Long 

4RI Timer 

3rush Hand, Approx 9Ox40mm("3 5x1 5 )  

ZNT Set 

Scale Phys~c~an adult Metr~c 140KG x100G 

Total Pr~ce 
$4,500 

L - 

Quantity 
150 

- 

Un~ t  Pr~ce 

- 



145520 

557000 

156000 

*, 
/ 

107700 

169000 

950000 

1 183000 

). 

Scale Infant Clinic Metric 15 5Kgx5G 

Scale Spnng Baby 5Kg,25G Graduations Wflhrousers 

Ster~lizer Dressing Pressure Type 35Ox380mm139L Fuel 

Autoclave 

Drum,Sterilizing, Cylendrical240mm Dla 

Stool Revolvmg Adjustable Herght 360mm(14") Dla 

Hemoglubmometer Set Sahli Type complete 

Thermometer Dial Vaccine, Storage Vapur Pressure 

Vaginal Specula 

Midwifery Kit (content ~nclosed) 

Vacuum Extraction 

Epmotomy Set ( Content inclosed) 

stock No 
114400 

Quantity 
30 

Descript~on 
Height measure Instrument up to 2 metres 

Unit Price 1 Total Price 



Projector Screen 

Slrde Projectors 

Overhead Projectors 

TVNCR Combmatron Sets 

Eva Gynologrcal Model 

Breast Exammatron Model 

Female Pelvrc Organs Model 

5 -9 KVA Generators 

Charrs for Wartrng Rooms/Tralnrng Centers 

Metal Shelf Frles 

Patrent Screen 

IUD Krts 

Refrrgerator w/ freezer 

Dral Thermometer 

Pedratrrc Bed 

Nasagastrrc Tube 



Item No 
54 

55 

56 

57 

58 

59 

60 

61 

62 

63 

64 

TOTAL 

Nebulizer 

Ambu Bag with face mask (infant) 

stock No 

Airway Guedal Rubber 

Description 
Nasal CatheterlCannula 

l ~ d u l t  Ventilator bag and mask 

lnfant Resusltator tool 

D&C Set 

1 lnfant Syphgamomanomater 

lnfant Stetscope 

Portable Stand Light 

Baby Cots 

Quantity 
60 

40 

60 

20 

20 

250 

10 

30 

30 

210 

30 

Umt Price I Total Pr~ce 



TEACHING AIDS AND MATERIALS 
PROCUREMENT FOR TRAINING CENTERS 

ITEM 

Models 
1 --PC fvhtktrt-wf m ~ a n e t ~ e n e t a f r a ,  

3!%&.- 
2 Obstetnc Manlkln wl carryng case 
3 Eva Gynelogical Exam Model*' 
4 Breast Exammabon Model** 

6 Famlly Plannlng Educator (SIMA 60-36 
FPE) 

p 6  
h a )  
h 
-(slMu- 

Audlo Vlsual Equ~pment 
1 TVNCR Combnabon Sets (one unit)"", 

220v 
2 Shde Projectors wf 2 extra lamps*, 220V 
3 Overhead Projectors wI2 extra lamps* 

11 Classroom Equipment 

1 Bulletm Boards, 36 x 48' 
2 Bulletin Boards, 24" x 36 '* 
2 Chalk Boards, 4 8  x 72' 
4 Wrlte On Transparency Film 
5 Chalk, wh~te and colored 
6 Erasers 
7 Overhead transparency markers 

QUANTITY 

12 
6 
12 

24 boxes 
24 boxes 

12 
1 2 boxes 

COST I TOTALCOST 

1 

Other 
I Wall Pockets legal size, angle unit 

*Th~s items were on the onginal procurement l~st sent to AMEG (4 of each) I do not know ~f they have been 
purchased or not 

200 

**These items are on the comprehensnre list of equipment sent later 

Pr~ces quoted are esbmates or from informahon in catalogs Please check into quantity discounts Most 
preferably under $500 00 All electronics should be 220/240V, 50Hz, low technology, easy maintenance 
We do not need anythlng very expensive wlth latest technological gadgets These wll be used out In the 
field by the tralnlng centers and HMls 

Please sh~p via air frelght Thanks 



Tramng Materials Provided to Community M~dwife Trainers 



Tramng Materials Provided to Commun~ty M~dwrfe Tramers 

Books 

1 Anatomy 
2 Physiology 
3 Public Health 
4 First Aid 
5 The situation of Women and Children m Yemen 

Copled and provlded 

1 Obstetrics and medicine 
2 Family P l m n g  for midwfes m Yemen 
3 Pnmary health Care for MCH 
4 Rules and regulations for Home delivenes 
5 Illustrated Chldbirth 
6 Chld care in Pmary  health care 
7 Basic Medlclne in Pnmary health care 
8 Famly Health Care ( 2 volumes) 
9 Guidelines for pnmary health care trainees 
10 On being in charge 
1 1 Participatory traimng techniques 
12 Partograph 
13 Standardized tests 
14 Trainee evaluation 
15 Home visiting 
1 6 Sexually transmitted diseases 
17 Mecharucs of Labor and delivery 
18 Physiological changes dmng pregnancy 
19 Reproductive growth and health 
20 Chld development 
21 Canng for the newborn baby 
22 ORS Therapy 
23 Complica~ons of pregnancy 
24 Using teachng equipment 
25 Cornmulllcatmg 
26 The status of women 
27 Management 
28 Demographc s and statistics of Yemen 
29 Breast-feeding 
30 Diarrheal Control 
3 1 Guidelines for health unit practices 



The Community Mldwife Curriculum Content 



The Community Midwifery Curr~culum Content 

1 Anatomy and Physiology 
2 First Aid 
3 Fundamentals of Nursing 
4 Public health 
5 Nutrition 
6 Personal health 
7 Women's health 
8 Environmental health 
9 Communications shlls 
10 Health Information System in Yemen 

Unlt 2 Antenatal care 

Antenatal care from ovulation trough delivery 

Unlt 3 Dellvery and Labor 

1 Evaluating the prognosis of labor, 
2 Cmng for the mother through labor 
3 Identifying normal and abnormal labor 
4 Managing normal labor 
5 Cmng and managing the neonatal 

Unit 4 Post dellvery care 

1 Care of the puerpenum for mother and chld 
2 Family Planrung 
3 Common gynecological and obstetric conditions and their management 

Unlt 5 Chlld care 

1 Growth and development of the chld from 0 - 5 
2 Breast feedmg and chld nutntion 
3 Common health problems of the chld and their management 

Unit 6 Management and Supervision 

1 Basic management and supervision shlls 
6 Providing first aid dunng emergencies for the mother and neonatal 



MCH/FP Standard Equipment and Furniture 1n a Referral Hospltal 



MCH/FP Standard Equipment and Furniture 
in a Referral Hospital 

Item Prerequzsrtes 

I CLIENT REGISTERATHOP? ROOMIAREA 

I WAITING ROOMAREA 

Table with char 

Client Seating 

Shelves (1 m) 

Telephone line 

1 

2 

30 

1 

I COUNSELING ROOM I 

Table w th  Char 

C bent S eatmghenches 

Bulletin Board 10Ox70cm 

Video and TV 

Educational Videos, Flip 
charts, Posters etc 

L Sphygmomanometer 1 1 

1 

20-25 

1 

1 

Table & Chw 

Client Seatmg 

Adult Weighmg Scale 

He~ght Measurement 

Depend on the No of clients served 

1 

2 

1 

1 



I Stethoscope 

Demonstration Models 

Waste Bin 1 
P 

r n E N A 2 : f i  RrnM 
i 

Table & Chalr 1 

Client Seating 1 

Examnation Table 1 

Stool 1 

Patient Drapes 6 

Screen 1 

Sphygmomanometer 1 

Portable Light 1 

Stethoscope 1 

Fetal Stethoscope 1 

Tray 1 

Doppler 1 

Thermometer 3 

Thermometer Jar 1 

Waste Bin 1 

I FAMILY PLANNEW ROOM 
Table & Char 1 I 
Client Seat 2 

Gyn Examnation Table 1 

Stand Lamp 1 

Screen 1 



Equipment Cupboard 1 

Sphygmomanometer 

Stethoscope 

Thermometer 

I I 
1 

1 

Stool 

Instrument Cart 

1 

1 

Sterilizer (Autoclave) I 1 I 

Thermometer Jar 

Gloves 

Solution Bowl 

Speculum (diff Sizes) 

Sponge Forceps 

Instrument Tray Covered I 1 I I 

1 

2 

12 

10 

IUD Insertion Pack 
Speculum (1) 
sponge Forceps (1) 
Long Artery Forceps (1) 
Uteme Tenaculum (1) 
Uteme Sound (1) 
Scissors (1) 

Hook IUD Removal 

Small Bowl I 1  

7 

Forceps IUD Removal 
"Allgator Jaw" 1 

I I 1 

Included m IUD a t  #2 

Surgcal Contraception 
Equlprnent to be used 
wth  laparotomyl 
caesman section fachty 
for HOSPITAL only 

Bed 

PRE-DELIVERY ROOM 
10 



Sheet 

P1llow 

Blanket 

DELIVERY ROOM 
I a 

Bedside desk 

Stand wkook 

Waste Bin 

Near each bed 

Delivery Bed 1 4 1  I 
Table & Char 

Patient Drapes 

1 

Sphygmomanometer I 1 I 
Stand Light 

Stethoscope I 

4 

Fetal 

I I 

Screen 

Supply Cupboard 

Stand wlhook 

4 

1 

4 
- - -  

Instruments Cupboard 

Scrubbing Brush 

Gloves 

Instrument Trolley 

Stand Double Bowl 

Padded Table for 
dressing newborn 

Basin Solution 

Inst Tray wth Cover 

1 

5 

4 

4 

3 

- - -  



Infant weighmg Scale 

Plastic Sheet 

-- - 

Delivery Pack, 
Artery Forceps (2) 
Cord-cutting Scissors (1) 
Cord Ties 
Unnary Catheter (1) 
Gauze Swabs or Cotton 
Mucus Extractor (1) 
Episiotomy Scissors (1) 
3 Dressing Baby Towls 

Apron 

Unnary Catheters Metal 

Adult Ventilator 

Oxygen Cylinder 

Waste Receptacle 

Vacuum Extractor 

Synnges & Needles 

Wall Clock 

D&E or D&C Set 

Penned Repar Pack 
Sponge Forceps (1) 
Needle Holder (1) 
Scissors (1) 
Tissue Forceps (2) 
1 toothed+l non-toothed 
Stenle Suture Matenals 
Gauze SwabsICotton 

Local Anaesthesia 

Stenle Gloves 



I POST-DELIVERY ROOM/AREA I 

Baby cot 

Baby Blanket 

Beside bed Desk 

Bed 

Sheet 

Blanket 

P1llow 

RECEPTlON/EXAMLNATION ROOM 

16 

Table & Char 

Client Seatmg 

Thermometer 

Thermometer Jar 

Infant Weighmg Scale 

1 

1 

3 

1 

1 

Stethoscope for infants 

Sphygmomanometer infant 

AEU T~mer 

Waste Bin 

Examnation Bed 

1 

1 

1 

1 

1 

ENT Set 1 

Table & Char 

Client Seating 

Supply Cupboard 

IMMUNIZATION ROOM 
1 

2 

1 



Refhgerator mth Freezer 

Gas Cyhnder 

Dial Thermometer 

Vaccine C m e r  Daly 

I "Sharps" Disposible Umt I 1 I 

1 

2 

1 

3 

Vacc~ne Camer Monthly 

Ice Pack 

Qdney Basin 

Ampule Cutter 

Waste Bin 

I Synngs & Needles I 

1 

8 

1 

2 

1 

I Demonstrat~on Table 

Table & Char 

Client Seating 

Infant weighmg Scale 

Thermometer 

Thermometer Jar 

1 

10 

1 

3 

1 

Spoon 

Droppers 10 ml 

20 

10 

I Supply Cupboard 1 

Waste Bin 

ORS Package 

Therrnus Jar (5 liters) 

1 I I 
1 

1 



Tissues 

Treatment Chart 1 

Flipchart 1 

Food for Display 1 

I INTENSIVE CARE UNIT FOR ARVREHYDRATXON 

Table & Char 

Client Seating 

Infant weighmg Scale 

Thermometer 

Thermometer Jar 

Demonstration Table 

Spoon 

Droppers 10 ml 

Supply Cupboard 

Waste Bin 

ORS Package 

Thermus Jar (5 liters) 

T~ssues 

Pediatnc bed 

Stand wlhook 

Scalp needle (butterfly) 

Infbsion Sets 

Nasogastnc Tube 
-- 

Empty IV Bottles for 
Nasogastnc A d m  

Synngs & Needles 



1 / Sheet 1 20 1 

STERILIZING ROOM 

Oxygen Cylinder 

Nasal CatheterICannula 

Nebulizer 

Ambue Bag 

Infant face mask 

3 

6 

6 

6 

6 

I Autoclave 

- 

2 

Autoclave drum 

Boiler 

Stove 

Equipment for bo~ling 

( Cheatle Forceps 1 
I I 

I I 

8 

1 

I Instrument Trolley 1 

MEETING/REST ROOM 

I 1 I 

Cheatle Stand 

Supply Cupboard 

1 

1 

Large Table 

Staff Chairs 

S helves1Cupboard for 
books etc 

Bulletm Board 

Waste Bm 

Kettle ElectncNormal 

1 

15 

1 

1 

1 



Protocols and Checkl~sts 



OPTIONS FOR FAMILY CARE 

MCH FACILITY AND EQUIPMENT SUMMARY CHECKLIST 
AND 

MCH SERVICE QUALITY SUMMARY CHECKLIST 

The trio checkllsts have been deslgned pnmanh to measure results m the Maternal and Chlld 
Health Centers In the three project governorates Speclficallv, the Facilltv and Equipment 
Summan Checkllst 1s deslgned to measure the presence and hnctlomng of the equlpment m the 
MCH Center The MCH S e ~ c e  and Qualltr Summarc Checklist IS deslgned to measure the use of 
the qulpment and the standard skllls of the providers rendenng MCH servlces These checkllsts 
are used b7r the OFC Project to evaluate progress toward these two mdlcators 

Use of the Checklists 

Quarter1.c results for MCH scrvtces and faclllt\. are summanzed these two checkl~sts 
ldeallv these checkllsts should be used on regularlv scheduled vls~ts to the MCH Centers The 
checklist wll cam greater vallQh lf the evaluatlon a done more than once A monthlv evaluatlon 
\\auld be Ideal Swres of all nslts to a MCH center can be averaged for the quarter The Fachh 
and Equlpment Sumrnm Checkllst can be conducted by an\ OFC staff m the governorate or b.c 
those domg cl~nlcal or tranlng vlsits The MCH S e ~ c e  Qualltv Summarv Checklist should be 
carned out b7r an observ~r who has a cl~nicai background. and a good understandmg of the local 
d e c t  For Maternal servrces ~t IS preferable that the evaluator is female 

Scormg on the Checkl~sts 

Sconng conslsts of followng the slmple lnstructlons for each sectlon, explmed for each item 
Equlpment and fkrn~shgs are scored acwrdmg to ~ t s  presence or absencefdvsfunct~on S e ~ c e s  
are graded accordmg to the total score from a checkl~st based on a standard clmcal protocol In 
addtron, the provlder s use and mamtenance of the hchtv, and ~ t s  equlpment is scored accordmg 
to a graded descnptlon A m~nlrnum standard IS reached wth a total score of 60% for each 
checklist 



( ) I '  I I (  )N\ 1 ( )It I-AM11 Y (. AM 

MCH FACILI? Y AND EQUIPhlEN I SUMMARY CHECKLIS I' 
Lo\\ er I e\ el R e d  2 lnd~cator 2 

Cro\ ~ n l o r  I ~ L  1 lcalth Center Date of Appra~sal kt aluator 

- 
i l l  M 
N O  

I 

;talidards ) 

\torage 111 e a ~ h  room 15 sufficient (Reler to 
ittd~l~cd sta~idards ) 

iunlshmgs present n h ~ c h  p ~ o \  ~ d e  
-111 ~rorui~cntd L O I ~ ~ I ~ I O I I ~  c o n d u c ~ t e  to the 
norh a ~ r \  (Reler to attached sl~ridards ) 

I i ~ 1 1 1 t i  S ~ I  U L ~ I I I ~ ~  Ire In norhmg c o n d ~ t ~ o n  



,MCH FACILITY AND EQUIPMENT SUMMARY CHECKLIST 
DESCRIPTION AND SCORING CRITERIA 

Instruct~ons In each room, check d the llsted dems dre present m~ss~ngld\sfunct~on then add 
all mlssmg ~tems and score accordlug to the scale gpen below each senwe) 

1 Aonroonate eau~nmcnt, Furn~ture. su~ohes  a,a~lable In each room 

REGISTRATION ROOM 

I ITEM I PRESENT I MISSINGIDYSFUNCTIONAL I 
desk 
file cabmets 
mde\ holder 

I indev cards 1 
antenatal cards - 
chlld growth cards 1 
small cl~ent cards 
reglstratron book 
fam~l!, plannlng cards 
SCORE (from 11 powble) 

SCORE 
5= no mlssrng ltems 
J= 1-2 mlsslng Items 
3= 3 rnlsslng Items 
2= 4 mlsslng Items 
I= 5 mlss~ng Items 
0= 6 or more mlss~ng Items 



PRENATAL ROOM 

ITEM I PRESENT I MISSING/DYSFUNCTIONAL 
I chars  (2) I 

desk 
evam bed 
step to evam bed 
screen 
cabrnet 
waste bm 1 t 
adult scale 
health education matenals 
fetoscope 
stethoscope 
tape measure 
blood pressure set 
SCORE (from 13 poss~ble) 

