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ACRONYMS AND GLOSSARY
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EXECUTIVE SUMMARY
 

In its 1992-97 Management Implementation Plan, the USAID Mission to
 
Yemen has reconfirmed its commitment to the health and population
 
sector. In March, 1992 this commitment was further strengthened
 
with the posting of an experienced, Health-Population-Nutrition
 
Officer as a resident member of the Mission staff. In addition,
 
there are two foreign service nationals in the project support
 
office.
 

As part of this commitment, USAID arranged for this Limited Health
 
Sector Assessment.
 

On the basis of three intensive weeks of interviews, literature
 
review and observations in the field, the Team identified a number
 
of critical issues which have a bearing on the final
 
recommendations, along with the strategies and structure needed to
 
implement them.
 

In all, 16 issues were identified. They are discussed in Section
 
5 of this report. Following each discussion, conclusions are
 
stated.
 

RECOMMENDATIONS
 

Below are the more important recommendations. Each is based on
 
whether it will require: (1) policy decisions, (2) structural (or
 
institutional) change, and/or (3) programmatic change.
 

1. Integratien of Maternal and Child Health with Family Care
 

Thirteen interventions are recommended to integrate Maternal
 
and Child Health with Family Care. This integrated approach

is workable, efficient and effective in all areas: training,
 
health education, logistics and supply, health information,
 
village health committees, planning and budgeting, team
 
management and supervision, or marketing commodities through

the private sector. Both MCH and FC share the same target
 
groups. Health managers and providers can effectively deal
 
with them as one.
 

Implementation of this approach, will require policy decisions
 
on the part of the Government, and structural and programmatic
 
change within the implementing ministries and linkages among
 
them.
 

2. Accessibility to Mother, Child and family Care Services
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Accessibility is important, especially in Yemen. A number of
 
barriers limit the Yemeni people from gaining access to their
 
health system. These are: (a) physical barriers (the rough

mountainous terrain, scattered settlements), (b) technical
 
barriers (overtaxed, under trained health providers), (c)
 
management barriers (lack of health/management information,
 
lack of supervision, inadequate supply system), and (d)

cultural barriers (lack of adequate numbers of female health
 
workers to serve women and children and high illiteracy,
 
particularly among rural women).
 

Therefore, USAID in its new Management Implementation Plan has
 
set an objective to "increase access to and participation in
 
MCH and family care programs".
 

This approach conforms to existinq Qovernment policy,
 

structure and programs.
 

3. Decentralization
 

The present USAID Child Survival Project (ACCS) is
 
concentrating at the Governorate level, rehabilitating
 
Health/Training Centers and training Primary Health Care
 
Workers which has proven effective. It has been adopted by

other donors including UNICEF which is allocating 23% of its
 
$21.5 mns budget for 1993-97 to four Governorates.
 

The Team recommends that work be concentrated in five
 
Governorates (the present four, plus one in the southern
 
Governorates). The village level interventions should
 
involve only a small number of villages.
 

Implementation of this strategy will require programmatic

chanqe, and the deleQation of authority.
 

4. Alternative Resources for Health
 

Due to the severe limitations placed on government finances,
 
new mechanisms for funding health and other social services
 
are needed.
 

Yemen has a long and proud tradition of independence and self­
help. The Local Councils for Cooperative Development have
 
shared 50% of the cost of building most of the Primary Health
 
Care Units in the northern governorates. In the southern
 
governorates, there is a long tradition of volunteerism.
 
There is a growing interest in fees-for-service and health
 
insurance for government employees. The private health sector
 
is dynamic and growing.
 

The Team members believe that health care starts with the
 

individual, then the family, followed by the community, and
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finally the health system. Therefore, the recommended
 
interventions are designed to tap this potential within the
 
people. These include Village Health Committees, training and
 
supporting Licensed Birth Attendants, volunteer Health Guides,
 
and alternative financing schemes at the local level.
 

Policy-level decisions by Government will be necessary to
 
adopt this approach.
 

5. Sustainability
 

Given the high rate of inflation (reportedly 39%), plus the
 
high population growth rate, compounded by the returnees, the
 
Government capacity to absorb and maintain donor proposals is
 
limited. Thus the Team considered sustainability a major
 
factor in its decision-.making, and an important criterion in
 
selecting the interventions.
 

Government budgetary policy will be required to commit the
 
recurrent funds required to sustain each intervention after
 
foreign assistance is phased out.
 

6. Management
 

With the myriad of problems facing the health services of
 
Yemen and the complexity of government itself, the Team
 
recommends improving the managerial capability of the MOPH.
 
Concern about management was expressed in every Team
 
interview.
 

In recognition of this need, the Team recommends six
 
management interventions. These include the design and
 
implementation of a simple, standardized, Health Information
 
System which will include Epidemiologic Surveillance. This is
 
perhaps the most ambitious intervention. It will require a
 
national framework before it can be implemented at the
 
governorate level. It is essential to the health services,
 
since without reliable information, no rational planning and
 
decision-making can take place.
 

This will require structural change within the MOPH.
 

IMPLEMENTATION
 

How can the recommended interventions be effectively and
 
efficiently implemented? The Team spent much time working with
 
the new Health-Population-Nutrition Officer in designing a
 
management model which is based on a strategy and organizational
 
structure.
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With current USAID contractual commitments in Child Survival coming
 
to an end, and with the new Options for Family Care Project just
 
beginning, this appears to be the ideal time to move forward with
 
the fully integrated approach recommended above.
 

(See the structural diagram in Section 6).
 

This integrated MCH/FC strategy has three main parts:
 

Part I:
 

A shift away from the present practice of utilizing numerous short­
term consultants to using resident specialists ("Associates") is
 
recommended. Following the transitional period, five long-term
 
associates are recommended: a Senior MCH Associate/Team Leader
 
with associates for Management, Nursing/Midwifery, Health Education
 
and HIS/Disease Surveillance. These long-term associates will not
 
necessarily serve for five years. The Team Leader will serve five
 
years, the Management Associate four years, and the others three
 
years each. This amounts to a full-time equivalent of 3.6 persons.
 
There would also be three Governorate Associates (to serve 5
 
governorates) who would share both technical and managerial
 
responsibilities and serve as counterparts to the DG of the 
Governorate Health Office. The number of short­term consultants 
would be kept to a minimum. 