SCORE 

J= 0-1 Items missing 

4= 2-3 Items mssrng 
3= 4 rtcnis mlsslng 

2= 5 Items m m n g  
1= 6 Items mrssrng 
0= 7 or more Items nussrng 



DELIVERY ROOM 

pole 
screen 
cabinet 
drums for sterilization (2) 

MISSINGlDYSFUNCTIONAL ITEM 
Chair 
re\ oh  ing stool chair 
Delrren bed with basln & IV 

cheatle forceps rn jar 
naste brn 
SCORE (from 23 poss~ble) 

PRESENT 

4= 0-2 ltcms mlsslng 
4= 3 items mlssing 
3= 1-7 Items misslng 
2= 8- I0 Items missrng 
I= 1 1-12 items mlssing 
0= 13 or more items missing 



PREPOST DELIVERY 

ITEM I PRESENT I MISSINGIDYSFUNCTIONAL I 
Beds (2) 
bed coker (sheettblanket per bed) 
plllow for each bed 
bed slde cabinct 
babv cot 
stethoscope 
blood pressure set 

SCORE 

~ a s t e  bin 

5= 0-1 items misslng 
J= 2 items misslng 
2= 3 Items rmssing 
1= 4 Items msslng 
0= 5 or more items mssing 

I 

ORT/HEALTH EDUCATION 

SCORE (from 8 poss~ble) 

ITEM 1 PRESENT I MISSINGIDYSFUNCTIONAL I 
8- 12 CUPS 

8-12 spoons 
750 ml bottlcs for 
measunnglrnaking ORS 
thermos 
waste bin 
infant scale 
health education materials 
cushons or chars  for sitting 
TV w t h  vldeo 
SCORE (from 10 poss~ble) 

SCORE 

5= 0-1 items rmssing 
4= 2 items mssing 
3= 3 Items mlssing 
2= 5 Items mssing 
1= 5 items missmg 
0= 6 or more rems msslng 



FAMILY PLANNING 

ITEM I PRESENT I MISSING/DYSFUNCTIONAL 
[ cabinet 1 
I dcsk 1 I 

1 c ~ a m  bed 1 I 
screen 
health education matenals 
IUD equipment complete set 

: 

SCORE 

naste bin 

5= 0-1 ltcms mlsslng 
4= 2 items mlss~ng 
2= 3 itcms mlsslng 
I=  1 ltems mlssing 
O= 5 or more items missing 

I 

VACCINATION 

SCORE (from 8 posuble) 

ITEM 

cnb~nct 
desk 

~ c c  packs 
w s t e  b ~ n  

PRESENT 

cham ( 2 )  
rcfngcrator 

thermometer o d l n  rehgerator I 
SCORE (from 8 poss~ble) I 

MISSlNGlDYSFUNCTIONAL 
o r  Exp~red (Vdcc~nes) 

I 
I 

SCORE 

kacclne carrier 

5= 0-1 Items msslng 
1= 7 I t em nussing 
2= 3 Items missing 

1= 1 Items nusslng 
U= 3 or more Items mlsslng 



For the follow~ng Items, grve the score whrch most closely describes your observation 

2 Storage in each room 1s suffic~ent 

SCORE 
2= Suppl~ cabmet present with all parts intact 

Cabmet easilv opens to access equpment Lf locked ke\ IS present \\lthin the room 
All storable items fit wthin storage area prowded 

1= Cabinet present but lock is broken or kev IS inaccess~ble 
Cabmet cannot contam all storable matenals and allov accessib~lit) 

O= Cabtnet 1s absent or unusable 

3 Furnlrhlngs Dresent whrch ~rovlde ent~ronmental condrtrons conduc~ve to the work area 

I =  Fan or air condit~oner is present and norkmg rf needed 
Windons open and close and can be locked are not cracked or broken 

O= Fan or alr cond~t~oner IS not present but needed 
W~ndows are broken unable to open or close and lock 

4 Facllrtt vtructurcs &re In workrn~ condrt~on 
SCORE 

2= Doors open and close and can be secured or lockcd 
Sinks and reLted fixTures are functional pro! ~ d c  nater and allow for dramage are r ot broken 
L~ghts turn off and on as needed 

I = The door opens but doesn t lock 
Sinks hate mater onh some of the tlme and /or drain dnps onto floor 
Llghts work sometimes or some of the bulbs are need~ng replacing 

O= Doors cannot be opened or closed or are mlssing pleces 
Slnks cannot be used due to lack of water or blockedhroken drainage 
Lack of clectnclb ~mpedes services (n~ght delnen IUD insert~on) 

5 Seatme IS suficlent for the number of waltlng chents outs~de of rooms 
SCORE 

2= Cl~ents are seated on benches or chairs In the h a h a \  ~ ~ t h o u t  havlng to stand or s ~ t  on the floor 
while waiung 

I= Some cl~ents must stand or sit on the floor because of the lack of seatmg in waiting areas 

0- The majonh of cllents waitmg are situng on the floor wamng tor semces bloclung the wahng 
area 



6 INFECTION PREVENTION AREA (Check ~f the l~sted Items are present or 
m ~ s s ~ n g / d ~ s f u n c t o n  then add all mlsslng items and score accordrng to the scale belon ) 

ITEM I PRESENT I MISSING/DYSFUNCTIONAL 
Dq oxen wth thermometer 
Autoclal e 
brush 
boller 
burner 
attachments to burner 
2 plast~c basm for ~nfecuon 
prex entlon (dsenfectlon and 
cleaning procedures) 
cheatle forceps In jar of 
dlslnfectant 

SCORE 

gas bottle 

5= 0-1 misslng Item 
4= 2 mlsslng Items 
3= 3 mlsslng Items 
2= 4 nusslng Items 
0= 5 or more m w n g  Items 

I 

7 2 Bdthroom are d%dliabk, clean and functlonal 
SCORE 

SCORE ( from 9 poss~ble) 

2= 2 Bathrooms as ailable 
uatcr 1s present From tap and for flushing to~let 
dram 1s open 
surroundngs are clean inthout naste products kls~ble w t h n  the bathroom 

1= onh one bathroom axallable and functional 
water u not sufficient 
dram 1s open but flushng 1s onlv panla1 
waste matter 1s usible In places m the room 
only one bathroom 1s ava~lable or functlonal 

O= No bathroom ax adable 
no water in bathroom 
drain IS clogged or unable to flush to~let 
maste matter 1s obi~ous 



Go\ cniorale Hcalth Ccnter Date of Apprarsal E\ aluator 

I l l  M C RI I 1 1W )N R p t r  

N() 
11 I1 



MCH QUALITY OF SERVICES SUMMARY CHECKLIST 
DESCRIPTION OF CRITERIA AND SCORING 

SCORING FOR CLINICAL PROTOCOL CHECKLISTS 

1 Observe one staff person glving the service from begnnmg to end 

2 Marh "yes' In the column for each step of a servlce rendered correctly 

3 Mark "no" In the column for each step of a service rendered mcorrectly or 
mcompletely 

4 Add all of the 'yes" marks in each column on each page 

5 Refer to the scoring for that service (below) and record the score (0 1 2 or 3) on the 
Quality of Services Summary Checklist 

REGISTRATION 
less than 1 1 =O 
11-12 = 1 
13-14 =2 
above 15 =3 

DELIVERY (total number of "yes" marked) 
less than 60 = 0 
61-71 = 1 
72-5 1 =2 
above 8 1 =3 

FAMILY PLANNING (total number of "yes ' marked) 
less than 17 =O 
18-20 = 1 
3 1-23 =2 
above 23 =3 

PRENATAL (total number of "yes ' marked) 
less than 19 =O 
19-23 = 1 
23-26 =2 
above 37 =3 



VACCINATION (total number of "yes marked) 
less than 22 =O 
22-26 = 1 
27-30 =2 
above 30 -3 

ORSIHEALTH EDUCATION (total number of "yes ' marked) 
Acerage all servlces observed and give one score on the quality services llst 

Admmstermg ORS f lu~ds  
less than 9 =O less than 3 =O 
9-1 1 = 1 4-5 =2 
12-13 =2 6-7 =3 
above 13 =3 

Hedth Educnt~on 
less than 7 =O 
7-5 = 1 
9- 10 4 
above 10 =3 

POSTPARTUM (total number of "yes" marked) 
lessthan 16 =O 
16-19 = 1 
20-22 =2 
above 22 =3 

INFECTION PREVENTION (total number of "yes marked) 
Bo~ler  
less than 7 
7- 10 
11-13 
above 13 

Autoclave 
less than 13 
13-15 
16-18 
above 18 

Drv Oven 
less than 1 1 
11-13 
14- 15 
above 15 

If more than one servtce is observed average 
=O the scores for each piece of equipment 
= 1 
=2 
=3 



For  the following items, gwe the score w h ~ c h  most closelv desc r~bes  the  service 

2 Pror~t lcr  f,~cillt,~tcs ~)'ttlent flon Into dnd out of the r c n ~ c e  Irc 1 

SCORE 

1= Cllcnts ?rc courteouslr d~rected to the room for sen lccs 
Cl~cnts ?rc dlrcctcd In md out of the sen ICC room In 7n ordcrh manner h ~ c h  docs not lnlcrnlpt 
scn ICCS 

Door of scn Ices IS not blocked 

I =  Pro\ ~ d c r  IS ~nterruptcd seleral tlmes during ?n e\am to Insuer thc door 
C l m t s  must ask nherc sen  ~ c c s  arc because t h c ~  hale not bccn dlrcctcd from thc rcglstr?tlon 
room or thc~r  qucstlon has not been anmered 
I t  1s sonictlnics d~fficult to get Into the scrv~cc arc? bcc~usc of crowds or conIus~on 

O= Door to scn ~ c c  7ren 1s opcn and ncl er shut 
3 or nlorc clicnts cron d the sen  icc pro1 tdcr 
W u t ~ n g  arc? is not uscd 

2= Storcd stcrllc lnstrurncnts ?rc co~crcd or nrappcd 2nd d 11cd 
Nc~cssan cqulpmcnt 1s nlthln thc nark nrca or storcd ?lid c wlv \ lcncd r~liilc ln stongc 
Elncrgcnc~ cqulpmcnt IS n ~ t h ~ n  site 2nd not lockcd dur~ng nork hours (ambu-b,~g mucus 
c\tr?ctor O\\gcn tubing d c h c n  ~nstrumcnts) 

I =  Stcrllc lnstrulncnts arc not dated or h ~ r c  e\p~rcd past onc ucck smcc s t c r i l ~ ~ a t ~ o n  
Room s cqmpmcnt 1s not c a s h  acccss~blc or \ is~blc I\ hcn nccdcd (rcqucstcd) 
Enicrgcnc~ cquipment is present but not r c a d ~ l ~  J lslbic or iockcd 

I)= No stcr~le mstrumcnts arc stored and rend\ for usc (nor lrc found in thc proccss of prcpnr 1tlo11) 
Neccssan cquipment to c a m  out the uork 1s lnlsslng 
Emcrgena equipment IS not found nhcn needcdJrcquestcd 



4 Room Ir cle In ind cleanl~ne\\ I \  m ilntdined IS needed hetneen 11 ~ t ~ e n t r  
SCORE 

2= No papers litter the floor 
Ciblncts arc nithout \ ~siblc dust outsldc or insldc 
Babx scalc clam and deln e n  beds contiln no bod\ flulds or dirt mirks 
Llnens arc nashed after s~ngle use 
Rocks sand and d ~ r t  are not \ mble on the floors 
W 111s shon no \isible marks of dirt 

1 = Somc papers on the floor or small pieces of dirt 
Scde has res~due on ~t from pre\ ~ o u s  children patlents 
Walls ha\e some 5 wble dirt marks in places 
E\am bcd screens delnen bed b a b ~  cot or desk l m c  stnlns or d m  marks 

O= Floor h,u papcrs d ~ r t  rocks andlor mud clcarh 1 lslblc 
Wills ?rc full of d ~ r t  marks stains or bodih fluids 
Room cqulpmcnt is stained marked dusn throughout 
L~ncns arc stalned and unsu~tablc for usc contnm dlrt 

PI o\ ~ d c r  m,untmn room c n ~  ~ronmentdl n h ~ c h  Ir contlucne to worh 
SCORE 

2= Roo111 IS rcntcd or has a f a n h  conditioning runnlng nhcn nccdcd 
Light IS sulliclcnt for patlcnt c\inis and u riting 
N o w  ICI cl is low enough to c?rn on i con\ crsitlon ithout riising i olcc 

I= Roo111 is lcntcd but it IS not sufficicnt to m&c pit~cnts or norLcrs comfort iblc 
L ~ g l ~ t  is prcscnt but d m  
Noisc nukcs ~t dlficult to hear thc paticnt \tlthout rilsing toicc 

O= Room IS not \ cntcd nor is a fanlalr condltlon on 11 hcri nccdcd 
Llglit is dim SO that writlng is dificult ind  piticnt s skm c innot bc cis111 c\  imlncd 

6 P r m ~ t l c r  trc,lt\ cl~entc; with rewect ,md f icl l~t  Ite\ communlc Itlon 
SCORE 

2= Pro\ ldcr llstcns to clicnt and ansncrs all qucstions 
Pro\ ldcr grccts cllents upon irrii ?I to scn KC room 
Pro\ ider isks questlons of the clicnt ind sharcs Informition about clicnt s condition throughout 
the e\am and giving health ad1 ICC pcrtamng to the irca of sen ice 

I =  Pro\ lder docs not hear clicnt the first time i qucstlon IS 'iskcd 
Pro\ ider docs not greet client direct11 or clearh 
Pro\ ider does not share information and pro1 ider doesn t ask sufficicnt questlons to gather 
needed ~nformauon 

O= Pro1 ider doesn t llsten to client 
Pro\ ldcr docsn t greet cllent 
Pro! ider speaks roughh and does not offer information or direction to the cl~ent 



SCORING 

Add total polnts on the summary chechllst and grade accordingly If more than one 
assessment was done durlng the quarter average the results of each evaluat~on and 
produce one score for the quarter 

MCH FACILITY AND EQUIPMENT SUMMARY CHECKLIST (total 105) 

63 POINTS = Meets mlnimum standards (60%) passing 

74 POINTS= Shghtly above mlnimum standards (70%) 

84 POINTS= Well above minimum standards (80%) 

95 POINTS= Standards are excellent (90%) 

MCH SERVICE QUALITY SUMMARY CHECKLIST (total 81)" 

49 POINTS = Meets mmimum standards (60 (YO) passing 

57 POINTS= Slightly above minlmum standards (70%) 

65 POINTS= Well m o v e  minimum standards (SO %) 

73 POINTS= Standards are excellent (90%) 

* If a senlce 1s not observed subtract from the total number of polnts and calculate 60°/o 
from the total possible to determ~ne the passlng score 

Note When scoring on the summary sheets, mark scores In columns prov~ded Shaded 
areas are not to contaln a score 

Scores for equipment and facihty items are based on the tollow~ng scale 
presence of ~tems 
90- 100% = 5 
80-89% =4 
70-79% =j 

60-69'6 =2 
50-54% = 1 
less than 50% =O 



Performance c hec khst for ~ o s t ~ a r t u m  care 

Health facility Distnct 
Governorate 

Name of service provider Date 

S N Duties , functions x Remarks, Actlons 

1 The room was tidy and clean 

2 Pr~vacy secured by using cuutams 

3 Asked mother about hers & her baby's 
health and if there is any complaint 

Assessed general m&ed coi~ditm, 

Blood pressure, pulse, temperature 

exainiiled inother's breasts 

c~bdoininal exam 

palpated fumdus of utenis to make sure 
the ultenis was slmi~king gradually to 
~lonnal slze 

,islted if there were strong cramps or 
pel sistent abdoininal pain 

e\ainlned the ainount of blood, ~ t s  color 
and noted any um~~sual odor 

mpected the penneum for cleanliness 

provlded care/mstn~ctioa to the mother 
for cleaning the perlneurn /eplsiotoiny 



Duties , finctioils d x Remarks, Actions 

Ewnmed the newbonl md explained the 
e w n  to the ~notl~er I 

messed color and respiration rate 

 lear red the airway by suctioil if needed 

cleaned the newborn 

checked that the cord tle was secure and 
the coi d \i as clean 

I,cpt the hiby wann and wrapped as 
~il~lcll as possible during exam 

\I e~glled the baby and measured head 
c I I  ~~11nke1 eilce 

+ve vaccmatio~ls ~f avadable BCG and 
poi10 

put the baby on the mother's breast and 
made sule the position was correct 

Eiicouraged  noth her to cont~ilue 
b~ c,~stfeedliig the baby Euplained to mother 
tht  c~dvantaip of breastfeeding , 

E\c l uded an\ probable co~nplicatioils for 
mother or child 

Called for a doctor In case of complicatioils 
01 leterred the mother 

E\plained to mother the reason for referring 

Followed up the case after referral by 
appointment to the center or by home visit 

Registered all data related to mother and 
he1 baby on the appropnate card or file -- 



Duties , h c t ~ o n s  4 . Remarks, Acfrons 
< 

Ga\ e health education and advice before 
the mother departs 

~li~trition and fluid mtake 

ct~scourage hannfill customs and health 
PI actices for the baby 

* personal hygene 

I mi ly  plailtling 

51gns and symptoms of co~npl~cations and 
how to manage them 

c a  e of the newborn return1 for 
\ ,~cc~nat~ons and we& moilitoring 

Gel\ e the mother an appointment (hoine 
\ 1 \ 1 1  or at the center) after one week or two 
to 1 0  l low the health of her and her cl~ild and 
ewlruned the ~~nuortance of the v ~ s ~ t  



Performance Checkl~st  reqardmq W e ~ q h ~ n q  Ch~ldren, ORS and 
Health Educat~on 

Health fac~l~ty  D~str~ct  
Governorate 
Name of MCH-service provider Date 

Steps for we~ghmg 
t i (  

1 The room was tidy and clean 
1 4 1  

2 G~owth cards were available 
I I 

3 The scale was adjusted & fit for use 

4 Child & mother (or parents) were well 
received 

I 4 4  

5 Data on the health status of the child were 
sq steinat~cally entered on 111s exa~nmation 

I La1 d 

6 Aslied the mother or fath-r ~f there IS any 
health problem with the child I I 

1 7 
Removed any heaw clothes 

8 Put the ch11d on the scale gently and d~dn't 
touch the child or scale bas111 dunng 
weighing 

9 Moved the weights to appropnate numbers 
on the balance 

1 10 
Read the weight correctly 

I 1 1 
Registered the we~ght in ktlograms on the 

I child's card by plotting we~ght and age 

12 Requested the mother to dress the child 

13 The mother was bnefed on the importance 
of the Growth Moilltomg card 



I f  the weight was mcreased, the mother 
L\ as encouraged 

The mother was told to retunl and take 
care for the chlld7s nutrition ~f there was 
no change 111 the we~ght ho1n the 
prevlous inonth 

If the weight was decreased, the prowder 
investigated the cause, such as illness 
and nutr~t~onal intake, and inother was 
advr sed accordmgly 

The inotl~er/fatl~er was bnefed on the health 
status of her child 

The child was referred to the doctor if 
needed I 

T l l ~  mot he^ and father were bnefed on the 
~n~pottance ot follow up 

The next appointment was made 
I 

Ai I angeinents were made for follow up of 
the r eterred child either by home w i t  or 
appointment 111 the MCH ceilter 

Admm~stfabou of Oral Rehydration Solution 

1 Pieparation of the solution as follows 

Water bottle (750 ml), cups, spoons 

ORS packets 

2 E\plain Ule method of preparing ORS 

washed hands with ,oap and water 

put the ORS powder in the bottled water 
oi 111 750 in1 boiled, cool water 

closed the bottle and shook until contents , 



I 

are d~ssolved 

requested the mother to gwe the solution 
I 
I to her child by spoonfids 
I 
I 

I 3 Helped the mother to gwe the solution 
I 

I S N  Dirties , hchoils  x Remarks, Achons 

I Health adv~ce was @veil to the mother as 
follows 

I 

It the ORS packets are not ava~lable 
111str ilction was gven for makmg ~t at 
lwme by one of the following methods 

FII \t  neth hod 

4 cups watei boded and cooled (750 ml) 

2. table spooi~s sugar 

l\\io teaspoons salt 

5 c ~ o n d  method 

2 cups bo~led water cooled 

7 p~uches of sugar 

1 ~llllcll of salt 

~rmtlnue with breast feeding 
I 

~outinue to Increase fluid intake w ~ t h  the 
111 eseilce ot diarrhea 

I 

I ~ontinue to glve easily digested foods 

I Personal hygeine 
I I I 

I 
Discont~ilue harrnfi~l health practices 

1 

1 Don t give c~tibtotics to the child 
ilnless under a doctor's supervlslon , , 

2 Encouraged the mother to ask 
questions and participate 111 discussion , ,- 



- -- 

S N Duties , fi~nctions 
I 

x Remarks, Acttons 
I 

3 Euplained ~~~stnictlons clearly to the 
mother 

1 

I 1 4  
1 

Used simple language appropnate to 
I tno ther s uu~derstandmg 

' 5 Used ava~lable health educatmal materials I 
(pictures, film) 

Name and qyatur  e of the supervisor 



Performance Checkhst on Famllv Planntnq Serwces 
~nclud~nq counsel~nq & med~cal check up 1 

Health fac~lity D~stnct 

Governorate 

Name of service provider Date 

Name of counselmg provider ( tf d~fferent ) 

1 Room tidy & clean 

2 Contraceptives & illustrations for health educat~on are 
available 

3 Pnvacy for the patient is followed 

4 Greets the clients w~th  kmdness and respect 

5 A s k s t h e  1ner the vis~t - ... , , . . .  . . .  

f 
6 Took setmq Wodon.  7 t 

1 1  1 

personal history 

reproductive history 

med~cal history 

7 Clearly explained all available methods mcluding the 
advantages & possible s ~ d e  effects for each method 

8 Asked the client whch method she prefers 

9 ,M-fdiGaE- < ; 1 
Blood pressure 

we~ght 

thyroid gland 

breasts 

abdomen 



unne for alburmn & sugar, (pregnancy 

test tf & when needed) 

blood Hb 

1 I Explaned to cl~ent the outcome of med~cal and 
laboratory exams & tests 

12 Recorded all information and tests 

I 
13 Explained the method of cho~ce to the client Answered 

any rmsed questions 

14 Explained how to use the method 

15 Made sure the patlent understands the use of the 
method by askmg the cl~ent to re-explain instructions 
for use 

16 Informed the cl~ent about specific s ~ d e  effects and how 
to manage - 

17 Explamed the mportance of follow up 

18 Made an appomtment for the next vlsit 

19 Recorded all necessary informat~on on the card and 
reglster 

20 Gave the contraceptive to the client 

21 Referred clients that desired contraception whch was 
not available in the center and registered ~t 

Name & s~gnature of supervisor 



3 

Steps followed in F.P. Counseling 
1 . 

h v a c y  should be secured, 
& clients fhendly treated 

Client should be encouraged & 
purpose of visit gently inquired, 
psychologcal bamers removed 

Regular use of the method & 
unpot-tance of follow up to be 
strongly emphasized 

Data/~nformatlon related to the 
chent's health & social status 
skiltfully collected and 
systemat~cally recorded 

Client well bnefed on F P methods 
m use, theu advantages, possible 
side-effect (manageable), counselor 
should facilitate free & suitable 
choice 

I 

Client gently asked to repeat, 
re-explarn rnstructions of usmg 
the selected method Questions 
ralsed by client should properly 
be answered 

Method of usmg the selected F P 
method clearly explamed, bnefed 
on possible side-effects & how to 
manage if encountered and when 
to seek cllntc help 

Client assisted m the process 
of free & suitable selection 
General melcal & laboratory 
exams camed out for client 



Performance Checklist for Remstrat~on Semces 

Health Facilits Distnct 
Governorate Date 
Name of servlce provider 

Note 

- 
3 

r Room is clean and arranged 
New file folders wth fasteners 
Indev regstration book and index cards 
Cards large and small prenatal f m l y  
planrung chld growth 

Greet the mother and father 
Evplam the use and lmportance of the f m l y  file 
Ask the parent to buy the file folder 
If unable to pa\ for the file folder register the 

Ask the full fanuly name (4 names) 
s Assign a number and record the name and all 

needed mformation in the reg~strat~on book and 
mdev card 
Recorded the number and the names of the 
chddren undcr 5 >ears on the fam~l) file 
Asked whch servlces the farmlj is requestmg 

r Filled out all necessary lnformat~on on the large 
and small card for that senwe 

0 Checked that all mformabon 1s filled in 
correctlv 
Fastened the large card to the file folder and give 
the small card to the parents 
Gave the large file folder wth large card to the 
parent and evplam where the service room 
Put the regstered rndev card m a specific drawer 
for counting agamst the returned folders at the 
end of work 
Counted returned file folders wth the mdev 
cards 
Put file folders and index cards m numencal 
order and store them m thelr proper place m 
registration room 

Name of Supemsor 



Performance checklist on prevent~on of rnfectron 
and aseptic techn~aues 

Name of bervlce p~ ov~der Date 

-- -- - 

S N D u t ~ s  , Funct~ons, Procedures J x Remarks, Act~ons 

1 1'\ orl\e~ u abed llands w ~ t h  soap & water 
~ L ~ O I  e procedure and put on gloves 

2 PI operl- camed out decontamtnatron 
PI ocedur e 

I ( (  

~lcaued   he plast~c contamers wh~ch hold 
the wl r~ t~on  

p ~ t ' p ~ ~ c l  d~sinfectant solution one part 
ot  chlo~ 01 concentrate 111 9 parts of 

C ~ I I  LC/  d~slnfectant solut~on for 10 
llIlllllte\ 

~emoced gloves after washmg thein and 
out the111 in the solutio~l 

3 PI ope1 14 c,med out c l e a u ~ n ~  mocedure 

put on I~ousehold gloves 

Clearled the jomts and teeth of all 
insti i ~ i n ~ n t s  with a hard bnlsll wh~le  
lust1 uments were ~~lunersed 111 soapy 
\\ atel 

I ~nsed ~lzaned mstniments wlth cool 



, , ,  

S N Dutres , Fullctmns, Procedures x Remarks, Actions 

After decontanination and cleaning, 
chooses one of the following methods of 
li~gh-le\ el dlsmfection or sterilization 
( d n  o\ en, autoclave, chemicals or 
bolllllg) 

checked that the boiler is fimctional 

put Inst1 uments 111 boiler, filled boiler 
w~th water untd all iilstnunents were 
~~n~nersed  completely 

tunled boder on, recorded the t~ine when 
bo~ling started 

bo~led ~nstnunents wlthout putting in 
myt l~~ng  else dunng 30 in~nutes of 
con tlnuous bolling 

turned bo~ler off 

U S I I ~  '1 sterilized forceps, p~cked up the 
ci~s~ufccted instnlinents, and put them in 

btei ~l iztd contamer with a cover 

Note \L lapped ~ilstnl~neilts can be hept 
111 the container up to one week & can be 
used wthm that week othenv~se 
1 1 1 1 ~  I apped instniinents should be used 
d u ~  111g the same day 



S N  Duties , Funct~ons, Praaedms 4 x Remarks, Actions 

made w e  the autoclave is working, and 
the LL ater level inside was optimal 
( c o ~  el ed the electnc element, or was 3-4 
Lin deep for noil-electnc) 

opened d~sassembled all instnunents to 
be stel 1i1zed 

\ \ r a l ) p ~ d  ~nstnlments 111 cotton wrapper 
01 put rlmn in an opened sterilization 
11 a> 

p ~ l t  t l ~  tray with ~nstnunents 111 the 
, ~ i ~ t o c l ~ ~ ~  e, and closed it properly 

t1111l O H  the autoclave (electric) or light 
the 1 ~ 1 ~  ner and proceed as follows 

cmcc boiling starts, keep the steam valve 
opcll 4 minutes to release steam and air 

clo\e the steam release valve and watch 
wt 1 1  t lw  pressure reaches 15 lbs /sq in 
'~nd I2 1 degrees C or 250 degrees F 

111~11 ked the tme  when pressure and 
t~mperature are reached and allow ~t 
to I~main at t h s  level for 30 minutes 
( 70 ~rlinutes if a11 illstn~inents are not 
11 t '~pped) 

tur ncd off the autoclave and opened 
the ,teain release valve after the time 
for ,ter~lization was completed 

a1 tect ~mtil the arrow mdlcated that all 
pr e s u t  e was released and opened the 



6 Dl< Y O L  EN @%@I-led dtsmfectmn) A 

11mie \ire the oven was in order 

* 111 e\ lously cleaned and disinfected 
Inst1 iunents were opened and put in 
oven 

t I a\ s 1t11 ~ilstnlineilts were left 
L I I ~ C O \  L I  ed 

r un ld  oven on tdl temperature rose to 
I ~ I I I I  ~ c i  level, and time was recorded 

, ~ t  1 7 0  C, the instnunents were left m 
O\ L I I  tor hour 

~t 1 O( 1 C, the instn~meilts were left in 
o\ L I I  tor fWO hours 

,~ltcr t line allotted, turned oven off 

Q ~~scr l  \ ~ ~ n l e  forceps to p~ck up 
1nst1~111ients and placed into a stenle 
~olltalner with cover 

( 1441,) ( m e  liinit for using wrapped and 
wn\ I apped instruments 

I I ISI I  i~ments are covered or wrapped and 
I hcled wit11 ster~lization date 



Infection Preventme; Techniques 

in st^ imlents, tools reusable ~telns are mnersed in a 0 5 % cldorine 
solut~on for 10 ~nmutes prior to cleanmg 

W I th  ~ I o c  ed hands, the mentioned i t em are cleanly washed with soap 
(01 3 tlitergent) and water Us~ng a bnlsh IS much desired 

Then 1'1 operly I msed with clean water 

N12h - I e l  el D~smfection (acceptable methods ) 

a- Bvli~ng 111 a Loveled container for 30 inmutes 

b- che~ll~cal solut~ons by lininerslon for 20 ~n~nutes In 

S O / o  f o ~  n~aldehyde solution 

0 1 ? b  chlorine solution 

8 7 O/O ( u d e ~  ) soltztion 

stet ~ i ~ z , l t ~ o n  (preferable methods) 

'1- auto~lave at a pressure of 15 lb\sq m ( or 20 kg \cm ) & at a 
tenlperature of 12 1 C for 20 minutes (30 tninutes when wrapped) 

b- d n  heat at 170 C for one hour, or 160 C for 2 hrs 

c- che~ii~cals mmersmg in 8 % formaldehyde for 24 hours or in 2 % 
(c~cieu) for I0 l m  

\ B  Ir~stn~ni,~lcs steril~z~d b\ heat can be used as soon as the\ cool Wrapped Instruments can be 
htorcd up to I L  \\eel\ & can be used during a perlod of one neek 



'Step one 111 lnfectio~z Prevention Process 

Deconta rn ~ n a t ~ o n  Procedure 

1 \ pair of gloves to be won1 for protection 

2 I 0 5 % clrlorlne solution is newly prepared (on the saine day) 

3 (\bed 111st1 uinents are iimnersed in the 0 5 % cl~lonne solution, in a 
~~lastic container, for 10 ininutes 

4 111stnlinents are then rinsed and put in a clean container, ready for 
L leaning (the next step) 

Decont'~ni ~ n ' l t l n ~  exam~nat~on bedltable 

I I he saine 0 5 O/O chlonne solut~on 111 a plastic container is put 
lu ide  t l ~  bed 

3 \\'it11 a piLce of sponge or a cloth the bed surface is thoroughly 
\ \  iped oft after each evainmation 

[-low to 111 cp , i~  e the DI  oper chlol me solut~on CONCENTRATION 

I O 6  ot ~hlorine aolution concentrate I - I = ratio of water parts to be adde 
one part of chlonne soh conct k/o of dehlled chlo~me solution concentratioi~ 

An example to prepare a 0 5 % chlonne solution out of 5 % chlonne 
coilcentr atc 

chlonne concentrate 

le i atlo of iiater to clilor~ne concentrate is 9 to 1 



I \ palr of gloves are won1 for protectloll agalnst contammated 

l~ipnic mt te r  like blood & pus 

3 t ~ m s  aIe washed with soap (or detergent) and water and nibbed 

\ i t  h lia~ ct b~ us11 unt~l thoroughly cleaned 

; 1~111s are I msed \iith cool clean water 

\tell 3 

I H ~ g h  - level c i~s~nfec t~on  bv bo111ng 

1'1 occd111 c 

I [ ~ l n s  a ~ c  Cieco~ita~nmted and cleaned according to procedures 

~Lsci~betl above 

7 I I O L I ~ O L ~ ~ I ~ V  1mse ii1str~i1neilts ~iilt11 soap or detergent 1s completelv 

\ died ,nva\ before placmg ~telns ~n to  boiler 

; olnpletelv linlnerse lteins into the clean water in the bo~ler 

4 13oiler IS tunled 01-1 untd bo~liilg starts 

5 lme IS noted and Items are left in the boilmg water for 30 minutes 

<o additional Items should be put 111 the boiler dunilg the 30 

1 inutes 



6 I I L  ~ O I I L I  IS tunled off and articles are picked up with a steril~zed 

01 ceps and placed into a sterilized or lugh - level disinfected) 

oiltamel nit11 a firm cover Wrapped items can be kept sterilized 

one ii eel< 

I 1  H l ~ h  - level D~sinfect~on bv chem~cals 

I't ocetlu~ c 

1 Itelll. '11 L' decontai~mated, cleaned thoroughly, nnsed and air or towel 

dl I L  

2 Coml l~tei> Inlmeise items (for 30 minutes) in either 

S O b t oi lnddchyde tormalui~e) solution 

( ) I <  

3 Ecl~ll x c e  1s 111aced 111 a disenfected container with a firm lid 

1 Ite~u- ,lie 11ns~d with boiled -&- cooled water 

5 D I S I I ~  I ~ ~ t a n t  soli~t~on IS discarded after work , or any time dunng 

\I 01 l,lng hou~ 5 11 containiilated 



I11 Ster~hzat~on by h ~ g h  - pressure 

steam, dry heat, and 

Ion? - rturat~on lmmers~on In d~s~nfectants . 