This approach makes more efficient use of resources, and 
facilitates management. 

Part II: 

Create a balance between Child Survival and Family Care activities.
 
Under the proposed strategy the Family Care work will be reduced in
 
scale and phased over time. The present plan for the Options for
 
Family Care Project is clearly a serious overload. With the
 
resident associates noted above, much of this work can be assumed
 
by them. When special services are required (for example, the
 
RAPID III presentation and the demographic work planned by the U.S.
 
Bureau of the Census) they can be arranged under the direction of
 
the resident associates. Whenever possible all work will be on an
 
integrated (MCH + FC) basis.
 

Focus will be on service delivery.
 

Part III:
 

Starting with the transitional period (beginning 1 July 1992) one
 
contractor with one senior Team Leader as "Chief of Party" will be
 
responsible for management, with USAID retaining a firm monitoring
 
and evaluation role.
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As an essential aid to implementation, a workplan will be drafted,
 
which will be coordinated with the implementing ministries, NGOs,
 
and other donors.
 

THE INTERVENTIONS
 

The 	Team is recommending 13 specific interventions: four in
 
training, three in the community and six in management. (One of
 
the training interventions and one of the management interventions
 
are also at the community level --Training of LBAs and Alternative
 
Financing). The Team members believe that all of the
 
interventions are achievable within a 3 to 5 year time frame. They
 
have been assigned priority rankings so that adjustments can be
 
made 	when the cost of each has been determined and the workplan
 
formulated.
 

Basic concepts underlining the choice of the interventions include
 
(1) focus on the Governorate level to strengthen services delivery,

and (2) facilitation of community participation to help build a
 
strong community base for primary health care and family planning
 
within the family, home and village.
 

Each intervention states the Mission's Program Objective and Sub-

Objective, and lists Activities, Performance Indicators and Impact
 
Indicators. A budget outline has been prepared for each, but the
 
budget figures are not provided. These should be developed during
 
workplan formulation. And most importantly, an estimate of the
 
amount of the recurrent budget impact is called for, to measure the
 
cost of sustaining the intervention following phasing out of
 
foreign assistance.
 

Manpower Interventions
 

1. 	 Training of Primary Health Care Workers (especially
 
females)
 

2. 	 Training of Midwives (with emphasis on supervision)
 

3. 	 Training of Licensed Birth Attendants (with emphasis on
 
the community)
 

4, In-Service Training for existing PHCWs, midwives and LBAs
 
(an identified need)
 

Community Interventions
 

1. 	 Village Health Committees (in 40 villages)
 

2. 	 Health Guides (in 40 villages)
 

3. 	 Community-based Health Education (in 40 villages)
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Management Interventions
 

1. 	 Management Technology Transfer among Governorates (18
 
Governorates)
 

2. 	 Team Management and Supervision (5 Governorates)
 

3. 	 Logistics and Supply System (5 Governorates)
 

4. 	 Decentralized Planning and Budgeting (5 Governorates)
 

5. 	 Health Information System (national and 5 Governorates)
 

6. 	 Alternative Financing for Primary Health Care
 
(communities served by 5 health centers)
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1. STATEMENT OF WORK AND ORGANIZATION
 

The Statement of Work for this assessment provides for new
 
recommendations to USAID and the Ministry of Public Health on:
 

"the most appropriate child survival interventions for USAID 
assistance which can be effectively managed and sustained with 
available Republic of the Yemen operating budget, technical 
and management capacities - particularly focussing on child 
survival." (See Appendix A). 

The Assessment is to provide recommendations to be embodied in the
 
health and population sector component of the USAID/Yemen
 
Management Implementation Plan to be submitted to Washington in
 
early May, 1992.
 

In addition to the child survival issues called for in the
 
Statement of Work, the Assessment Team was requested by the Mission
 
Director to examine and make recommendations for the possible
 
integration of the ACCS Project with the new Options for Family
 
Care Project (OFC). This resulted in broadening the scope from
 
solely child survival interventions to integrated child survival
 
and family care interventions (MCH/FC). Program and sub-program
 
objectives were developed for each intervention for the USAID
 
Management Implementation Plan.
 

The assessment was conducted by a team recruited, fielded and
 
supported by the Center for International Development of the
 
Research Triangle Institute, Research Triangle Park, North
 
Carolina, U.S.A., under an IQC contract with USAID.
 

The Team members were as follows:
 

o 	 Albert R. Neill, MPH (International Health)
 
Consultant in International Health Management
 
Saxtons River, Vermont 05154, USA
 
Team Leader
 

o 	 Rose Jallah Macauley, M.D., MPH
 
MCH Specialist
 
Durham, North Carolina 27707, USA
 

o 	 Aisha Obad Jumaan, MPH, PhD (Epidemiology)
 
Lecturer (Associate Professor) and Research
 
Specialist
 
University of Sana'a Medical School
 
Sana'a, Republic of Yemen
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o 	 Zain Ahmed Zain, MD, MPH
 
Consultant
 
Sana'a, Republic of Yemen
 
(9 days)
 

o 	 Ahmed Ghorama, MD, Medical Specialist

Director of Research and Medical Studies (Aden Branch)
 
Ministry of Public Health
 
Aden, Republic of Yemen
 

o 	 Ahmed Al-Kohlani, Masters (Health Planning
 
and Epidemiology)
 

Deputy Director General
 
Planning, Statistics and Follow-up
 
Ministry of Public Health
 
Sana'a, Republic of Yemen
 

o 	 Abdul Aziz Kaid
 
Program Specialist, FSN
 
USAID Mission to Yemen
 

o 	 Charles E. Habis
 
Health, Population and Nutrition Officer
 
USAID Mission to Yemen
 

Three weeks were allotted for completing the investigation,
 
including field visits, followed by two weeks for review, revision
 
and preparation of the final draft. The Team functioned with a
 
full membership for the first three weeks, with the Team Leader
 
remaining to complete the final two weeks of the assignment.

During the final two-week period, an additional week was provided

by Dr. Jumaan. There was continued participation by Dr. Ghorama
 
and Mr. Al-Kohlani on a part-time basis, while Dr. Habis and Mr.
 