I Itc 11s ale dtcontam~nated, cleaned, rmsed and dned as usual 

2 I n k  L iments art~cles are d~smantledfopened to let steam reach all 

111 faces 

; I'u1 011 a t 1 ~ i  as such In the autoclave ~f intended to be used after 

[el 111zatlon or properly wrapped ~f not going to be used 

I I ~ I I ~ ~ I ~ ~ ~ L I \  le for later use In tlm ~ a s e  a sterilized contamer & 

I)\ t31 sl~oiild be prepared and avarlable 

4 \ [ I  o c l a  eti 101 20 m~nutes after reachmg 12 1 C, and pressure of 1 5 

40s sq 111 and (30 minutes ~f wrapped) keeping the same 

1 ,inper at111 e and pressure 

(121 C =250 F )  



1 I )econtaulmation, cleanmg, nns~ng and drying as usual 

2 1 eave cmer off so heat can reach all parts of items to be stenlized 

3 ilstrument tray is then put m ~ d e  the oven and left for one hour at 

70 C 01 2 llrs at 160 C 

4 w g  s t d z e d  forceps, items are picked up and collected mto a 

1e111e ccvlta~ner wlth a cover 

5 r ~ m s  ~ l d d  be wrapped as soon as they cool and they can be 

- IOI  ed fot one week 

S t c ~  ~l~f . i t ion 111 long - durat~on immersion rn chem~cal d~s~nfectants 

1 alc decontaminated, cleaned rinsed and dned as usual 

2 ~ m s  L?IL then mnersed either in 

3 O/o clctel solutioi~ for 10 hours - 

or 

S O/o  f-01 ~nal~ne for% hours - 

3 Items a l: picked up by a sterile forceps & put 111 a stenle container 

w~th a co\ el 

4 Items are ilnsed by boiled & cooled water 



Performance Checkl~st on lmmunlzatlon 

Health fachty D~stnct 
Got emorate 
Name of MCH-serv~ce provider Date 

-- 

Duties , fi~~lct~oils I/ x Remarks, Actions 

1 The looin was t~dy  and clean - 

2 Educat~onal audio-v~suals were available 

3 Nteded supplies were prepared 

4 I~ i~mun~za t~o i~  cards & registers were 
CIL &bIe 

5 I3 IVXL M as accoimted for 

6 AII  dectric (or gas) ~efi-~gerator was w o r h g  
K 111 place 

Lept clean (~nside outside & at the 
bat!,) 

the ~ n s ~ d e  temperature was kept at 2 
C t o Q  C 

the dally refng temperatures were 
plotted on the specific chart I 

Ice thicl\ness did not exceed 0 5 cin 

~ce-boles were not less than four 

onh vacclne (& sera) were kept 
illside 

bottles filled with coloured water were 
put on the bottom surface & the inside 
sheh es of refiig door to sustain the 
~nside c ~oliless while being repeatedly 
opened 

all kaccmes were potent 



I S N  
Duties fUrlctions v'' x Remarks, Act~ons 

7 Vaccmes 111 the refng were put i n  an orderiy 
way as follows 

BCG, measles & OPV on the first shelf 
below the freezer 

DPT & tetanus tovo~d on the 2nd shelf 
below the freezer 

all vacclne ampoules were labled, showing 
the tqpe of vaccine & its expiry date 

L accines approaclmg then- evpiw data 
cter e put at the front of each shelf le to be 
used tlir st ' first 111 first out" 

sol\ ent ninpoules for measles & BCG were 
C C ~ L H \  dent to the number ot vaccine 
tllllpolllc~ 

'1 c i ~ , i l  tlitlimo~neter was in  place on the 
second he1 t below the freezer 

cunlo~tiit of vaccines & related items 111 

I ell ~g c h i  not exceed one-month supply 
m d  not less than one-week supplv as 
c o ~ n p a ~  ed to the average vaccination- 
w o ~  l\loc?d 111 the health facility 

S Needles & syringes were suificient 111 nmbe r  
Ie not less than 70% of the total number of 
I accme doses 

9 A vaccine Garner, 111 good condition was 
ac adable tor use 



3 

S N Duties , functloils x Remarks, Actions 

A spare cylinder filled with gas was 
available 

Motl~ers/fathers were well-received at the 
1111 ~t 

< 

Related data were systematically taken, by 
quest~oiliilg the mother/parents, and were 
recorded on the vaccination card 

The linportance of fillly vacc~nating a ch~ld 
according to schedule (as well as 
vacclnatlng women of cluld-bemng age 
against tetanus) was explained and 
emphas~zed to clients 

The type of vaccmes and then- expiration 
dates were carefully noted 

Prepares the inotl~erl baby before givlng 
vaccine 

The service provlder washed her hands w~th  
soap & water before and after the session 

The service prov~der skillfiilly and correctly 
performed vacc~nations , 

Used needles, synnges & other disposables 
were collected in a basket 

Mothers /parents were informed about 
possible s~de-effects and how to deal with 
them 4 

Related data were recorded 111 the daily 
regster and on clients cards 

Mothers/parents were bnefed on the 
linportance of fillly vaccinating their 
cl~&en and accordmg to the schedule 



S N Duties , fimctions 4 x Remarks, Actions 

22 They were informed on the fixed date of 
next visit 

< < i 

22 Related daily stat~stics were recorded on 
the specific fonn 

23 At the end of vacclnatlon sesslon, all 
disposabIes 111 the basket were emptied into 
a barrel or speclal hole and were 
~ncinerated . - 

Name and signature of the supervisor 



Performance Checkl~st on Antenatal S e w ~ c e  Del~vem 

Health tacll~t\ D~stnct 
Govenio~ ate 

Name ot VCH-ser \Ices provider Date 

/ S N  Duties , fi~ilct~oils J x Remarks, Actlolls 
- 

1 The I oom was tidy and clean 
I 

2 Needed equipineilts in good condition , 
supplles and mstniments for antenatal care 
\\ el e available 

3 Reg~sts~ and chent s cards were available 

4 PI I \  acv was accounted for 

5 A N C chents ( pregnant women ) were 
11 ell i ecelved 

6 Delta oil the11 healtll status & pregnancy 
\\ L I  c svstematically taken and correctly 
I ccor ded 111 the cl~eilts card/ file I& the 
d,lil\ i c g~s t e~  

pe~sonal history 

I epr oduct~ve h~story 

111sto1y of present pregnancy 

approviinate date of coilception 

client was asked whether she is 
co~nplaiiling of any health problem 

the bel\ ice provider exainmed the cl~ent and 
\\ as qble to exclude any pregnancy nsk 
facto~s 



-- - - -- - - - - - 

S N Dut~es , fimct~ons x Remarks, Actions 

7 Prov~der carned out the routme general 
checknzg 

blood pressure 

we~ght 

he~ght 

eyes 

thyroid gland 

heart and liulgs 

the breasts 

legs 
# 

8 Abdomural exam 

the he~ght of the iltenne fiindus to 
determine duration of pregnancy 111 
weehs 

koetal presentation, he & pos~tion 

0 foetal heart sounds 

1nqu11 ed about foetal movement 

pelvic measurement for prmpara 

9 Analysed ~f there was any abnonnal~ty and 
I ef-erred as necessaw 



S N Duties , fiu~ctions J x Remarks, Actrons 

10 Laboratory exams requested for the 
followmg 

urine analysis for glucose and protein 
(pregnancy test ~f necessary) 

blood for haemoglobm, blood group 
and Rh- factor 

E\plamed to client about her health status 
and pregnancy progress 

Gave tetanus vaccine if needed or referred 
to the room for this 

a 

Recorded all necessary information 

Iron & folic acid preperatioils / tabs 
d~speilsed 

Gave adv~ce & iilstnlctlon accord~ilg to 
~llent's condition 

Elplaned the mportance of ll~imt1011 in 
p~ epancy 

Referred abnormal cases to the doctor 

E\plained to client the reason for referral 
and einphasized the ~mportance of a 
specialist opinion & 111s care and advlces 

I 

E\plaiiled the importance of regular follow 
up according to scheduled vlsits and fixed 

1 a date for the next vlsit 

Name & signature of the supervisor 



1 

Performance checklist on labour & delivery services 

Iiealth facility D~stnct 

Governorate 

Name of MCH-semce provider 
Date 

S N Duties , fi~ilctions J x Remarks, Actions 

The r ooin was tidy and clean 
I , '  

Eclu~p~nentsliustn~inei~ts were ster~lized & 
made 1 eady for use 

Iilstr i~ments needed for delivery as well as for 
resusc~tat~on of a newborn were secured 

Pnvacv was accounted for 

Mothers in labour were well received, put 
imdei observatioil in the room 

Mother was effectwely reassured 

Antenatal card was requested from the mother 
and Ivas collected if available 

Ask the mother for the prenatal card ~f my 
and collected data from ~t and frtsm the 
 noth her & relatives It rncluded 

personal & family history 

current pregnailcv history 

duration of contractions and any health 
problem 

explained any necessary exammation , , I 



7 - 

S N  Duties frmcbons x Remarks, Actions 

9 Pro\ 1de1 then br ~ef-ly evplained the routme 
(renerd check up she is going to carp out which z 
~ncluded 

blood p~ essure, pulse, temperature 

assess heart and lungs 

assess thyro~d gland 

blood p~ essure, pulse, temperature 

l~stelirri to heart and lungs 

c h e c l d  the thyroid gland 

c l i e ~ l d  the legs 

fetal u e  to1 cstlinatioil of weeks of 
p~ eyialic\ 

beta1 poslt~on and he 

askccl the mother about fetal inovement 

obst.1~ ed the leng~l~,  ~ntensity and durat~on 
of cont~ act~orls 

~ n e , ~ s ~ i ~ e d  the pelv~s slze of pr~migravida 

took uelvic measurements for m-mmara 

detemined the cervical d~lltatioil and 

I 

1 

- 

determined the presenting part fleuon of the 
head 

detennlned ~f the bag of water was Intact or 
broken 

I 



7 

S N  Duties , fmctions 4 x - Remarks, Actmns 

12 Ordered necessary laboratory tests 

Urme for glucose and protein 

Blood tor hemoglobm, blood type and R1.1 

13 Records all mfonnatlon from exams 

14 Care of the  noth her ~n the fist phase of labor 

adiniil~stered an enema if needed 

catherlzed the bladder if unable to vo~d 

shaved the permeuin lf necessary 

e enco~uaged the mother to drink clear fluids 
as d e s ~ ~ e d  

enco~u aged the mother to walk and change 
posltwn 

encoill q e d  the mother to take deep breaths 
durmg contractlolls 

Observes the mother in the second stage o f  
Idbur and mahes notes accordmg to the use of 
tlte partog aph 

descent of the fetal head into the pelvis 

listened and records fetal heart rate every 
half hour or more as needed 

assessed contractions strength, duration 
and f~ equency every 10 inmutes 

assessed d~litatioil and cervical effacement 
even 4 hours or inore as needed 

assessed the normahty of the positloll of 
the pr esentmg part and ~ t s  progression 

took blood pressure every 4 ho~us or more 
accordmg to necessity 

took the temperature every 4 how-s 



S N Duties , fullct~ons d Remarks, Actions 

16 Transfet ed the woman to the deliven, room and 
e\plained tlm to her 

17 Analysed the case for any coinplicatioils dunng 
the fiist and second stage and referred to 
the doctor as needed 

1 8 Obseri  tion on and care af the woinan during the 
t l i ~ d  stace Y of labor 

AI ianged the dellvery room and prepared 
the \te111e ~nstruments on the first level of 
t l ~  tt olley, and the iinstenle ~ilstnnnents 
011 tht lower shelf 

111 c p ~  ed the equ~p~neilt tor resuscltatioil 
~ i c t  the okt gel1 

pr L ~ H  ed the mucus extractor 

put 011 an apron and mask ~f available 

\ \  ~ h c d  hands w~th  soap and water 

I~~t t .~ ied  to the fetal heart after contractions 

a t m \  sed the information on the 
pi toyap11 and referred the patlent as 
I ~ C L \ ~ L L C I  

p t ~ t  oti gloves 

\\ i lhed the perilleal area 

t~icouiaged the mother to push with 
cotlti actions 

niade an ep~siotomy ~f needed 

chec1,ed ~f there was a nuchal cord after 
tht: dellvery of the head and reduced ~t 

d c l ~ ~  ered the baby *11d placed himher on 
the mother's abdomen and dned himd~er 

s w ~ ~ o n e d  inucus from the ino~tll  and nose 
of the infant and assessed respiratory 
efforts 



- -- 

S N Duties , fimctlons Jx Remarks, Actions 

assessed the one ininute apgar score 

cut the iunbilical cord when pulsations stopped 

Care/observat~on of the newbm 

drled and warmed the baby 

wiped the eyes with clean gauze 

e tied the cord securely 

assessed the infant for any malformations 

welghed the baby and measured the head 

gace \ accination against TB and polio if 
avai1,lble 

assessed the 5 minute apgar score 

put ~cle~ltitvlng band on the baby 

reco~ ded all iilfonnat~on 

called the doctor or referred any abnormal 
case 

Obseitations/care of the mother m the fourth 
stage 

,~scertained progress of utenne 
contraction and checked firmness and 
bleeding at least every 15 ~ninutes or 
mole if needed 

inspect the intepty of penne~un & 
\ apnal wall etc and absence of any 
I,lcei ations 

sutur ed any lacerations , tears etc as a 

11 ell as the episiotoiny cut ( had it been 
c ,111 1 :d out ) 

 leaned inother as well as delivery bed 

helped the mother dress m clean clothes 

e took blood pressure and pulse every 15 
m~nutes for the first h o ~ u  postpartum 

assured the inother of the baby's condition 



Dut~es , fimctions J x Remarks, Actions 

2 1 Ass~sted the mother with breast feedlng I % I 

22 Explained to the mother the imnportance of breast 
feeding 

23 Trai~sfsi~ed the mother to the post delivery room 

Name & sqnature of supervisor 



Step-by-step Gu~del~nes 



FAMILY PLANNING 

MEDIC& EXAM. 

Check the followng to hrther confirm or rule out selected method 

* blood pressure 

* wetght 

* thyrold gland 

* breasts 

* abdomen 

* bimannual vagmal exam ( for IUD) 

* vaginal speculum exam (for IUD) 

Laboratory tests 

PERFORMANCE STEPS 

* unne alburmn & sugar, (pregnancy test if needed) 

# 
1 
2 
3 

4 

5 

* blood hemoglobin 

STEPS 
Greet the cllent mcely 
Ask the cl~ent about the reason for the wslt 
Gather the requ~red mformatlon and regster ~t on the card correctly 

* Personal history 

* Reproductive hstory 

* Medical hlstory 

Present the avdable methods to the client and explan clearly, the advantages 
and disadvantages of each method 
Ask the chent what method he/she deslres 

to the c lmt  the resuits of laboratory tests 

1 

2 

3 I 



FAMILY PLANNING 
PERFORMANCE STEPS 

# COUNSELING AFTER MEDICAL EXAM 

I 
I 

1 

3 

I1 I Tell the cllent about the importance of follow-up 

Discuss wth  the client all information about the method of cholce 

2 

Ask the client to explarn how to use the method, in order to check her 
understanding 

I 

Explain how to use the method 

4 

I. 
11 8 i Dispense the appropriate contraceptive method to the client 

Warn the client about the posslble slde effects and how to manage them 

I 
6 

I1 I specla1 care and regster t h s  on chent's card and regster 

Gve  the d e n t  a return appomtment 

7 

1 

Reg~ster all necessary ~nformation on the card and reglster 

9 Refer chents whch request a method that a not avadable or whch needs 



HEALTH EDUCATION AND TREATMENT OF DEHYDRATION 
PERFORMANCE STEPS 

If the ORS packet IS not prov~ded, prepare ~t from water, sugar and salt as 
follows 

HEALTH EDUCATION 
ADVICE AND GUIDANCE FOR THE MOTHERS: 

* 4 cups of boiled or bottled water II 

1 

* 2, tablespoons of sugar II 
* one teaspoon of salt I I 

- Continue to breastfeed the chdd /I 
- G ~ v e  extra tlu~ds by mouth if d~arrhea continues II 
- Continue to feed the chld w ~ t h  foods easy to digest /I 
- Emphasize the importance of personal hyg~ene for the chlld II 
- Refran trom giving the chld medmnes for diarrhea unless by physician s 
order 

- 

Use appropnate health education matenals for conveying messages (films pictures) ]I 
Encourage the mother to partic~pate and ask questions 

Answer the mother w t h  clear. auurounate exulanatmns 
Convey health educat~on messages that are simple and plam I I 



HEALTH EDUCATION AND TREATMENT OF DEHYDRATION 
PERFORMANCE STEPS 

# 
1 
2 
3 
4 

GIVING ORAL REHYDRATION 
Prepare the rehydration solutton 

* 750ml water contamer, a cup and a spoon for each child 

* a packet of oral rehydration salts 

* Explain to the mother how to prepare the solution 

* Wash hands w~th  soap and water 

* Put the contents of the packet in the water bottle -or cooled boded water 

* Secure the hd on the bottle and shake tt untll the solution IS d~ssolved 

STEPS 
Recewe the chld and parents well 
Take tnformation about the child according to the card 
Ask the mother about the present problems w t h  the chld 
Euplam to the mother the Importance of the growth card 

5 
6 
7 
8 
9 
10 
11 
12 

Ask the mother to prepare the solution 

Welgh the chld 
Record all the necessary information on the chtld's card 
Explain to the mother about the chld's condition 
Explain to the mother the importance of continual follow-up 
Gve  appropnate health education and advlce to the mother 
G ~ v e  an appointment for the next follow-up wslt 
Refer the child to the physictan if it is needed 
Follow-uu anv referred chld 

Ask the mother to p v e  the solutton to her chld w ~ t h  a spoon 
Help the mother to give the solutton 



POSTPARTUM CARE 
PERFORMANCE STEPS 

# 1 E,UhlINATION AFTER DELIVERY 
I 1 I Ask the mother about her health and the baby s health and if there is any 

Evamlne the breasts ll 

I 

, 2 

Palpate positton of the hndus to be sure ~t is involuting normallv accordmg to 
the tlme and ask the mother if she feel cramps pain or bloatmg in the area 

problem 
Exammatlon 
Take blood pressure, pulse and temperature 

Examme the amount of vagtnal discharge notlng the color, amount and smell II 
Clean the penneurn as needed II 

3 i Give nurnng care in cleanlng the sutured penneum and total area and explain 11 
I the ~ r n ~ o r t a k e  of cont~nuine t h ~ s  at home 11 

* Check the color and the respiration rate of the newborn (between 40-60 
resp /mn) 

1 

* Suction mucus fiom nose and mouth ~f needed 

NEWBORN CARE 
Explam to the mother the care of the newborn as you evamne the baby 

11 ( * Clean the baby 

11 I * Check that the chord s securelv clarnoed or t ~ e d  and cleaned 

1 2 ( Put the baby to the mother's breast and be sure the position 1s good for nursing 
3 1 A d w e  the mother to contmue w t h  breast feedme and exolam as  imoortance 



POSTPARTb W CARE 

PERFORMANCE STEPS 

I # I BEFORE DISCHARGE 

11 1 
/ Check if there IS any compl~cat~on of mother or child 

I 
1 

2 

4 

Notifjr the doctor ~f there is any compllcat~on or ~f referral is necessary 

3 

Follow instructions of the doctor for referral 

5 

Inform the mother of the lrnponance of referral and the reason 

Dispensed and explained postpartum med~cat~ons to the mother such as 
~ron/fol~c acid and methergme tablets to be taken after leavmg the facil~ty 

I 
7 

* Obsene personal hyg~ene 

6 

Advice and health educatron for the mother 
* Nutnt~onal foods and importance of dnnkmg enough flulds 

I 

* Advantages of famdy plannmg and chlld spacmg 

Records informatron In reglsters and cards 

* To avold unhealthy practices for her and her baby 

* The Importance of filly Immunmng the baby 

- - -  --- 

8 1 Flu a date w t h n  one month for a ~ o s t ~ a r t u m  follow-UD vlslt 



STEPS FOR PERFOR\IING VACCINATION 

VACCINATION SETTING 
EQUrPMENT ARD SUPPLES 
GAS OR ELECTRIC REFRIGERATOR 
Refngerator is clean from Inside outside and behnd ~t 

The refngerator temperature IS between +2 to +8 degrees Celslus 

Registration of the temperature is recorded accurately on the specific chart 

Ice thickness is not In more than 0 5 cm 

At least four Ice packs are present 

Only vaccine and sera are kept Inside the refngerator 

All vaccines are potent 

Items In the refngerator are in order as fotlows 
First shelf below the freezer BCG, measles & OPV 

Second shelf below the freezer BCG measles and OPV II 
iUI baccine ampoules are labeled with type of taccine and expiry date I I 
Vacclnes approaching the~r expiry date are at the Front of each shelf In order 
to be used first 

Number of solvent ampoules for measles and BCG equal the number of 
vaccme ampoules 

A dial thermometer is in place on the second shelf below the freezer II 
The amount of vaccmes and sera IS not more than one month supply and not 
less than one week's supply according to the average vacclnat~on use m the 
health center 

Bottles filled with colored water were put on the bottom surface and on the 
Inslue shelves of the refngerator door to maintam coolness whl, being 11 
repeatedly opened - --- - ........................................ 
Needles and synnges are suffic~ent (not less than 70% of the total number of 

A spare cylinder filled wth gas, is available I I 



SKILLED STEPS FOR VACCINATION 
Receive the parents well 

Be sure of the ch~ld's health status and take necessary information and record 
it on the vacctnatlon card, and the vaccinatlon regrster 

Explain the importance of fblly vaccmating a chdd (on schedule) and women 
of chtldbeanng age 

Check the type of vaccine and the euplry date 

Prepare the woman or chid for vaccmation 

Wash hands w ~ t h  soap and water 

G v e  the vacclnatlon correctly 

Dlspose used needles and synnges tn a waste b ~ n  

Evplaln poss~ble side effects and how to deal w~ th  them 

Record remaining information on the reglster and the vaccinatlon card 

Explain the importance of cornpletmg all the vaccmations 

G v e  the date for return appomtment if needed 

Record In the dally record 

In the des~gnated place, bum used synnges and items tn waste bin at the end 
of the cl~ntc hours 



STEPS FOR REGISTRATION SERVICES 

[ i j  ' 'PREPARWG SUP- 
New file folders wth fasteners 
Index regstration book 
Index cards 
Cards large and small prenatal famly planrung, chld growth 

1 card 
; s , , - m O N ~  

Ask the full famly name (4 names) 
Assign a number and record the name and all needed information in the 
reg~strat~on book and index card 
Assign a number and record the name and all needed tnformat~on in the 

I pe-hole - . .  

: Z f  Q;FmNG G SEW FAMW FXZE 

11 I registration book and mdex card 

Note 

I I I Recorded the number and the names of the chddren under 5 years on the 

Greet the mother and father 
Explain the use and importance of the f m l y  file 
If unable to pay for the file folder, regster the number on the large service 

Gave the large file folder wth large card to the parent and explan where the 
service room 
Put the regstered mdex card in a specific drawer for counting agmst the 
returned folders at the end of work 

I 
I 
I 

Counted returned file folders wlth the Index cards 
Put file folders and mdex cards In numerical order and store them m their 
proper place In registratlon room 

famdy file 
Asked whch servlces the f m l y  1s requesting, and fill out all necessary 
~nformation on the large and small card for that semce and checked that all 
mformatlon 1s filled In correctly 
Fastened the large card to the file folder and ave thesmall card to the uarents 



STEPS FOR CARE DL W I G  CHILDBIRTH 

TAKING INFORMATION 
I Greet the mother and help her to the evam room 

11 2 Assure the mother about her condit~on 

11 3 Ask the mother $ she has a pregnancy card 

ll 4 Take the necessary mfonnahon 
A *Personal and famdy h~story 

I( C *Present pregnancy hlstoly 
11 D inquire whe~l contractions started 

E Explain to the mother about her progress m labor 
5 General Medcal Evammatton 
A Blood pressure 
B Heart and ltmgs 
C Examme thyrord gland 
D Exanine breasts * 

E Examine legs 
6 Abdomrnal Exam 
A Check the size of the baby and ~f l t  agrees w~th the dates 

11 B Caech the lie a.nd posit1011 of the baby 
11 C , Listen to the fetal heart rate 
(1 D ' Ask the mother about the baby s movements 

)I E Note the strength, frequencv and duratron of contract~ons 
F Measure the pelvls (for prun~para) 

, 7 Vagmal Exam 
A Position the mother for the exam and explan it before be~nnmg 
B Put on an apron 
C Wash 11ands w~th soap and water 

11 D Put 011 an evam glove 
I( E Clean the penneum 
11 F Check the ddatatlon and effacement of the cervlv 

11 G C o n h  the presentmg part, flevlon and measure the pelvls 
H Check ~f the bag of water is present (nure tlme, and color ~f broken) 
8 , Laboratory Tests 

* Unne for sugar and protem 

It * Blood for hemoglobm and ttpe Rh 



STEPS FOR CARE DL RIhG CHILDBIRTH 
(con t~nued) 

1 9 CARE DURING THE FIRST STAGE OF LABOR 
1 A Give an enema if it 1s necessary 
1 B Catheterize if it is necessary 
I C Shave the penneum if ~t is necessarv 

' I D Encourage the mother to dm& 
E Encourage the mother to walk 
F Encourage the mother to breathe deeply wth  contractions 
10 Observation of the mother as she approaches the second stage as 

recorded on the partograph and delivery record 
A Tune of mother s arnval to the center 

Progression of baby's decent into the pelvls (abdominally) 
Fetal heart tones every half hour ( 120- 160 beats IS w ~ h n  norm) 
Durat~on frequency and strength of contractions every half hoiu 
Vagmal exan of d~latatiori and effacement of cemx every 4 hours or 
more frequently ~f warranted 
Check the posrtloil of the fetal head 
Take blood pressure e v e 6 4  hours and more frequently if needed 
Take the temperature every 3 hours and more frequently d needed 

11 I Record am medlcat~ons m e n  and the time 
- 1 Vote. Refer any comphcated cases to the Doctor, or referral center 



STEPS FOR CARE DURING CHILDBIRTH 
(contmued) 

CARE DURING THE SECOND STAGE OF LABOR 
Take the mother to the delivery room and evplaln tlus to her 
Arrange equipment and matenals for delivery 
Set up delivery room Ambu-bag, suction, vacuum, oxygen, etc 
Put on apron and if present, mask 
Wash hands with soap and water 
Listen to fetal heart tones after contractions 
Request the doctor to attend if there are any compl~cat~ons 
Put on gloves 
Clean the penneum 
Encourage the mother to push wlth contractions only 
Cut an epistotomy ~f ~t is necessary 
Check for a nuchal cord after delivery of the head 
Help the mother deltver the baby m correct way 
Put the baby on the mother's abdomen and drv and cover him 

I 12 CARE OF THE NEWBORN 
A Suct~on secrehons from nose and mouth Check breathing and 

assist if necessary - 
, B Evaluate the baby's condition for the one mnute apgar score 
I C .. Cut the umb~lrcal cord when pulsations stop 

D - Warm and dry the baby 
E Clean the eyes 
F Tie the cord correctly and remove forceps 
G Evarmne the baby for any deformit~es 
H Weigh the baby and measure head circumference 
I Evaluate the baby's condition for the 5 minute apgar score 
J Give the baby identification tag 
K Call the doctor or refer the baby tf complicattons anse 
L Put the baby on the mother's breast for.feedmg 



STEPS FOR CARE DCRIBG CHILDBIRTH 
(contmued) 

CARE OF THE MOT= ID-G 'FB T'HIRD STAGE 
Make sure the placenta is detached 
Cathetenze the bladder ~f necessary 
If there 1s any abnormality, stab~lize the patient and refer to a doctor 
Help expel the placenta by pulling slowly and gently on the cord 
Evamine the placenta and note any abnormal~ties or mcompleteness 
Massage the uterus and be sure it IS contracted 
Measure the amount of blood loss 
Give metlierg~ne IM 
Contmue to observe the uterus every 15 minutes for firmness 
Examine the penileum for tears and if s t i tchg  is needed, inform the 
mother of its ~mportance 
Repair the eplslotomy or tear w t h  stitumg 
Clean the penneum and the mother, and the bed 
Help the mother dress In clean clothes 
Measure the blood pressure a~ld pulse every 15 minutes 
postdein ery 
Assure the mother of her health status and that of the newborn 
Put the used instruments m the ctorox solution 
Help pos~tion the mother for breast feedmg and place the newborn 
on the breast wlule telling the mother the importance of breast 
feeding 
Transfer the mother to the post partwn room for contmued 
observation 

1- 

I 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 

1 1 
12 
13 
14 

15 
16 
17 

18 



STEPS FOR PRENATAL CARE 

1 ( A- Personal hrstory 

(1) 

I 

I I B -  ~ e ~ r o d u c t i v e  history 

I 

II I C- Present pregnancy II 
D- Estimate the due date for dellvery 
E- Ask the patient about any present complaints 
F- Analvse the information and look for nsk factors 

C 

1 
2 

1 3 1 General Medical Exam 11 

ACTIONS 
Recerve the mother wrth Iundness 
Take the f%owmg &rmation and record an the card 

A- Blood pressure 
B- Weight 
C- He@t 
D- Eyes for evldence of anemla 
E- Thyro~d gland 
F- Heart and lungs 
G- Breasts 
H- Legs 



STEPS FOR PRENATAL CARE 
(2) 

4 1 Abdormnal Exam 
A- Define the number of weeks of pregancy 
B- Define the position and he of the fetus (35 weeks and up) 
C- Take fetal heart tones 
D- Ask the woman about the baby's movement 

5 Measure the pelms for the pnmgrawda 
6 Analyse any nsk factors and consult the doctor if needed 
7 : Request laboratory tests 

A- Unne for protein and glucose 
B- Unne ~f needed to confirm pregnancy 
C- Blood for hemoglobm, blood type and Rh factor 

8 Explain the tests results to the woman and assure her of her health 
status 

9 Gwe tetanus vaccine if needed - 
1 0 Record all tests and exam results 
1 I Explain the ~mportance of nutrition dmng pregnancy and taiung iron 

and fohc ac~d supphents 
12 Explain the ~mportance of c o m g  regularly for follow up 
13 Refer anv cases to the doctor that need ~t 
14 ( Conmce the woman about the need to return especially to be 

checked 
15 Set a time for the next a~~ointment  and record lt on the card 



STEPS FOR INFECTION PREVENTION 

-- - 

I D- Wash gloves m the solution, remove them and put them m 

3 1 C l e m g  pmcedure fo lomg decontmmatim 

1 

A- Wear utility gloves 
B- Wash the instruments Immersed In the water with a brush, 

cIeanlng teeth and jolnts completely 
C- hnse  lnstrwnents w~th  water 

Decontarmrtatron md Cleanmg 
Wash hands w~th soap and water before procedure and wear gloves 

( D- Dry the mstruments 

After decontarnmatlon and cleanmg, follow one of the steps below 
(A) B o h g  (high level disinfect~on) 
(B) Autoclave (stenhzatlon) 
(C) Dry oven 

2 Decontamlnatmn Procedure 
A- Clean the plastlc contarners used for Clorox solution 
B- Prepare the Clorox solution 1 part Clorox to 9 parts water 
C- Put used lnstruments duectly m the solubon for 10 mlnutes 

1 
2 

Borlrng HI& Levet D~smfmon 
Check the boller for any malfunction 
Put the cleaned rnstnunents m the boder and completely cover wth 

3 
4 

1 wratmedkovered wlth a lid and marked to be used wthrn a week 11 

water 
Turn on the boller (or burner) and note the tune bollmg began 
Leave the rnstnunents to boil for 30 minutes wthout addmg any 

5 
6 
7 

other lnstruments 
Turn off the boiler (burner) after 30 m u t e s  of bollmg 
Remove the lnstnunents from the water tnth stenle forceps 
Place r3truments m a stenle contarner to be used that day (,r 



I 
2 
3 

I A- Open the steam release valve and keep it open for a full four 

1 
electnc model, cover the element, for other, put tn 3-6 cm water) 
Open all the instruments 
Place ~tems in oDen container, or wraD m cotton cloth 

4 
5 

Stenhmon by Autoclave (steam and presswe) 
Check that the autoclave IS m working order and put m water (for 

Place items with space between them, and secure the lid 
Turn on the autoclave, or lrght the burner and observe the following 

I 
11 I mlnutes  fall Instruments are unwrapped The burner may need 

mlnutes after the steam starts to escape, then close it 
B- Observe until the arrow reaches 15 lbs sq m and 250 degrees F 

l 
to be adjusted lower so pressure doesn't Increase 

D- Turn off the burner or electnc autoclave after the appropn&e 

or 12 1 degrees C and mark the trme 
C- Keep at ths  pressure and temperature for 30 m u t e s  (20 

6 
7 

tlme 
E- Open the steam release valve and observe until pressure IS zero 
Open the lid 
Remove items with stenle forceps and place in stenIe containers ~f 

1 
11 10 1 Clean the autoclave dnot used ~mmediately and empty the water 
I 

11 ~ o t e :  ltaos surtabie for the axito~lave are metal, glass, Mttw and rubber 11 

8 
unwrapped 
Mark each Itern to be stored wth the date of stenl~zatlon 

9 Uncovered ~nstnunents should be used the same day Covered or 
wrapped ~nstruments are stenle for a week ~f unopened 



- -  

Check that the oven is ln working condit~on 11 
Open all of the instruments 11 

. 

Place open, cleaned instruments ln the oven, and in their open 11 
contamers that they wll be stored m later 
Securely shut the oven door and set &a1 for temperature 
Turn on the oven and notice when the temperature reaches 

Dw Oven 1 

stenhzation pomt and note the tune 
* 170 degrees C for 1 hour 

or 
* 160 degrees C for 2 hours 

1 
2 
3 

4 
5 

6 
7 
8 

9 

Tim off the oven when the time IS completed 
Use stenle forceps to remove lnstruments 
Cover instruments to be stored and mark the date Or wrap cooled 

Y d 

Note Items swtabfe foa the dry o v a  snclude those made f?om metal and 
heat treated glass only 

or re-sterilized for use the followmg: dav I I 

Instruments In stenle cotton cloth and mark the date 
Unwrapped and uncovered instruments must be used the same day 1 



HMIS Superv~sory Protocol and Checkhst 



Servrce Dellvery S ~ t e  

HMIS SUPERVISORY PROTOCOL 

Date 

Name of Supervrsor 

1 1 Does the number of index cards counted equal the last number In the Index Register? I I I 
2 1 Select an index card at random Look at the next 20 cards Are all cards in the correct 

INDEX REGISTER 

alphabetical order? 
2 2 Locate the Famly F ~ l e  of the first 10 cards drawn Are &l 10 F m l y  F~les found and 
correctly filed in the archive? 

1 
1 1 Are the file numbers asslgned in correct senal order? 
2 1 Are all of the addresses suffic~ent to physically locate the patient on an outreach vlsit? 

FAMILY FILE 

YES 

of the Famrly F~le? 
1 3 Is there a Growth Momtoring Card for each of the children under 3 years of age listed on 
the Index Card in all Family Files? 

I 

NO Comments 

1 1 Were the Index Cards correspondmg to each of the 10 Famrly Files found and m correct 
alphabetical order? 
1 2 Are the names of all the fam~ly members listed on the Index Card also l~sted on the outside 

Comments YES NO 



INDIVIDUAL RECORD CARDS 

NO ( Comments 
I I Review all records in the 10 select Family Files (Monthly) 

3 1 If current Antenatal Card, 1s all required data entered? 
3 2 (Ifany h~gh  rrsk condrtrons rndrcated on Antenatal Card locate correspondrng entry rn 
Antenatal Regrster) Is a referral marked for all records indicating a h ~ g h  nsk condition? 
3 3 If current Famly Plannmg Card has all required data has been entered? 
3 4 If any Medical History indicated contrain&cation to pills was an alternate method or no 
method was prescribed? 
3 5 (If any werght I S  below the curve on Chdd Health Card locate correspondrng entry m 
Chrld Health Regrster) Is a referral marked for all records indicating a weight less than 
normal? 
3 6 (Ifany werght I S  above the curve on Chrld Health Card) Has the date of b~rth or age of the 
child been entered in the correct column of the chart? 