Aziz Kaid devoted a major share of their time to help complete the
 
Assessment. Toward the end it was agreed to extend the Team
 
Leader an additional four days through April 25, 1992.
 

Work started on 19 March. During the first two days the team
 
developed a strategy for approaching the assessment, prepared a
 
work schedule and divided into sub-teams. The schedule provided
 
for:
 

o 	 Week 1 - data collection and interviews in Sana'a
 

o 	 Week 2 - field trips to four representative
 
Governorates
 

o 	 Week 3 - review, develop findings, obtain
 
additional inputs as needed, draft first report
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The first three weeks coincided with Ramadan and Eid Al-Fitr and
 
this constrained team activities to some degree. It was not
 
possible to make some appointments, and working hours were erratic.
 

Of necessity, the field trips were shortened to only four days.
 
More time could well have been spent in field interviews and
 
observations but due to Ramadan and to the shortness of time
 
overall, the team felt obliged to return to Sana'a to compile data
 
and start drafting the report. This turned out to be a wise
 
decision as considerable time was needed to develop the structure
 
and strategy for implementation; the program objectives and sub­
objectives, and interventions that were to make a timely
 
contribution to the Missions's Management Implementation Plan for
 
1992-97.
 

Finally, an Executive Summary was written and translated into
 
Arabic
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2. METHODOLOGY AND APPROACH
 

In general, the Team undertook three main areas of investigation:
 

1. 	 Identification of needs and priorities (in PHC and family
 
planning)
 

2. 	 Assessment of the delivery of health services - existing 
status, lessons learned, future plans by the Government,
 
USAID and other donors
 

3. 	 Assessment of the capacity for management and
 
sustainability of health and family planning services
 
delivery
 

On the basis of these investigations, the Team identified spccific,

discrete interventions which can be realistically achieved within
 
the resources and management capability of both the USAID and
 
Government of Yemen.
 

The Team members developed a list of questions to use in obtaining
 
information during a series of interviews and data gathering with
 
government officials, health providers, donors, NGOs and PVOs
 
agencies and contractor personnel at national, governorate,
 
district and local levels. Discussions and observations at the
 
local level included health providers in selected Health Centers
 
and Primary Health Care Units. (See Appendix B for list of persons
 
contacted and Appendices D and E for field trip reports, and
 
Appendix F for a report of interviews with female health
 
providers).
 

These contacts were scheduled to progress from the center - outward 
so that information obtained at one level could be verified at 
subsequent lower levels. 

In conducting this research, the Team took a broader view of child
 
survival and farily planning needs, priorities, activities and
 
plans than just those of the two USAID projects.
 

During the course of the investigation, a number of issues surfaced
 
which the Team identified. These issues have a bearing - positive
 
and negative - on the outcome of the Assessment and the specific
 
interventions recommended. Due to their importance they are
 
discussed in some detail and occupy a large section of this report.
 
(Seccion 5).
 

All the inputs from reviewing documents, interviewing government 
officials, donors, and NGOs, and observations in the field ­
fortified by the individual team members' background, knowledge and 
experience - formed the basis for the recommendation of a structure 
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and strategy for implementation, followed by the specific
 
interventions.
 

In reaching their conclusions, the Team members were repeatedly
 
challenged to be creative, to contribute their own original
 
thinking and ideas, and not merely regurgitate and feedback what
 
they had been told in interviews. In view of the constraints,
 
monetary, managerial, and cultural, the team philosophy was to
 
"think big but act small" and "to work incrementally toward the big
 
picture".
 

The recommended interventions are contained in the body of this
 
report, with a step-by-step action plan and indicators for each.
 
Time did not permit constructing budgets and estimates of the costs
 
of sustainability (Recurrent Budget of the ROY), and this should be
 
done as part of the transitional work plan.
 

Thirteen interventions were identified. They were then put through
 
a review process to rank them in order of priority. They are
 
contained in Section 7.
 

Of special importance is the opportunity to combine the on-going
 
work of child survival with the new Options for Family Care
 
Project. Institutional arrangements and strategies are proposed
 
that will make it possible to continue the momentum of the child
 
survival activities, integrate mother and child care with family
 
planning, and facilitate the operational aspects of the combined
 
project.
 

There are problems inherent in this approach, and much time was
 
spent in developing what is considered to be the best option. The
 
alternative is "business as usual", that is, continuing with a
 
variety of separate contractors and "buy-ins" and relying to a
 
large degree on short-term consultants. The Team members feel
 
this would be dysfunctional and, particularly that the family
 
planning components of the program, tend to overburden the
 
absorptive capacity of the Government and run the risk of a
 
cultural backlash.
 

The methodology followed by the Team members can be shown in a
 
diagram form as follows:
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3. THE SETTING
 

The Republic of Yemen was formed on the 22nd of May, 1990, by

unification of the former YAR and the PDRY. The total population
 
is 11.6 million, with 72% living in rural scattered villages
 
connected by rough roads. The newly formed country faces many of
 
the problems found in most LDCs, including high population growth,
 
poor health, high illiteracy rate, poor environment, lack of
 
resources, and severe shortage of trained manpower.
 

According to the latest statistics published by the Central
 
Statistical Organization (1991), the total population of the
 
Republic was 11.6 million. Fifty-two percent were under 15 years

of age and 19.8% were under 5 years of age. The population growth
 
rate is 3.2%, an increase from the 2.3% previously reported for
 
1965-1980. The crude birth rate is 5.4% and the crude death rate
 
is 2.2% Life expectancy at birth is 51 years and total fertility
 
is 8.4 live births per mother. About 28% of the population is
 
urbanized. Annual growth rate of the urban population is 10% (CSO,
 
1990).
 

The basic indicators of the new Republic are not optimistic, and
 
are evidence that much remains to be done to improve the hc :lth and
 
well-being of the population. Under-five mortality is 190 pt r 1000
 
and infant mortality 131 per 1000 (CSO, 1991). Total lite acy is
 
32% for both sexes, with 54% literate men and 15% literate women.
 