YES 

ANTENATAL CARE REGISTER 

NO Comments 
- - I In the antenatal Rcg~ster, review entrles for the prevlous month 

1 1 All appropriate columns have data entered? 
1 2 Is the first vwt of the month recorded on a new page? 
1 3 Are visits numbered sequentially beginning with #I? 
1 4 Are all of the addresses sufficient to physically locate the patlent on an outreach visit? 
1 5 Is tetanus inmunizatlon being properly recorded? 
1 6 If any referral or other action are meaningful remarks always entered in the final column7 
1 7 Are column totals entered at the bottom of each page? 
1 8 Are column totals correct? 
1 9 Are monthly total recorded at the end of the month? 
1 10 Are monthly totals correct? 

YES 



FAMILY PLANNING REGISTER 

DELIVERY REGISTER 

1 In the Fam~ly Plann~ng Reg~ster, rewew entrles for the prevlous month 
1 1 Do all appropnate columns have data entered? 
1 2 Is the first visit of the month recorded on a new page? 
1 3 Are visits numbered sequentially b e g m n g  m t h  #1? 
1 4 Are the names of the p~lls wntten in the same columns on each page7 
1 5 Ask "Are you registering each pahent who comes for farmly planmng even If they don t 
receive supplies?" (Note If no supplies are taken, "0" should be registered and the reason 
entered in the column for "remarks' ) 
1 6 Are column totals entered at the bottom of each page? 
1 7 Are column totals correct? 
1 8 Are monthly totals recorded at the end of the month? 
1 9 Are monthly totals correct? 

NO ) Comments 
I 

YES 

NO I Comments I] [1n t h e ~ e l ~ v e r ~  Repster, revlew entnes for the prewous month 
1 1 Do all appropnate columns have data entered? 
1 2 Is the first visit of the month recorded on a new page? 
1 3 Are vis~ts numbered sequentially beginning with #17 
1 4 (Ifanv com~lrcation marked or low blrth weight indcated see Outreach Register) Are 

I all deliveiles with a complicat~onllow birth weight followed wlth an outreach visit within 2 1 I I I 

YES 

1 5 Are column totals entered at the bottom of each page? 
1 6 Are column totals correct7 
1 7 Are monthly totals recorded at the end of the month? 
1 8 Are monthly totals correct? 



CHILD HEALTH REGISTER 
In the Chrld Health Regyster, revlew entnes for the prev~ous month 1 YES 1 NO 1 Comments 

I 1 1 Do all a ~ ~ r o ~ n a t e  columns have data entered? I I I I 
1 2 Is the first visit of the month recorded on a new page? I I I I 
1 3 Are vls~ts numbered sequenbally begimng wth #17 
1 4 Are all of the addresses suffic~ent to physically locate the patient on an outreach visit? 
1 5 If any weight is less than normal, IS referral or other action also marked? 
1 6 if any referral or other action are meaningful remarks always entered in final column? I I I 
1 7 (If weight is more that normal locate the Famly File and revlew the chld s Card) Is the 1 
date of blrth or age correctly entered on the Chlld Health Card? 
1 8 Are column totals entered at the bottom of each page? 
1 9 Are column totals correct? 
1 10 Are monthly totals recorded at the end of the month? 
1 11 Are monthly totals correct? 

OUTREACH REGISTER 

I 1 6 Are column totals entered at the bottom of each page? 1 1 1 1 

7 4 k r e % s  numbered sequent~ally beginning with #1? 

1 7 Are column totals correct? 
1 8 Are monthly totals recorded at the end of the month? 
1 9 Are monthly totals correct? 

Comments ) In the Outreach Reg~ster, revlew entrles for the prevlous month 
1 1 Do all appropriate columns have data entered? 
1 2 Are outreach vlsits conducted and recorded on the Outreach Register? 
1 3 Is the first visit of the month recorded on a new page? 

I I 
1 5 Are all of the addresses suffic~ent to physically locate the patient on an outreach visit? 1 

YES NO 



MONTHLY REPORT 
Compare monthly Totals In the Reg~sters w~ th  those on the Monthly Report Form 
1 1 Have monthly totals from the Antenatal Register been transferred correctly? 
1 2 Have monthly totals from the Family Planning Regrster been transferred correctly? 
1 3 Have monthly totals from the Growth Monitoring Register been transferred correctly? 
1 4 Have monthly totals from the Delivery Register been transferred correctly? 
1 5 Are the names of the types of pills wntten m the same order m the famly planrung achvity 
and inventory sections as in the Family Planning Regster? 
1 6 Does the number m the stores at the begrnrung of thts month" match "number remaning 
in the stores at the end of last month '7 

YES NO I Comments 
I 

Revrew all the quest~ons ra~sed about the Monthly Report dunng the Monthly HMIS Management Meetmg Note responses on the Health Office's highhghted 
copy of the Monthly Report 

= 

Debrrefing at the End of the Vrsit 
After reviewng each of the components of the HMIS meet with the Director of the Center and the MCH staff to review the findings Note all the corrective actions thqt 
need to be taken below Make sure that the Director makes a comparable list so that he can follow up 

1 Staff members present 

2 Correctwe Act~ons to be taken 
Actron Resl~onsrble 



1995 Servlce Dellvery Polnt (SDP) Needs Assessment 
(mcludmg fee collecbon mformabon) 

& Health Need Assessment at the Governorate Level 



SDP NEEDS ASSESSIMENT 

Background Information 

Date 

SDP Name 

Governorate 

RuraVurban 

When Opened 

Workmg days 

SDP Type 

Distnct 

Director's name 

Worhng hours 

Funds allocated by the government 

Donors assistance (by whom, penod e~ther In the past or present, full descnption of actrvlties 
assisted) 

Catchment Areamarvet Po~uInt~on 

What is the catchment area served bt t h s  clln~c (villages/ne~ghborhoods served)? 

a Official Catchment 4rea 

b Actual Catchment Area (based on Chent Reg~ster) 

What is the est~mated population senred by t h s  ci~rnc? 

I 7 Uszng the most recenr census dara poprilarzorz gmc th rates and age/sex drstrxbzrrron 
- exrrapolate rhe follou~rng dara 

i ,-G . 
' I 

L F  a 
1 1 '  c F  Number of mamed women In the reproductwe age group (1 5-44) 

\. 
b Number of pregnant women 

c Number of chldren <I 

d Number of chldren <5 



Population served w~thln 20 hm 

Urban 

Sketch the Catchment Area 

Rural 



Other Health F a c d ~ t ~ e s  

Health Office 

Type of road 

Hospztal 

Name of the nearest hosp~tal 

Type of road 

Distance 

Type of public transportation avadable 

Pnmnrv Henlth Care Umts 

What are the PHCUs associated w ~ t h  t h s  SDP3 

Dnving Time 

Dnvmg Time 

Approximate Cost 

W c h  are supervlsed by the health center and whch are supervised d~rectiy by the Health Ofice 

Health Centers 

NarndLocat~on 

What are the other health centers In the Distncts3 

Narne/Locat~on Staffine; 

0 t h  er - 
J I- 

Non-governmental health faclllt~es available in the aka 

Staffing 



Number of prlvate pharrnacles available in the area 



* Include Spec~aI~zed phys~c~an (specialt)), GP, Nurse, Nurse m d w ~ f e ,  Cornmumty 

Wdw~fe, PHCW, Other (spec~fy) 

F Pos~t~on/Job ~n the CI~nlc Name Occupation* 

- - 

11 ' 



Who IS the clinlc manager? - 
What past expenence or tramng has slhe had In management? 

What management tasks or actlvltles IS slhe responsible for7 

Does the manager have other non-rnanagenal responsibli~tles? 

Are stafFmeetlng held regularly ~n the fachn to discuss the problems? Y 1 N 

Sunenv won 

a What IS the supervisory structure In the c i ~ m c ~  (sherch irrles of szrpenmon) 

Descnbe how supenwon tahes place (Idrrde supen rsory protocol if there rs one) 

b What u the supemsory structure nith regard to the health uruts (and other SDPs outs~de 
the health center) 

Descnbe how supewislon tahes place 



c Descnbe anv problems with supervlslon 

d Did any person from the Health Offrce v ~ t  the clinlc ~n the last sir months? Y/N 

If YES What was the purpose9 



Overv~ew o f  Servwes Offered 

Types of servlces prov~ded In the faclilty 

Are there linhs between different sections? 
If YES, spec~fy how7 

1 Matern~tv Care I J 
I 1 Antenatal Care I 

Deln cn  

Postpartum Care 

Brcastfeedmg Education 

Other I 
Health Education a 

FamiIy Piannlng Pedtatrrc Care I J 

Oral Contraceutn es 

lllD 

Condoms 

In~ectables 

NorpImt 

Pollo Imrnumzatlon 

Measles Vaccmatlon 

BCG Immun~zatlon 

CDD 

Outreach 

Are outreach senlces supposed to be part of the servlces offered? 

If Yes 

What types outreach servlces 

General health education O Recru~tment 

Descnbe the servlces as they are intended to be camed out' 

Follow-Up 



Descnbe the servlces as they are actuaIIy carried? 

What are the bamers to prokid~ng outreach services7 



A tiendance 

In general, what are the most heavlly attended 

a Days 

b CI~rucs (emmate average attendance) 

Sample (most recent week) 

Saturdav LzJ Sunday ~Mondav Tuesday Wednesday Thursday 

Serr~ce #pts S e n ~ c e  #pts S e n ~ c e  #pts Senice #pts Serv~ce #pts 

Poss~bIe contributing factors 

a Market Day 

b Other 
F~nance 

Are fees collected from patients? 



a What are the fees7 

Serwce I Charge 
I 

Registration 

Lab Tests 

Outpatlent 

Inpatient 

Others 

b Are there any patlents who are evempted from paytng the fees or allowed to pav 
a reduced fee' 

How do vou dec~de whether a patient should be glven an evemptIon or reductton9 

What proportton of patients are given the exemptton or reductron' 

c How is the cash controlled (phystcally) and accounted for' (rece~pts 
!edgers/accounts books) 

d For each of the last three months, how much has been collected9 

Month 
Month 
Month 

e Allocation of finds recewed last month 

Amount to Health Office Amount to health facility 

f How have the hnds  been used9 Who dec~des how the finds shouId be used' 



Facd~tv 

Sketch the layout of the faclhty 

Water supply 

Electncrty supply 

Toilet No (F/M) Working 

Is there more space for hrther Impro\ ement? 

Total number of beds 

Water tank 

Generator 

Clean 

Y / N  

Spec~altp No of beds Speclaltp No of beds 



Records ( r e p r e ~ t  a cop) each) 

Patlent Recortl~ 

Are patlent records kept' 

If Yes 

What informatlon do they contam7 

Are they ind~vidual or famh records' 

Are thev held by the patlent or bv the climcq 

If by the cllnrc where are the\ kept and how are they fiIed and retr1evedq 

How 1s the lnforrnat~on used in provldmg care9 

CZmc Records 

What clmc records are hept? (MOH OFC etc ) What data Items do they contam 

Who is respons~ble for 

a Entenng the data 
b Tabulatmg the data 

What 1s done with the informat1on7 

a Where does the information go7 

b How IS ~t transmtted9 



c When is ~t transrn1tted3 

d Is any feedback ever received after the informat~on is transmltted3 

e Is the lnformatlon used in any way by the center 1tself3 If yes how7 

Loelstlcs 

Stomre Faczlrtres 

Responsible person 

Where are contraceptlves and drugs stored? 

Under what condlt~ons? 

Clean 

Is there any security? 

Organized Y/N 

What type of cold change equipment 1s a\a1lable7 

What condrtlon IS it 1n3 

Are the vacclnes properiv orgmzed and stored In the rehgerator accordmg to type? Y  
/ N  

Is the ~ n s ~ d e  temperature of the rehgerator between 2-8" C9 

Observed temperature 

Is the temperature recorded twice a dav on the temperature chart? Y / N  

Is the refhgerator exclusively used for vacclnes7 Y/N 

How are the wentory records Lept for each of the follow~ng~ Do they appear to be up-to-date' 



e Consumable Supplies 



Stock on Hnnd 



Equipment Inventory 

Loglstrcs Svstems 

What IS the procedure for resupplying 

a Vaccmes 



Consumable Suppiles 

Stock-Outs 

Are you out of stock on any drugs vaccmes or other commodities and supphes that you need 
frequently? How long have you been out of stock on these !terns? 

)j S ~ O C ~ - O U ~  

Perlod 

" 

Item stock-01 
Perlod 

Item stock-out 
Per~od 



Patlent Flow 

Pirnnfv Yvstem 

In what order are patlents seen? 

How do they keep trach of who should be seen next? 

Tune In Clznrc (estmrntedl 

a Average Waitlng for First Servlce 

b Average Time In Clmc 

c Client's Percept~on of Wating Time 



Descnphon of space (rncludrng 
condtron) 

cleanlrness) and equzpnzent avarluble (rnclurirng 

Common Areas 

Wartrnp Area 

How IS the watmg area(s) arranged? (One general watmg area vs separate wartlng areas 
for each servrces) 

Type of patient seating Number 

Is there anv health education provrded whrie wa~trng? 

If ves describe 

Patrent Re21 ~tratron Arm 

Personnel working 

Antenatal Care 

Type 

Table 

Staff char 

Cllent char 

Cabmet 

Cash recerpt forms 

Client forms 

Condlt~on No Utlhzat~on 



Worhng davs~hours 

Antenatal Care Providers 

Average load Dady Monthly (prevrous month) 

Wnrtznp Area 

Is there a separate w a m g  area for antenatal care7 

If yes, 

Clean YM Organized Y/N 

Clrents seatmg 

Audiov~sual (VCR and momtor) 

Educatronal matenals for v~deos 

Educational posters In the wall 

Antenntnl Roont 

CIean 

Health Posters 

Health Standards Posted 

Infechon Control 

Hand Washmg Fac~I~tles 

0 S~nk Water 

Decontarmnatron Suppl~es 

0 Detergent Cl Chlorox 

Antiseptic solutron 

Orgamzed 

0 Soap 



How equipment are stenl~zed' 

0 Soaked for decontamlnatlon 

El Cleaned w~th  brush and soap 

How 1s stenl~ty maintained? 

Records 

Antenatal card (Availablllty, usage, storage) 

Type 

Welghng scale 

Exarmnation table 

Evamnation lamp 

Sphygmomanometer 

Fatal stethoscope 

Stethoscope 

Pnvacv drapes 

Screen 

Phvslc~an table with chalr 

Client char 

Who is fill~ng the antenatal records' 

Is antenatal card completed accurately? 

Prescnptlon forms 

Form for ordenng lab tests 

Registration (specrfi data to be recorded) 

Drum 

Drugs Available 

Condltlon No Utrllzatlon 



How and where are they stored3 

Laboratory tests done in the climc regularly 

I 1 Ume for sugar and alburmn I I 

J 

Pregnant\ test 

Others 

Test 

Senwcs 

Are there formal protocols for prov~ding senices9 

Comments 
1 

Descnptlon of serwces (observe and record) 

Are there any problems and shortages In prov~d~ng antenatal serv1ces7 How to lmprove the 
semces? 



Providers 

Average load Delivenes Dally 

Other procedures 

Monthly (previous month) 

In fechon Control 

Hand Washing Faclllt~es 

0 Slnh Water 

Decontarmnatlon Supplies 

Detergent Chlorov 

How equ~prnent are stenlized3 

Soahed for decontammat~on 

Cleaned w~th  brush and soap 

S tenllzed 

How IS stenllty malntained7 

2 4  

0 Soap 



Instrument table 

-- - 

Fetal stethoscope 

Stethoscope 

Sphygmomanometer 

GIoves 

11 Thermometer 
I 

- - 

Baby we~ghlng scale 

Delrvery Pack 
Artery forceps 
Cord cut sclssors 
Cord tles 
Plast~c sheetmg 
Gauze swabs 
Cloth 
Permeal repair 
Sponge forceps 
Needle holder 
Suture matenals 
Local anaesthes~a 

Decontamnat~on basm 

Vacuum extractor 

Waste basm w~lid 

Svnnaes 

Equrpment 

Unnary catheters 

Vent~lator bag & mash 

I Suctmn catheters 1 

I I I - 
- 
- 
- 
- 
- 
- 

Condlt~on Ut~l~zatron Type 

Physlc~an table wlth cha~r 

Del~very table 

Screen 

pnvacy drapes 

7 

Yo 



Others 

Records 

Reglstrat~on ( spec~h  Jafa to be recorded) 

Patlent Record (Avallab~llty, usage storage) 

Who 1s filling out the record3 

Is the record completed accurately' Y / N  

Prescnptlon forms 

Form for ordenng lab tests 

D m  cs 

Drugs Akalabie 

How and where are they stored9 



Are there formal protocols for provrding services9 

Laboratory tests done in the regularly in connection with delivery 

Descnptron of services (Observe Ifpossible and r ecordj 

How long does the woman stay in the health facilrtv after dellvery7 

Comments J 

Semces Provrded Besrde Routrne Delivery 

Home delivenes 

Test 



Management of complicated cases 

Postpartum care 

Offered exarnlnatlon for the woman (descrrbe when a i ~ d  how) 

Health educatlon on breastfeeding (descrrbe) 

0 Health educatlon on newborn care (descrrbe) 

Counseling on famly planmng (describe) 

Are there anv problems and shortages In providing dellvery servlces7 How can the servlces be 
improved7 



Antenatal Care Providers 

Average load Dally Monthly (previous month) 

Waltlnp Area 

Is there a separate waiting area for farmiy plamng3 

If yes, 

Clean Y/N Organized Y/N 

Cllents seating 

Audiov~sual (VCR and momtor) 

Educational matenals for vldeos 

Educational posters In the wall 

Emmrnatmn Roont 

Clean Y/N Orgmzed Y/N 

Standards Posted 



Lomsticr 

Source 

Regular penod of 

Method 

Mlcogynon 

Neognon 

Mlcroiut 

IUD CopperT3 8OA 

Neosampoon 

Condoms 

Others 

Amount supplied 

Pr~ce No 

Last date of supply 

Infectran Control 

Hand Washng Facilities 

0 Sink 0 Water 

Amount Dispensed 

Decontarmnation Suppl~es 

Monthly 

New 

Detergent Chlorov 

Old 

0 Soap 

Antiseptic solution 

How equipment are stenlized9 

0 Soaked for decontamnation 



Q Gleaned with brush and soap 

Sterilized 

How IS stenhty maintamed3 

Type No Cond~tion U t ~ l u a t ~ o n  

Phvsrcian table and cha~r 

Chent seat 

Exarmnat~on table 

Evam~nat~on lamp 
- - -- - - - -- 

Scale 

S phvgmomanometer 

Stethoscope 

Stool 

Stenl~zer 

IUD Insert~on & Removal 
pack 
Speculum 
Sponge forceps 
long artery forceps 
Tenaculum 
Scissors 
Utenne sound 
Bowl for antlsentlc 

11 Gloves I 

11 cupboard for supply 

Equipment cupboard 

Instrument table 

Instrument contamer 

Instrument waslung basm 

Waste bln 

Pnvacv drapes 

Screen 

- - -  - - -  



Records 

Reglstratlon (specla dam to be recorded) 

Patient Record (Avaiiab~i~ty, usage storage) 

Who IS filling out the record9 

Is the record completed accurately9 Y / N  

Prescnpt~on forms 

Form for ordenng lab tests 



Laboratory 

Senw er 

Are there formal protocols for providing servrces7 

Laboratory tests done In the regularly In connectron wlth famiy pianntng 

Is pnvacy assured for the client dunng exam and counselmg? 