The enrollment in primary school between 1986-1988 was 86%. The
 
GNP in 1988 was $480. Some improvements in education were
 
reported; but, they are far from satisfactory, especially among
 
women. The adult literacy rate increased from 14% in 1970 to 47%
 
in 1985 for males and from 3% to 15% for females. Illiteracy among
 
women in the rural areas is estimated as high as 91%. Thirty-one
 
percent of the children completed primary school in 1985-87
 
(UNICEF, 1992).
 

The majority of the population does not have access to basic hralth
 
services, especially in rural areas. Access to safe water during

1985-88 was limited to only 45% of the total population; 97% of the
 
urban population and 26% of the rural population. The reported
 
population access to the health services ranges from 38%-50%.
 
Based on the Assessment Team's findings, it is important to qualify

these figures. Access for the most important groups at risk, women
 
and children, is clearly well below 38%-50%, and access does not
 

1
assure utilization! Although immunization coverage increased
 

1 When referring to access it is important to qualify what
 
access refers to. Access differs wildly among target groups and
 
among services. In particular, access for women of child-bearing
 
age and under-fives in the rural areas, is very limited. According
 
to the Assessment Team's observations this access to the formal
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between 1981 and 1988-89 against the six childhood diseases (TB 14%
 
to 71%, DPT 21% to 53%, Polio 21%to 53% and measles 33% to 45%),
 
the increase is still below the 80% coverage reported by the MOPH.
 
Tetanus immunization for pregnant women still lags behind at 8%.
 
Present immunization coverage is estimated by UNICEF at 62%, and
 
due to the lack ot sustained effort, is expected to drop to 50%
 
before resources can be mobilized to bring it back up.
 

In 1989, the ROY started producing ORT packages at the Yemen Drug
 
Company (YEDCO) in Sana'a and over two million packages have been
 
distributed. This is expected to increase the use of ORT from the
 
8% utilization reported in 1987-88.
 

Malnutrition is a serious health problem for children under five
 
years of age. Between 1980-1988 breastfeeding declined steadily
 
with age; 74% of the infants breast feed up to three months of age,
 
66% up to six months of age, and 34% up to one year of age.
 
Between 1980-1989, 15% of the children 12-23 months of age were
 
wasted and 61% of the children 24-59 months of age were stunted
 
(UNICEF,1992).
 

Yemen has one of the highest fertility rates in the world - 8.4 
live births per mother. The main reason has been attributed to the 
low status of Yemeni women, with only 15% of the adult females 
literate. The contraceptive utilization rate in the period 1980­
1987 was very low, ranging from i% to 3%. Only 12% of births were
 
attended by trained health personnel (1983-1988). The maternal
 
mortality rate is 10/1000 and this is surely an underestimate as
 
many deaths are not reported, especially in the rural areas.
 

UNICEF has estimated the socioeconomic benefits for the Yemen EPI
 
program in 1990 as follows: US $2.3 mlillion were invested in
 
health interventions (EPI and ORT) resulting in savings due to
 
averting cases costing US $227.6 million and US $279.6 million in
 
disabilities and deaths, based on a healthy-days-of-life lost
 
formula. The total estimated net savings was US $507.2 million.
 

health system (MOPH) must be extremely limited, in some cases non­

existent.
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REPUBLIC OF YEMEN 


Total Population (1990) 


Population Under 15 years
 
of Age 

Population Under 5 years
 
of Age 


Crude Birth Rate 

Crude Death Rate 

Pop. Growth Rate (1980-90) 

Total Fertility 


Percent of Pop. Urbanized (1990) 

Annual Growth Rate of
 

Urban Population 


Life Expanctancy at Birth 


Infant Mortality (1990) under 1 

Under-Five Mortality (1990) 


GNP per capita (1989) 


Total Literacy for Both Sexes
 
(1990) UNICEF 


Literate Men (1990) UNICEF 

Literate (Women (1990) 


Primary School Enrollment
 
(1986-89) 


-
BASIC INDICATORS
 

Yemen Jordan
 

ll.7Million 4.0 25.0
 

52.2%
 

19.8%
 

5.4% ....
 
2.2% ....
 
3.5% 3.2 2.6
 
7.7% 5.8 4.5
 

29.0% 68.0 48.0%
 

10.0% 4.4 4.1
 

51 Yrs. 67 Yrs. 62Yrs.
 

114 perlO00 52 75
 
187 per 1000 40 112
 

$480 1640 880
 

32% 80% 50%
 

47% 89% 61%
 
21% 70% 38%
 

87% 99% 67%
 
Percent Children Completed Primary
 

School 1985-87 (UNICEF, 1992) 31% 96% 67%
 

Access to Safe Water (1988-90)
 
UNICEF 


Urban Population 

Rural Population 


Access to the Health Services
 
(1985-90) UNICEF 


Immunization Coverage
 
(1989-90) UNICEF
 
TB 

DPT 

Polio 


Measles 
 45% 
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38% 99% 61%
 

56% 100% 100%
 
30% 98% 25%
 

38% 97% 70%
 

71% -- 96% 
53% 92% 81% 
53% 92% 81% 

87% 79%
 



Tetanus 08% 23% 64%
 
ORT Use (1987-89) UNICEF 07% 68% 14%
 

Yemen Jordan MXO=
 

Breastfeeding (1980-91) UNICEF
 

Up to 3 months 74% 93% 87%
 
Up to 6 months 66% 80% 77%
 
Up to 12 months 34% 61% 59%
 

Malnutrition (1980-91) UNICEF
 

12-23 months (Wasted) 15% -- 6%
 
24-59 months (Stun ted) 61% -- 34%
 

Source: The State of the World's Children - 1992, UNICEF,
 
New York.
 
Immuniziation coverage, Breastfeeding and
 
Malnutrition figures are from the UNICEF office in
 
Yemen.
 

Note: Where the figures in the text differ from this table
 
they are taken from the Central Statistical
 
Organization of Yemen and are generally for the
 
latest year obtainable, 1991. In particular, there
 
is a discrepancy in the Fertility Rate, 6.4%
 
according to the CSO, arid 7.7 according to the
 
UNICEF report. (Added by the Team Leader, 26 May,
 
1992 for report submitted to the Research Triangle
 
Institute).
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4. CURRENT USAID HEALTH AND POPULATION PROJECTS
 

Currently USAID is funding two projects in Health and Population,
 
the Accelerated Cooperation for Child Survival Project (ACCS), now
 
well along in implementation, and the Options for Family Care
 
Project, in the initial stage. Details follow.
 

ACCELERATED COOPERATION FOR CHILD SURVIVAL
 

Project Period: FY 1986 - 1994
 
PACD: September 29, 1994
 
As of November, 1991
 
USAID funding, LOP: $12.7 mns
 
Obligated to date: $7.0
 
Pipeline: $3.9
 

The original project period of five years was extended to seven
 
with Grant Agreement No. 4, December 31, 1989. The figures
 
indicate that as of November, 1991 only approximately 30% of the
 
project had been achieved, in terms of monies spent!
 

Although the ACCS Project Agreement was authorized on August 25,
 
1986, it was not until December 31, 1989 that it actually got off
 
the ground. At that time, Amendment No. 4 to the Project Grant
 
Agreemen: was signed. It extended the Project Assistance
 
Completion Date from 9/30/92 to 9/29/94 "in recognition of delays
 
in implementation in the early stages of the project." 2
 
The Project Goal and Purpose were amended to read:
 

Goal: 	 "To ensure the quality of life of the
 
Yemeni population through improving
 
family health status"
 

Purpose: 	 To strengthen the delivery of basic
 
health services in up to seven
 
governorates, particularly for the
 
population at greatest risk, mothers and
 
children, through the further development
 
and institutionalization of a system to
 
deliver primary health care services to
 
the target population."
 

There are 	four main elements of the project:
 

o 	 Expanded and upgraded primary health care for child
 
survival
 

o 	 Accelerated immunization services
 

3 The output analysis, prepared by the USAID Project Support
 

Office is 	on file in the HPN Office.
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o Improved health education
 

o Special activities
 

For all practical purposes, the accelerated immunization services
 
have been combined with the PHC element.
 

REACH
 

Under a buy-in to the REACH project (John Snow, Inc.) work has been
 
underway on the first and second elements - PHC and immunization
 
services.
 

3

An analysis of achieved outputs against those planned, highlights

the following achievements against the last contract with REACH for
 
the period 8/7/91 through 3/31/92. 166 PHC workers have been
 
trained in three governorates and six health/training centers
 
furnished and equipped in four governorates. In addition, 180
 
health workers have attended in-service training workshops in 4
 
governoraces. An EPI/disease surveillance system has been
 
designed, and a manpower assessment made. However, there is no
 
reported progress on the construction or identification of fixed
 
sites for 90 Primary Health Care Units. Technical studies of the
 
cold chain have been completed, but the planned training for cold
 
chain maintenance has yet to begin. There has been no achievement
 
in project team management at the governorate level. However, a
 
contract has been entered into with the Hodeidah Governorate
 
(November 11, 1991) for carrying out the full package of REACH
 
activities including rehabilitating health/training centers,
 
training, assessment of the PHC system, review of fees-for-service
 
at the Al-Thorah Hodeidah Hospital, and developm .t of a disease
 
control and surveillance system for EPI.
 

2 The delays alluded to in Grant Agreement No. 4 have been
 
identified by the REACH Chief of Party as: (1) Ownership: Since
 
the MOPH as the implementing ministry was not a signatory to the
 
Project Agreement, and disagreed on a number of points in the
 
Agreement, they were relu'tant to accept responsibility. (2)
 
Salary Supplements: Under the earlier Thiama Project, incentives
 
were paid to the Yemeni MOPH staff by topping-up their salaries as
 
much as 90%. In the new ACCS Project, this was a point of
 
di.sagreement until finally clarified with an amendment to the
 
Project Agreement, and although the rationale was understood by the
 
concerned parties, it delayed the ACCS Project implementation until
 
settled. (31 PL 480 Funds for Construction: The MOPH has been
 
unable to reach a satisfactory arrangement with the Ministry of
 
Planning and Development for the allocation of PL 480 Funds for the
 
provisic of work sites for newly-trained PHC workers. It remains
 
undetermined how and when the necessary work sites will be made
 
available. The delays surrounding the release of funds has set
 
back the project, according to the REACH Chief of Party.
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The REACH project component has sponsored 20 short-term
 
consultancies for a total of 26 person-months in the past two years
 
alone! They have been largely concerned with PHC development,
 
training, manpower, and Health Information/EPI (See Appendix K).
 
The Assessment Team questions this use of short-term consultants.
 
Taken together, they have submitted hundreds of recommendations
 
which have not been implemented for a variety of reasons. (See

Trip Report, Hodeidah Governorate, Appendix D).
 

HEALTHCOM
 

The HEALTHCOM component of the ACCS Project was initiated in
 
September, 1988 and transferred to HEALTHCOM II on August 19, 1991.
 
The HEALTHCOM inputs were designed to concentrate in three
 
Governorates, Hajjah, Marib and Al-Beida. The objectives were:
 
(1) Establish within the MOPH a health education system based on
 
research, planning, pretesting, production of audience-centered
 
materials, and monitoring effectiveness, and (2) to implement

communication activities for control of diarrheal disease in pilot
 
projects at the ;overnorate level that demonstrate ways to change
 
behavior among the critical target population.
 

HEALTHCOM has conducted focus groups research with mothers in 16
 
villages in the catchment areas of eight health centers. On the
 
basis if this, a mini-project has been designed to identify and
 
trair. "Rural Caring Mothers" to provide village-level health
 
education. This research has been questioned by the GD Health
 
Ed'cation. The concern is that the data presented are incomplete.
 
Te differences are presently being worked out.
 

HEALTHCOM has conducted three assessment-planning workshops on
 
health education with officers from seven governorates. As a
 
result, a health education plan for each of the seven governorates
 
has been devised. In all seven governorates the control of
 
diarrheal disease has been chosen as the program priority, the
 
central intervention of HEALTHCOM.
 

The project is also helping to develop a training module for health
 
workers to improve their communication skills, especially at the
 
interpersonal and community levels. Pre-service training curricula
 
have been discussed with the Director of the Health Manpower
 
Institute.
 