Provis~on of counselrng 

Comments 

- 

J 

Are there demonstration models9 (Wltrch ones) 

Medical exarmnatlon 

Test 

Does thls facillty refer FP chents to other health facrlities 
If YES, specrfy 



Patlent Flow Chart for a New Contraceptwe User 



Immun~za t~on  Servtces 

Worhng dayslhours 

Average load Dally Monthly (previous month) 

Wartinr Aren 

Is there a separate walt~ng area for ~rnmumzat~on services7 

If yes, 

Clean Y M  Organ~zed Y M  

Clients seating 

Avadabilitv of health education matenals 

Are imrnumzatlon standards posted on the wall 

Infect~on Control 

Hand Washlng Facil~t~es 

0 Sink CI Water 

Decontamnation Supphes 

0 Detergent 0 Chlorov 

Antrseptic soIut~on 

How equipment are stenhzed7 

Soaked for decontarmnation 

0 Cleaned wlth brush and soap 

0 Sterilized 

CI Soap 



How 1s stenl~ty ma~ntained? 

T v ~ e  I No 1 Cond~tton 1 Comments (utiltzatlon) 1 
Phvsiclan table & char I I I I 
Chent seats 

- 

Rectangle basln 

IGdnev basrn 

Waste bm 

Amode cutter 

Immuruzat~on cards I 1 1 

Vaccine camers I I 
Ice packs 

Freezer 

Refhgerator 

Gas n lmder 

Others 

Dial thermometer 

Disposable smnges 

TY pe 

BCG 

No Condrtlon Comments (ut~l~zat~on) 



1 Measles I I I 
DPT 

DT 

Dlluent for BCG& measles 

Lorr m s  

Source of supply 

Regular penod of supply 

Amount suppiled 

Last date of supply 

Infechnn Control 

Hand Washng Facilities 

0 Smh 0 Water 0 Soap 

Decontamnatron Supplres 

0 Detergent 0 Chlorox 

Ant~sept~c solutlon 

How equipment are stenlrzed? 

0 Soaked for decontamnatlon 

0 Cleaned w~th  brush and soap 

How IS stenhty rnalntamed? 

Are used svnnges needles and open vlals of vacclne discarded In trash bms and then burnt 
in the deep hole? Y / N  

Are there formal protocols for prowdlng services? 



Other Chdd Health Serwces 

Worhng dayslhours 

Average load Daily Monthly (previous month) 

W n l h n ~  Aren 

Is there a separate waltlng area for chld health services7 

If yes, 

Clean YM Orgamzed Y/N 

Cllents seating 

Educational posters In the wall 

Chrkf Henith Consultn~otdEwmrn~n~ Room 

Clean Y/N Organized Y/N 

Health educat~on matenais 

Health standards posted 



I Service 

I Growth rnomtonng 

Nutrition 

A N  

I 

I 

Prov~ders I Equipment 

ORS 



Are there any problems and shortages in ~rovidlng serv~ces~ How can the servlces be improved9 

Laboratom Serv~ces 

Is there a Iab on site? Y / N  

If Yes, specify the tests which are done 

Is there blood-banlung facil~ties? Y / N 

If Yes, %ch tests are done for the blood transhsion3 

Are there any problems and shortages in provrdmg laboratory services7 How to improve the 
serv1ces7 

Other Serv~ces 



Oaeratm~ Room 

Conference Room 

Dressmg Room 

Clinical Slull Observed 



Oualitv Assurance 

Qualrtv Assurnnce Mechanrsnzs 

Is the manager aware of the concept of quallty assurance9 

Are there any qual~ty assurance rnechamsms In place7 If yes, descnbe 

Stnff Percepttons 

How does the staffpercelve the quahty of the servlces avaliable at the cl~mc? 

What could be done to Improve the qualltv of the services? 

Clrent Percepttons 

Are the chents satlsfied w th  the servlces at the chmc? 

What could be done to make the servlces better? 



Why d ~ d  you come to t h s  clinic today? 

How far away you are living from the ci~mc? 

Dld you get the service you want? 

How long did you spent tlme to get the service? 

How much money did you spent In the chmc? 

Dld the stafftreated you well? 

Are you happy with the servrces In ths climc3 

How the ci~ruc could be ~mproved? 



Is there any mechmsm In place to ellat cornrnuruty mvolvement In the way In whlch health 
semces are provided? 

If Yes 

What is the nature of the commumty 1nvolvement7 

I f a  formal advrsoiy board 

a Who 1s on the board? (Note also % of femaies) 

b How were the members chosen? 

c How frequently does ~t meet? When was the last meeting? 

d What were the lssues discussed7 

Is the health faclhty used for other comrnunlty actlvltles7 If Yes, descnbe 



HEALTH NEED ASSESSMENT 
AT THE GOVERNORATE LEVEL 

Governorate Date 

Health Offlce General Dlrector 

Donors worklng In the governorate3 Speclfy areas 

What are the common health problerns/dlseases In thls governorate3 

What 1s the pollcy of fees charglng In thls governorate' 

Is there an MCH/FP department' Speclfythe organlzatlonal chart 



- Who LS responslble3 Names and Quallflcatlon 

Health personnel analable 

-Is there any tralnlng facllltles In the governorate? 



Health facllltles 

# 
beds - 

Health center PHCU - 
MCH 
/FP 





- Is there a deflned catchment area for each health faclllty? Y/N 

- Is there a referral system between these health facllltles7 

- Is there any klnd of coordlnatlon between these facllltles? 

- What IS the pollcy for the runnmg the PHCUs as the tralnlng of 
MPHCWs already stopped? 



How community 1s mvolved In the improvement of health services? 

Is there a standard for equlpment for each type of health 
faclllty7 Y / N 
If Yes, have a copy 

- How the equlpment 1s recelved from the central level to the 
health faclllty7 

- Is there an Inventory process for the equlpment7 Y / N 

- Is there a responsible persons for the Inventory of equlpment? 
Y / N  

- If a health faclllty In need of an equpment, what 1s the 
procedure for fllllng thls need7 



- Is there a maintenance department for equipment In the Health 
Office' Y / N 

- How many malntanance technlclans do you have In the Office? 

How the drug supply assured to health faclllty7 

How contraceptive supply assured to health faclllty7 



Information flow what are t he  mformatlon produced at t h e  
governorate level' 

How supervlslon system 1s achieved' The purposes for supervlslon 

What are the d~fficullties incountered In the health services? 



OFC Health Center Renovat~on Costs Report, Aprd 1998 
& OFC Health Center Cl~n~cal Equ~pment and Furn~shmg Report, Aprd 1998 



Opt~on for Fam~ly Care 
Health Center Renovat~on Costs Report 

Apr111998 

I HADHRAMOUT GOVERNORATE HEALTH CENTERS 

1 Seyoun Hosp , MCH & Hostel 
2 Al-Shehr MCH 
3 Gheil Bawavr MCH 
4 Al-Shuhm MCH 
5 Al-Hami MCH 
6 Mukalla Hosp , MCH & Hostel 
7 Deis Al-Sharqia MCH 

Total Hadhramout HC's $86,787 

I1 HODEIDAH GOVERNORATE HEALTH CENTERS 

8 Al-Thowra Hosp , MCH & Referral 
9 Al-Qutei MCH 
10 Bajd MC 
1 1 HMI Hodeidah 
12 Al-Dhahi MCH 
13 Belt Al-Faqih Hosp , MC 
14 Al-Zuhrah MCH 
15 Al-Marawa'a MCH 

Total Hode~dah HC's $158,571 

I11 HAJJAH GOVERNORATE HEALTH CENTERS 

16 Hajj ah HOSP , MCH 
17 Al-Muharaq MCH 
18 Al-Shahel MCH 
19 Al-Tour MCH 
20 Al-Mahabisha Hosp , MCH 
2 1 HMI Hajjah & Hostel 
22 Mabyan MCH 
23 Shaghadmh 
24 Kuaidlnah MCH 

Total Haj jah HC's $158,338 



IV LAHAJ GOVERNORATE HEALTH CENTERS 

25 Al-Houta, MCH 
26 Hab~l Gabr MCH 
27 Habdein MCH 
28 Al-Daleh MCH 
29 Tour Al-Baha MCH 
30 Al-Waht MCH 
3 1 HMI Lahaj 

Total Lahaj He's 

V Total Renovat~on Cost 



CLEQHADl WK3 

Opt~ons for Farn~ly Care 
Health Center Cl~nlcal Equ~prnent and Furn~sh~ngs Report ** 

April 1998 
John Snow Inc OFC Contract No 279-C-00-95-00516-00 

Al Waht 
Al Daleh 
Tour Al Baha 
Hableln 

Hadramout Governorate 
Mukhulla MCH 
Suherr 
Ghall Bawazrr 
Al Sheher 
Dras As Sharkra 
Al Ham1 

Hajja Governorate 
Hala MCH 
Mabayan 
Shagadra 
Kuardmah 
Mahablsha 
At Tour 
A1 Muharaq 

Hode~dah Governorate 
Az Zuhra 
Al Dahl 

1 Marawa 
Bayt Al Faqrh 
Bajll 
Al Quta~ 

l ~ r a n d  Total I $200,774 1 $56,195 

" Excludes Mrdwrfe Dellvery Krts and Health Unrts 

Total 

$8 441 
$8 977 
$15 172 
$10 613 
$9 848 
$4 782 
$57,833 

$14 478 
$4 334 
$9 765 
$15 349 
$4 766 
$4 766 
$17 658 
$71,116 

$14 001 
$6 919 
$5 399 
$5 954 
$1 1 702 
$7 115 
$7 349 
$2 286 
$60 725 

$5 871 
$5 474 
$5 057 
$11 813 
$5 892 
$5 043 
$14 862- 
$54,01_2- 

$256,969 

Governorate Totals 





Tra~nmg Site Selection Criterla 

1 Have space available for teaching and traning 

2 Have learning materials available 

3 All MCH and primary health care services are provided at the site 

4 The center should have an adequate patient load 

5 Should have basic infrastructure includmg electricity and water 

6 Availability of l~ving accommodations for the trainers and tramees 

7 Willingness and comrmtment of the cornmulllty to participate, support and host the tralning 



Results of the Commun~ty Workshop 



RESULTS OF THE COMMUNITY WORKSHOPS 

A Purpose of the Workshop 

Options for Farmly Care (OFC) conducted two-day health committee workshops in cornmunlties 
where a permanent committee had been established and its membershp was cornpnsed of at least 
two females from the local commmty The overall goals and rationale for conducted the 
workshop are listed below 

- Ralse the committee members awareness of local health problems, prevention of 
these problems, and the Importance of the role of the health center and the 
community Many of the health comrmttee members were focused on adding curative 
services to the centers and demonstrated limited understandmg of the health center's role 
~n preventive health care 

- Strengthen the local health committee by helpmg ~t to better define ~ t s  role and 
responslbill~es and to define ~ t s  operatmg procedures The c o m t t e e s  requested 
additional gmdance m helping them to define their role more clearly Also, by assistmg 
them in developmg operating procedures, the comrmttee could work more efficiently by 
deciding on a regular schedule of meetmgs at a fixed location, determimng how they 
would make decisions, and how and when to elect new members 

- Facllltate the development of a workplan for the remalnmg OFC contract per~od 
and beyond, ensunng the workplan Includes achvlhes whlch address pnorltles 
~denlxfied by the committees Most of the committees have identified many problems in 
the center, however, they have had difficulty In pnontizmg these problems and 
orgammg activities to resolve pnonty issues Also since the OFC contract is ending m 
September 1998, health comrmttees would have an improved chance in attracting outside 
support if they could present a well-orgamzed workplan to potential donors 

- Emphasize the importance of teamwork and problem-solvmg m developmg and 
carrylng out thew workplan Through OFC's work w t h  the commuties, it has 
observed that some health centers and cornrmttees tend to rely heavily on very few 
members rather than trymg to distnbute responsibilities and involve more individuals in 
the problem-solvmg process 

B Workshop Lead Tramers and Facllltators 

The lead tramers for each of the workshops were the OFC Commmty Participation 
Coordinators A major advantage for utilizmg the local staff as tramers were they were familiar 
with the particular health center issues and the strengths and weaknesses of the health 
committees The workshop also allowed them to build on thelr existing traimng expenence since 



two of the three Commumty Participation Coordinators attended the month long Traimng of 
Trainers sponsored by OFC in June of 1996 in Sana'a All three also played key roles in 
conducting refresher traimng of Female Pnmary Health Care Workers 

The coordinators developed the content of the tramng with the Commuty Participation 
Advisor, prepared and orgmzed all matenals (handouts, flipcharts, activity sheets, etc ), 
conducted the training in their respective governorate, and arranged the logistics for the traimg 
The other local OFC staff played supportive roles by conducting some of the sessions, providing 
assistance dmng the sessions, facilitating small work group activities, and compiling the 
information prepared by the committees The OFC secretary played a key role by typing the 
outcome of the sessions directly on a laptop computer d u n g  the workshop When available and 
where appropnate, Health Office and Health Center staff participated as facilitators dmng the 
workshop sessions The Director Generals of the Health Offices usually opened and closed the 
workshops and in their speeches emphasized the importance of the local health committees 

C Workshop Partlclpants, Schedulmg, and Locatlon 

One of the major obstacles in moving the comrnumty participation activities forward was the 
constantly changing membershp of many of the committees It has taken some time for health 
committees to evolve and become a stable and recogmzed group The health committees are 
generally cornpnsed of local leaders, teachers, farmers, fishermen, merchants, extension workers, 
local government employees, and health center staff Workshops were offered to comm~~llties 
which had a stable membership and included a mimmum of two female members OFC 
specified that a maximum number of 20 commumty members could participate in the two-day 
workshop 

Since the workshop was aimed at health c o m t t e e  members, OFC had to plan the workshops 
around the members' schedules Many of the health c o m t t e e  members hold leadershp 
positions both in and outside of their commmties and their lack of available time caused some 
scheduling delays for OFC In most cases, it was the center &rector that acted as a liaison 
between the committee and OFC and presented the list of participants and confirmed dates of the 
workshops All workshops included participants who were not officially part of the health 
committee, the majonty of these adhtional participants were female teachers and female 
MCWFP staff 

In Hodeidah and Hadhramaut workshops were held in the commumties themselves Depending 
on the avslllability and appropnateness of space, they took place in health centers and schools 
Due to geographcal issues, workshops in Hajjah took place at the Hajjah HMI 

The matnx on the next page summmzes the schedule and number of participants who took part 
in the workshops 



Health Comm~ttee 

Hode~dah Governorate 

- Zoharah Health Center 

- Dhah Rural Hospital 

- Bajll Health Center 

I r ~ a r a w a ' a  Health Center 

E a i  Health Center 

1 Hadhramaut Governorate 

I - A1 Hami Health Center 

I - Dees A Sharqia Health Center 

- Ghail Bawazeer Health Center 

- Shahr Hospital MCH Center 

- Shaghadra Health Center 

1 - Ashahel Health Center 

Date of Workshop I Number of Parhapants 

14 February 1998 I 20 Males, 3 Females 
I 

17 - 18 March 1998 1 3 Males, 6 Females 
I 

18 - 19 February 1998 

17 - 18 March 1998 1 1 lMales, 4 Females 

8 Males, 10 Females 

I 

8 - 9 March 1998 1 5 Males, 2 Females 

22 - 23 Apnl1998 

8 - 9 March 1998 1 8 Males, 2 Females 

10 Males, 8 Females 

10- 11 March 1998 

10 - 11 March 1998 

15 - 16 June 1998 

D Content of the Workshop 

7 Males, 3 Females 

6 Males 

8 Males, 4 Females 
1 Male fiom Dees ASharqia 
2 Females from Shuhar 

18 - 19 May 1998 

18 - 19 May 1998 

30 June - 1 July 1998 

30 June - 1 July 1998 

Topics covered m the workshop addressed the overall goals l~sted in Section A, page one, of t h s  
report The sessions were orgaruzed in a logical progression of steps Th~s  began by raising 
participant's awareness of the role of the health center in disease prevention The followmg 
sessions were amed at assistmg the c o m t t e e  in defimg its overall purpose and 
responsibil~ties~ and facllitatmg a bramstonng session to outline needs and problems, identify 
priorities, and develop objectives and activities to address pnonties The last session focussed 
on developmg a workplan including target dates and persons responsible for specific activities 