Two short-term consultants have been used for conducting a study in
 
four governorates and validating the data. Two others assisted
 
with a workshop in Aden to develop and finalize governorate health
 
education plans and prepare a health workers' training module.
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SPECIAL PROJECTS
 

NEDS
 

The National Epidemiologic and Disease Surveillance Program (NEDS)
 
started December 15, 1991 with the arrival of an
 
Epidemiclogist/Team Leader on a PASA arrangement with the Centers
 
for Disease Control, Atlanta, Georgia. The Team Leader will be
 
resident in Yemen for two years with a possible extension for a
 
third year. A workplan has been drawn up for the two-year period

and is pending approval by the MOPH. Meanwhile, a data gathering
 
and analysis system has been initiated through the Central
 
Laboratory in Sana'a based on out- and in-patient data from
 
selected hospitals and health centers in the Sana'a area. Data
 
from these sources has been analyzed for major infectious diseases.
 
The plan is to extend it next to the Hajjah Governorate.
 

This work is to be combined with the EPI program surveillance
 
system being devised by REACH; and one, simple, standardized Health
 
Information/Disease Surveillance System is proposed under NEDS.
 
This is the objective of one of the proposed interventions. (See
 
Section 5, Issue 5.12, and Section 7, Managerrent Intervention for
 
HIS).
 

Health Financing
 

Two studies have been completed on health financing: (1) A study
 
of Health Care Options in Yemen, by C. Ross Anthony, Sepceilber,
 
1990. (2) Health Care FinancinQ/Health Insurance Potential, by
 
Paul R. Torrens, August, 1991.
 

OPTIONS FOR FAMILY CARE
 

Project Period: FY 1991 - 1999
 
PACD: September 30, 1999
 
As of November, 1991
 
USAID funding, LOP: $10.6 mns
 
Obligated to date: $500,000
 
Pipeline: $500,000
 

The Options for Family Care Project is in its infancy. The Grant
 
Agreement was signed September 23, 1991. It is an eight year
 
project with total authorization of $10.6 mns. The pipeline as of
 
November, 1991 was $500,000, merely adequate to undertake certain
 
"bridging activities".
 

The purpose of the project is to improve the awareness of broad
 
population issues and to increase the access to a wide range of
 
family care services in order to expand opportunities and options
 
available to families. The project is divided into five 1.8-24
 
month phases. Phase I includes four interrelated prcject
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components: (1) data collection, analysis and policy, (2)
 
awareness raising and communication, (3) skills development and
 
service delivery, and (4) commercial marketing of contraceptives.
 
(See 	diagram, Appendix L).
 

Some thirteen institutions ("Cooperating Agencies") will supply

services through "buy-ins" to centrally funded contracts for
 
technical assistance and training for seven Yemeni institutions.
 

Bridging activities either completed or currently underway include:
 

o 	 Training of young men and women in six training centers
 
in the Taiz area on awareness for disease prevention and
 
benefits of health care (PRAGMA).
 

o 	 Research and demonstration of population dynamics which 
was started in 1986 and ended in October, 1991 at the 
National Population Conference (The Futures Group - RAPID 
II and III).
 

o 	 Provision of medical supplies and training for voluntary
 
sterilization. Worked with physicians and health
 
providers, hospitals and the Yemen Family Care
 
Association. (Association for Voluntary Surgical
 
Contraception - AVSC).
 

o 	 Curriculum development and training for service delivery.
 
(Pathfinder Fund).
 

o 	 Training in reproductive health in Rabat and Cairo.
 
(Program for International Education in Gynecology and
 
Obstetrics, Johns Hopkins University - JHPIEGO)
 

o 	 Planning for an IEC program (Population Communication
 
Services, Johns Hopkins University - PCS)
 

o 	 Training needs assessment for service delivery (Family
 
Planning Training for Paramedical, Auxiliary and
 
Community Personnel, Development Associates and
 
Pathfinder - PACTIIB)
 

o 	 Service delivery, using a "cafeteria approach" in 15
 
clinics (Family Planning Service Expansion and Technical
 
Support, John Snow, Inc. - SEATS)
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5. ISSUES AND CONCLUSIONS CONCERNING CHILD SURVIVAL
 
POPULATION AND RELATED PRIMARY HEALTH SECTOR
 

PROBLEMS AND PRIORITIES
 

During the course of its investigation the Assessment Team members
 
surfaced a number of issues which have a bearing on the final
 
reccmmendations for interventions and the strategies and structure
 
required to implement them. Some of these issues were identified
 
in the Statement of Work; others have been added. Each of the
 
issues is discussed in this section. Conclusions are stated at the
 
end of each issue discussion. Throughout the report references are
 
made to these statements, and the conclusions are embodied in the
 
Team's recommendations.
 

5.1 	 ISSUE: THE CHILD SURVIVAL/FAMILY CARE FRAMEWORK - POLICIES 
AND GOALS 

The Assessment Team members feel it is essential that all their
 
recommendations and proposed interventions conform to and support
 
ROY national policies and goals for the health and population
 
sector. And further, that all donor agencies subscribe to the
 
same goals.
 

These goals have been stated in the Action Plan adopted at the
 
First National Population Policy Conference held in Sana'a 26-29
 
October 1991. The fourteen goals are based on the World Summit for
 
Children Declaration; they represent a high level of political
 
commitment on the part of the Yemeni Government.
 

The conference was well attended and addressed recommendations
 
emanating from 17 task forces in the areas of (1) Community Health,
 
(2) Human Resources, (3) Economic Development, and (4)
 
Institutional, Legislative and Information Arrangements.
 

UNICEF has adopted the conference goals for its upcoming five-year
 
program for 1993-97.
 

The fourteen goals (for the period 1991 to the year 2000) as
 
summarized by UNICEF are:
 

o 	 Reduction of the infant mortality rate from 130 to 60 per
 
1000 live births
 

o Reduction 	of the under-5 mortality rate by 50%
 

o 	 Increase in the coverage of immunization among children
 
under one year of age to 85% and more, and expansion of
 
coverage of immunization against tetanus among women of
 
reproductive age
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o 	 Reduction by 50%, compared with the 1990 levels, in the
 
deaths of children due to diarrhoea
 

o 	 Halving of severe and moderate malnutrition among under­
5s
 

o 	 Reduction by 33%, the mortality of under-5s due to acute
 

respiratory infections
 

o 	 Reduction of maternal mortality from all causes by 50%
 

o 	 Increase in the life expectancy at birth from 46 in 1991
 
to 60 years
 

o 	 Reduction of the total fertility rate from 8.4 to 6 live
 
births
 

o 	 Increase in the contraceptive use rate from around 3%-5%
 
to 35%
 

o 	 Increase of primary health care coverage to 90% as
 
compared to 40% in 1990
 

o 	 Expansion of basic education to reach an enrollment ratio
 
of 85% and more among the relevant school-age population
 

o 	 Reduction of the adult illiteracy rate to less than 30%
 
among males and 50% among females
 

o 	 Increased access to clean (safe) water to reach 80% of
 
the households as compared to 48% in 1991
 

It is noted that nine of the 14 goals are directly concerned with
 
health. All are compatible with the amended goal and purpose
 
(December, 1989) of the ACCS Project. However, in the opinion of
 
the Assessment Team members, they are overly-optimistic, and no
 
matter how desirable, it is doubtful they can be reached by the
 
year 2000. The link between the population/health and education
 
goals is a positive one; as well as the population/health goals
 
dependency on economic development. Without ever-increasing
 
literacy rates and a rising standard of living, the goals will very
 
likely remain beyond reach.
 

In formulating the recommendations and interventions contained in
 
this report, the Assessment Team has reviewed each in terms of
 
these goals, and have determined that all of them support the
 
goals.
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Conclusions:
 

It is important that the government and all its donors
 
support the same goals for health and development. The
 
Assessment Team has judged all of its recommendations on
 
the basis of 	the goals adopted by the October 1991
 
National Population Policy Conference.
 

5.2 	 ISSUE: COMPLEXITY OF THE GOVERNMENT OF THE REPUBLIC OF
 
YEMEN AND EXTERNAL AID
 

With the unification of the two Yemeni nations in May, 1990, the
 
public service ballooned in numbers and the bureaucracy became
 
over-burdening 	as sections, directorates and general directorates
 
increased in numbers; and duplicate, often incompatible,
 
regulations and procedures fell under one central government.
 

Before unification, the PDRY (South Yemen) had an estimated 225,000
 
public servants. The Yemen Arab Republic (North Yemen) had 75,000
 
public seriants. Today, the total of the two, 300,000, are
 
employees of the new unified Republic of Yemen, a ratio of one
 
public servant to every 39 men, women and children! The unified
 
Ministry of Public Health has a total of 18,000 employees.

According to the preliminary results from seven Governorates of the
 
December 1991 Health Manpower Survey, 35% up to 51% of health
 
manpower occupy administrative positions (those other than medical,
 
nursing or technical). See table under Section 5.11 on Manpower.
 

The MOPH is top-heavy with a multiplicity of positions at the
 
central level. This has given rise to compartmentalism of
 
functions and redundancy with very little coordination. (See
 
Appendix J - Organizational Chart, Ministry of Public Health).
 

These problems are apparent in various donor-supported health
 
activities, including Health Education, Health Information and
 
Epidemiological Surveillance, and the administration of Primary
 
Health Care, MCH and Family Care.
 

Beyond the Ministry of Public Health, other ministries and
 
governmental agencies involved in Child Survival and Family Care
 
activities include the Ministry of Information, Ministry of
 
Planning and Development, Ministry of Local Administration,
 
National Population Council, Central Statistical Organization,

Health Manpower Institute, Sana'a University Faculty of Medicine,
 
Dr. Nasher's Health Institute in Aden, the YFCA, and Social
 
Insurance Corporation, to name the more prominent. (See Appendix L
 
- Options for Family Care Project Chart of Implementing and
 
Contracting Agencies).
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Elsewhere in this report the Team has listed the strengths and
 
weaknesses of the system within which all must work. Underlying

the typical litany of problems and shortages facing the nation in
 
the health/population sector, the basic issue is how the young

nation will overcome a variety of social, political and economic
 
obstacles during the coming months as it goes through elections and
 
makes the transition to a more open democratic society.
 

Conclusions:
 

The challenge facing USAID is to determine the best point

in this complex system to inject funds, commodities and
 
technical assistance where the resources can be absorbed,
 
managed and sustained in the most cost effective way.
 

5.3 ISSUE: SUSTAINABILITY AND ROY MANAGEMENT CAPACITY
 

Underlying the potential for sustainability of this and other
 
assistance programs, is the general economic situation coupled with
 
the adjustments inherent in unification. While Government
 
officials are optimistic that the next two years will produce an
 
economic turn-around, there is no assurance of this (such as re­
establishment of economic aid from the Gulf States and the 
discovery and production of new oil reserves). 

Recent trends in the health budget are not encouraging. 
the government is in serious financial straits and 

Clearly, 
this is 

reflected in the capacity of the government to achieve its
 
objectives in the health and population sectors. For example,

there is a definite limit to the numbers of health providers that
 
can be recruited and trained and then absorbed on the government's

rolls. At present there are 60 health workers trained by the REACH
 
project who remain unemployed in one Governorate (Hajjah).
 

As further example, the Primary Health Care Units built with aid in
 
the Tihama Project have not been maintained and are in a poor state
 
of repair. While staff continue to function, the quality of care
 
has been noticeably lowered.
 

In view of this, the Team has looked closely at the conditions for
 
sustainability for the recommended interventions. For each,
 
estimates are to be prepared for the recurrent budget necessary to
 
carry on following the removal of external assistance. In
 
appropriate cases, the Team recommends that USAID consider "phasing

out" assistance, so the impact on Yemeni resources will be gradual.

Similarly, when dealing with the issue of sustainability, USAID
 
project design should take into account "phasing in" so that the
 
government's capacity can be gradually built up to absorb the
 
inputs. In this regard, REACH consultant Rachel Feilden in her
 
assessment of the lessons learned from the Tihama Project, observed
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that as is so often the case donor ambitions exceed local
 
capability.
 

"In future it will be important for donors to
 
coordinate their own project ambitions (with
 
those of the host nation)." (Feilden, 1/92).

This may well have been the underlying cause
 
of many of the troubles that beset the Tihama
 
Project. It is a telling message, and a lesson
 
that has to be learned over and over again.

It must not be repeated with the proposed new
 
alignment of the ACCS and OFC Projects.
 