7 Males, 2 Females 

5 Males, 7 Females 

7 Males, 3 Females 

3 Males, 6 Females 



and tasks Titles of the sessions are listed below (the specific schedule for the two days and 
content of the sessions appear in Appendix A) 

The Overall Health Situation in Yemen 
Local Diseases and Methods of Prevention 

- Health Services Offered by the Center and their Importance to the Commumty 
- Definmg Commuruty Participation 

Objectives of the Health Commrttee 
- Teamwork and Cooperation 
- Operating Procedures of the Health Comrmttee 
- Responsibilitres of the Health Committee 
- IdentifLing Needs and Pnonties 
- Developing Objectives and Activities 
- Developrng a Workplan 

As indicated in the final evaluation prepared by the participants, most of the sessions were well 
received and deemed important However, a major drawback to the workshop (identified by the 
trainers, facilitators, and participants) was the limited amount of tune desrgnated for each of the 
sessions After the first workshops were conducted in Zoharah and D h h  Centers, the content 
was modified to reduce the amount of information provided by the facilitator More time was 
devoted to the small work group sessions in order to allow participants more time to come to 
consensus about thelr operating procedures, overall purpose, roles and responsibilities and to 
develop objectives, identify activities, and define tasks 

Outstanding commitments of the Partnershp Agreements were addressed during the session on 
identifLing needs and pnonties Ths  was to help ensure that these issues would be addressed m 
the health committee's workplan of activities for commumties who had not completely fulfilled 
its 
commitments 

E Results of the Workshops 

The outcome of the workshop resulted in a senes of documents prepared by the committees 
themselves whch m11 guide future work and will serve as the basis for OFC follow-up through 
the remarnder of the contract penod These documents have been typed and distributed to the 
committees The appendlx of t h~s  report includes documents prepared by each respective 
committee and lncludes 

- Overall goals of the Health Con-im~ttee 
- Responsibilrties of the Health Commrttee 
- Responsibilrties of the Officers of the Health Committee 

- CharrmanNice Chairman 



- Treasurer 
- Secretary 

- Operatmg procedures of the Health Committee 
- Regular schedule of meetings 
- Decision-malung and representmg commmty mterests 
- New members 

- A list of needs and problems in pnonty order 
- Objectives for addressing key pnonties 
- A workplan including activities, responsible parties and target dates for completion 

F Future Follow-up 

A checklist for conducting field follow-up has been developed m order to momtor the 
committee's progress in lrnplementing practxal aspects of the workshop (Appendix B) 
Also, since the health committees have come to consensus on date, tune and location of their 
regular meetmgs, OFC can schedule site visits m order to attend some of the meetmgs 

Lastly, through coordination wth the Management Advisor m the implementation of 
management competitions, the cornrmttee's progress m implementing then workplans m11 be 
included as one of the cntena in d e t e m n g  the most successful OFC supported center 



WORKSHOP SESSIONS, GOALS, AND CONTENT 

Sesslon I 
Openmg 

T~me of Subject of the sesslon 
the and person responsible 
Sesslon - . . 

Sess~on I1 
Health s~ tua t~on  In 
Yemen 

- Be mtroduced to each other 
- Know the purpose and 
expectations of the workshop 
- Complete the pretest 

Goals of the sess~on 
By the end of the sess~on, 
part~c~pants wdl 

. . . . . . . . . . . . 

- Have an mcreased awareness of 
the major health problems 
affecting Yemen 

As part~cipants arrive they are glven the pretest to 
complete, fac~litator collects the tests at the end of the 
openlng session 

Content of the sesslon 

Facil~tator presents the purpose of the workshop and 
expectations of participants written on a f l ~ p  chart 

Mater~als needed 

Purpose (why the workshop IS being held) 
- Raise the comm~ttee members awareness of local 
health problems, prevent~on of these problems, and the 
~mportance of role the health center and community 
- Strengthen the local health comm~ttee by helprng ~t to 
better define ~ t s  role and respons~b~l~t~es m the 
commun~ty and to define them operatmg procedures 
- Fachtate the development of a workplan for the 
remalnlng project perlod and beyond, making sure the 
workplan includes act~vitles wh~ch address prioritres 
- Emphas~ze the ~mportance of teamwork, problem- 
solving in carrying out its workplan 

Fachtator presents the goal of the sess~on 

Presentat~on of the major health problems affectmg 
Yemen 

Partic~pants are asked to name health problems 
affectmg the~r commun~ty Facrlitator wrltes these on 
fllp chart 

- Fhp chart, w~th 
purpose and 
expectations of the 
workshop 

- Pretest 

- Notebooks, folders, 
pens and pencrls 

- Goals of the sesslon on 
flip chart 

- Fhp chart paper, 
markers 



Tme of 
the 
Session 

9 50- 
10 15 

10 15 
10 45 

Subject of the session 
and person responsible 

B R E A K  

Goals of the sesslon 
By the end of the session, 
participants wlll 

- Be able to define commun~ty 
partlclpatlon, ~ t s  components, and 
descrlbe why they are Important to 
the communlty 

Content of the session 

- 

Fachtator presents the goals of the sesslon 
- Present a general defin~tlon of communlty 
partrclpatlon 
- Facllltator asks the group to descr~be ways m wh~ch 
they have already partlclpated m the actlv~tles of the 
health center 
- Facllltator presents the "commun~ty tree" and asks 
partic~pants what the tree needs to thr~ve Each elemeni 
needed 1s analogous to resources m the communlty 

-- - 

Materials needed 

- Fl~p chart w~th  goals of 
the sesslon 

- Fllpchart paper, 
markers 

- Community Tree 
(Attachment 1) 



Tlme of 
the 
Sesslon 

10 45 - 
1 1  15 

Subject of the sesslon 
and person responsrble 

- -- 

Session IV 
Goals (purpose) of the 
health comm~ttee 

Goals of the sesslon 
By the end of the sesslon, 
partlclpants wlll 

- Will all agree on the overall 
purpose of their health committee 

Content of the sesslon 

Facilitator presents the goal of the session 
- Role play 1s conducted wtth the director of  center, 
client from the community and a health committee 
member The cl~ent from the communtty IS arguing 
with the health center director, blamlng him for not 
providing adequate services, having a dirty and in 
equlpped center The health committee member 
intervenes In the argument and offers to help to solve 
their differences 

- Facilitator asks participants to identify the tltles of thc 
persons in the role play A short discuss~on on the 
overall role of the committee In helping to facilitate 
solutions and ~ t s  role as an intermed~ary between the 
community as a whole and the health center 

- Part~cipants are divided Into groups and asked to 
develop overall goals of their committee Facilitators 
gu~de the small group discussion as needed 

- A volunteer from each group presents their goals to 
the large group The facilitator wrltes the goals on the 
flip chart and asks other groups for input Consensus 1s 
reached and overall goals are finallzed on the flip chart 

Materials needed 

- Flip chart wlth goals of 
the session 

- Fllpchart paper, 
markers 



Subject of the session 
and  person responsible 

Time of 
the 
Session 

11 1 5 -  
11 45 

Sess~on V 
Serwces In the centers 
and thew importance to 
the community 

- 
B R E A K  

Goals of the session 
By the end of the session, 
participants will 

- Be able to descr~be the servlces m 
the center and why they are 
important to the commun~ty 
- Know what role the center plays 
tn the prevent~on of the diseases 
- Know the role of the communlty 
health workers m and outsrde of 
the center 
- Know the purpose of the family 
file 

11 45- 
11 55 

- - 

- Agree upon operat~ng procedures 
for meetmgs, dec~s~ons, and 
promoting communlty rnvolvemenl 

1 1  55 - 
1 00 

- Agree upon dates of health 
commtttee meetmgs for the next 
one year per~od 

Sess~on VI 
Operat~ng procedures 
for the health committee 

Content of the sesslon 

- Fac~htator presents the goals of the sesslon 

- Fac~l~tator holds up cards and asks part~c~pants (non- 
health workers) to ~dent~fy the card and ~ t s  purpose 

- Through d~scuss~on led by the fachtator each servlce 
IS described, rts Importance In the communrty Specla1 
attent~on IS glven to MCWFP servrces and the~r  role In 
preventwe health care 

- The d~rector of the health center assists m descr~brng 
the servlces wh~ch were m~ssed by the partlc~pants 

- Importance of fam~ly file IS also explamed 
-. , , . , .P. .. . . . . . . . . ,. , ,P, 

The facll~tator presents the goals of the sesslon 

The fac~htator presents a serles of questions that need tc 
be answered, the questions fall Into 3 categories 
1 - Meetmgs and procedures for meetmgs and decls~on- 
makmg 
2 - Select~on of officers and members 
3 - Commun~ty representatlon and female mvolvement 

Part~c~pants are d~v~ded Into groups, each IS asked to 
answer a serles of questions 
The large group meets and representat~ves from the 

small groups present thew answers for d~scuss~on The 
fac~l~tator asks for comments from the group and 
records final answers on f l ~ p  chart paper based on 
group consensus 

Materials needed 

- Flipchart w~th  goals of 
the sesslon 

- MCHIFP cards and 
rmmunlzat~on cards 

- Handout (a chart with 
the servlces of the center 
Itsted, a br~ef descrrpt~on 
of the servlce, the staff 
who prov~de these 
serv~ces) prevent~on, 

- 

- F l ~ p  chart w~ th  goals of 
the sesslon 

- Questions for each 
group to answer on f l ~ p  
chart paper and on papel 
(Attachment 2) 



Tlme of 
the 
Sesslon 

1 0 0 -  
1 20 

D A Y  2 

Subject of the sesslon 
and person responsible 

Sess~on VII 
Team work and 
cooperation 

Sesslon I 
Respons~b~l~t~es of the 
officers of the Health 
Committee 

Goals of the sesslon 
By the end of the sesslon, 
partlc~pants wdl 

- Be able to name the advantages 
of teamwork versus working alone 

- Will agree on a wrltten list of 
responsibilities for each officer of 
the health committee 

Content of the sesslon Materials needed 

Facilitator presents the goal of the session 

- The facd~tator asks for 4 volunteers One group of 3 
wdl work together and one individual IS asked to work 
to alone Each 1s gtven a small box with words wr~tten 
on small pieces of cardboard When arranged 
properly, the words make up sentence 

- Each group is also glven a large piece of cardboard 
and a roll of tape and is asked to tape the words onto 
the cardboard 

- The rest of the group 1s asked to observe the two 
groups in their effort to arrange the cards Into a log~cal 
sentence 

- When one group fin~shes, the fac~litator leads a 
d~scussion where partic~pants discuss advantages to 
working tn a group versus work~ng alone 

The facilitator presents the goal of the sesslon 

- Facihtator asks the officers of the committee 
Chairman, Secretary, and Treasurer to present hislher 
responsibilities in front of the large group for 
d~scussion (Note On the previous day each officer 
was given a suggested list of responsib~lit~es and was 
asked to modifj ~t as necessary for their committees ) 

- The fac~litator records the responslbditles of each 
officer agreed to by the group as a whole on the flip 
chart dur~ng the discussion 

- Fltp chart with goals of 
the session 

- Flipchart and markers 

- Words written on 
cardboard which make a 
sentence 

- Small cardboard box 

- Tape 

- Heavy paper 

- Flip chart w~th goals of 
the session 

- Markers 

- Flip chart paper 

- Some suggested 
responsibilities of health 
committee (Attachment 
3 



Goals of the sesslon 
By the end of the sesslon, 
partmpants will 

- Wdl all agree on a wr~tten l~s t  of 
respons~bd~t~es wh~ch are closely 
lmked to the~r overall goals 
developed the prevlous day 

T~me of 
the 
Session 

9 0 0 -  
9 40 

- -  

Content of the sesslon Subject of the sesslon 
and person responsible 

Sesslon I1 
Respons~b~l~t~es of the 
health comm~ttee 

- 

Fac~htator presents the goal of the sesslon 

Each part~c~pant has two A4 slze cards wh~ch s/he has 
been asked to select from the wall where they were 
taped at the beg~nnmg of the prevlous day Each 
descr~bes a respons~b~l~ty of the health comm~ttee The 
partmpants were asked to select cards wh~ch contam 
respons~b~lit~es wh~ch they would hke to ~nclude In 
the~r comm~ttee's responslbd~t~es 

The partmpants are dlv~ded mto small groups and 
asked to d~scuss the cards they selected and why They 
are also glven blank cards and asked to wr~te add~t~onal 
respons~bd~t~es not contamed on the cards 

When the group comes to consensus on the 
respons~b~l~t~es, they are asked to tape the cards on a 
large piece of paper One member of each group 
presents thew respons~b~lrt~es 

The facdrtator leads a dlscuss~on, ask~ng for comments 
from the group untd consensus IS reached on the 
respons~bd~t~es of the committee 

Materials needed 

- F l ~ p  chart w~th goals of 
the session 

- A4 sue  cards w~th 
respons~bd~t~es l~sted 
(Attachment 4) 

- Blank A4 cards 

- Markers 

- Masklng tape 



Subject of the sesslon 
and person respons~ble 

Sessron 111 
Identrfyrng prror~tres 
for health cornmrttee 
actlvrtres 

Goals of the sesslon 
By the end of the sesslon, 
partlapants w~ l l  

- Be able to analyze problems 
- Pr~or~ t~ze  them needs and 
problems accordmg to crtterla 

Content of the sesslon 

The fac~htator presents the goals of the sesslon 

The facrlltator makes a brref presentat~on about 
problem, need ~dentrficat~on, and pr~ority settrng 

In the large group, participants are asked to bramstorm 
the health related problems and needs faced by the 
center and the community These are l~sted on the f l ~ p  
chart by the facil~tator 

The partmpants are drvtded into small groups and are 
asked to complete a worksheet The first column of 
the worksheet l~sts the problemslneeds ~dent~fied by the 
partlc~pants durmg the bra~nstormmg sesslon In the 
next three columns the partlc~pants are asked to attach a 
score the problem 1- 5 points usmg three cr~ter~a 
(importance, feasib~l~ty, and Impact) In the last 
column, they must add the total pomts The 
problemlneed w~th  the most po~nts becomes pr~or~ty 1 
and so on (Attachment 5) 

The group reconvenes and a volunteer 1s asked to read 
~ t s  score for each problem The fac~litator records the 
score of each group for each problem The scores for 
each problem are added In the last column the 
problems are numbered rn prror~ty order The problem 
wlth the most points becomes pnorlty one and so on 
(Attachment 6) 

Mater~als needed 

- - - 

- Fhp chart w~th goals of 
the session 

- Fhp chart and markers 

- Worksheets 

B R E A K  



Subject of the sesslon 
and person respons~ble 

Goals of the sesslon 
By the end of the sesslon, 
partuxpants wlll 

Content of the sesslon 

Sess~on IV 
Develop measurable 
objectlves and solut~ons 
for addressmg the 
pr~or~t~es 

B R E A K  

- W~l l  have a plan of act~on, 
outllnlng spec~fic objectlves and 
tasks for addressmg prlorltles 

- Persons respons~ble and target 
dates of complet~on wdl be 
ass~gned to each prlorlty 

Faclhtator presents the goals of the sesslon 

Faclhtator explalns to the group the Importance of 
hav~ng measurable objectlves to address problems, 
glves several examples of problems and measurable 
objectlves (ones wh~ch relate to the health center), sthe 
also glves examples of poss~ble causes of the problems 
and poss~ble solut~ons to address the problems (Note 
the faclhtator uses the fllp chart to prov~de an example 
of how the part~c~pants should fill 1n the worksheet to 
be used m the small group work (Attachment 7) 

Part~c~pants are d ~ v ~ d e d  Into groups Each takes 1 - 2 
of the p r ~ o r ~ t ~ e s  ~dent~fied from the prevlous sesslon an( 
fills out the worksheet problemtneed, objectwe, causer 
of the problem, solut~ons (actlv~t~es), and persons 
respons~ble for followmg up the actlvltles 

Each group should presents the~r  worksheets for 
d~scuss~on The large group 1s asked to cr~tique the 
worksheets presented The presenter makes corrections 
on hdher  worksheet as necessary 

Mater~als needed 

Fl~p chart w~th goals of 
the sesslon 

Fhp chart paper and 
markers, L~s t  of 
prlor~ties from the 
prevlous sesslon 

Worksheet 



Tlme of 
the 
Sesslon 

12 40 - 
1 00 

1 0 0 -  
1 30 

Subject of the sesslon 
and person respons~ble 

Sess~on VII 
Developmg a t~melme of 
tasks and act~v~t~es to 
achreve objectives 

Post-test and evaluat~on 

Closmg and d~str~but~on 
of certrficates and 
presents 

Goals of the sesslon 
By the end of the sesslon, 
part~clpants w ~ l l  

- Produce an annual plan with 
estimated completion dates for 
activities 

- Complete the post-test 
- Complete the evaluation form 

Content of the sesslon 

Facilitator presents the goal of the sesslon 

Explain the importance of developing time lines and 
assigning responsib~lities and dates for in achieving 
goals The facilitator glves an example of a tlmeline, 
and the information which should be included 

The secretary of the comm~ttee, with assistance from 
the group fills in the timeline based on the actlvltles an( 
dates identified in the previous sess~on's worksheets 

Facilitator presents the goals of the session 

The post-test is handed to the participants for 
completion (1 0 minutes) 

The evaluat~on is handed to the participants for 
completion (1 0 mmutes) 

Partlclpants are given certlficates and a briefcase for 
completing the workshop 

Mater~als needed 

Fl~p chart with goals of 
the session 

Flip chart and markers 

Soluttons (act~vitles and 
tasks that the group 
agreed to work on) from 
previous session 

Fhp chart wlth goals of 
the session 

- Flip charts and markers 

- Post-test 

- Evaluation of the 
training 

- Parttcipant certlficates 

- Br~efcases 