Conclusions:
 

The importance of sustainability of project inputs cannot
 
be overemphasized. Each intervention undertaken should
 
be carefully examined for its future recurrent costs and
 
commitments obtained from the ROY to sustain the activity
 
following the withdrawal of foreign assistance.
 

5.4 	 ISSUE: SHORTAGE OF RESOURCES AND LIMITED ACCESS TO HEALTH
 
CARE
 

Clearly, with the present financial crisis the Government is not in
 
a position to take on additional health service costs of any

significant magnitude. The need far outweighs the ability to pay!
 

As noted in the issue paper on private sector initiatives (Appendix

G), private health care is a growing industry in the urban areas,
 
now providing for an estimated 15% of the urban population. There
 
are over 1,000 private practitioners and approximately 1,100
 
pharmacies in Yemen. Most all MOPH physicians operate private
 
clinics in the afternoon in addition to their public duties in the
 
morning.
 

Nonetheless, this leaves the great majority of the people with
 
little recourse to health services. Based on its brief field
 
experience and other investigations, the Team questions the
 
official estimate of 50% coverage. In many areas there is a
 
complete void of health services, particularly for women and
 
children - the two primary groups-at-risk - due to cultural
 
barriers preventing male providers from serving them. There are
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30,000 villages in Yemen and only 900 Primary Health Care Units.
 
The Team is using 40% as a more realistic global coverage figure in
 
designing the interventions.
 

With this in mind, the Team members have looked hard to identify
 
ways and means to improve health status with little financial input
 
from the public sector.
 

This has led the Team to examine the potentials of the people

themselves. In what ways can individuals, families and communities
 
support themselves (with modest outside assistance) to bring about
 
change for improved health status? There have been significant

strides in this direction in other nations. The concept is to
 
emphasize maintaining wellness rather than simply providing for
 
cure.. Health care starts with the individual, then the family,
 
next the community and finally the health system.
 

Thus, the Team is recommending simple, low-cost interventions at
 
the community level. These include, the formation of Village
 
Health Committees, the adoption (and adaption) of the volunteer
 
"Health Guides" which have proven so successful in the southern
 
Governorates, and the training of Licensed Birth Attendants (LBAs)

and female PHCWorkers. Emphasis in these interventions will be on
 
health education to introduce behavioral change, simple preventive
 
and curative applications (ORS, chloroquine tablets, aspirin and
 
the like), pre-natal care, nutrition, child spacing, environmental
 
sanitation, and motivation to increase accessibility to the health
 
services (such as mobilization for vaccination campaigns).
 

These options are examined in detail under the interventions
 
section.
 

-his approach is not without precedence. The Yemeni people have
 
demonstrated strong motivation in constructing local infrastructure
 
projects through the LCCDs and it is expected they will continue
 
this support for Primary Health Care Units planned through the
 
REACH Project.
 

(For further discussion see Issue No. 5.5 - Health Care Financing). 

Conclusions:
 

The Government of Yemen is in a severe financial crunch.
 
Resources are inadequate to meet even the basic needs of
 
health, education and social services. One source of
 
resources for health care is the people themselves. Thus
 
the Team is recommending that the health care system
 
should place more emphasis on the community and the
 
motivation of the people to develop their own potentials
 
for self-family-and-community health care.
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5.5 ISSUE: HEALTH CARE FINANCING
 

In all health systems throughout the world. the search is on for
 
health care financing mechanisms to ease the burden on the public
 
purse. With the severe financial problems facing the Government of
 
Yemen, the need is all the more apparent here. Fee-for-service,
 
national social insurance schemes, health insurance for government

employees, capitated health service systems (HMOs), and revenue
 
sharing at the LCCD level are all under consideration.
 

Until very recently the Yemen constitution provided for free health
 
care for all. However, the new constitution, adopted by referendum
 
in May, 1991, is silent on the point.
 

While it has not been possible to check into the details, it is
 
known that a form of health insurance 1.s existed for some time in
 
the former PDRY.
 

The Minister of Health has publicly supported private sector
 
initiatives in health and recently on national television
 
encouraged the private sector to invest in health services.
 

A Health Insurance Planning Committee has been authorized by decree 
from the Prime Minister and Minister of InsuraPe and Social
 
Affairs. This Committee has been meeting and has developed a plan

for a health insurance program for government employees.
 

The draft strategy paper written for the first health plan for the
 
ROY (1993-1997) supports the need for new financing mechanisms.
 
The paper proposes a social insurance scheme for specialized care
 
(for those persons with ailments lying outside the gove .ment's
 
definition of basic health care), a YR 0.1 increase in the Zakat
 
(religious tax) to be used wholly for preventive health projects at
 
the first level of the LCCD, and a financing partnership between
 
the MOPH and LCCDs to support all health facilities (MOPH to pay
 
60-80% of the budget of a health institution, with the LCCD to pay
 
the remainder 20-40%, or even mcre).
 

The private sector is viable and is currently providing for about 
15% of the urban population. (See Appendi: G - Private Sector 
Initiatives). 

Funds spent outside the country for health care approved by the
 
Ministry of Finance amounted to $4.6 mns in 1990. But according to
 
external consultants, the total amount spent outside the country
 
may run as high as $60 mns a year. (Torrens, 8/91).
 

Al-Thorah Hospital in Hodeidah is presently experimenting with a
 
fee-for-service scheme.
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And the Revolution Hospitals in the Ibb and
 
Hodeidah Governorates (both about 300 beds),
 
in the past have received voluntary contri­
butions of some significance used for maintenance,
 
equipment and building construction. The funds
 
have come from visitors, suppliers, and occa­
sional patients. This practice was stopped by
 
the former YAR because there was no legislation
 
allowing public institutions to receive private
 
monies. But following unification this voluntary
 
concept could well be reinstated.
 

With this background of private, public and voluntary support and
 
recognition of need, there appears to be an increasing interest for
 
taking steps to find alternate means to finance health care. (See
 
also, Hodeidah Field Trip Report, Appendix D).
 

However, there are many problems to overcome including the complete
 
lack of a data base for planning and administering insurance
 
programs. Clearly, any national program for alternative health
 
financing is beyond the purview of the proposed CS/FC Project.

There may, however, be more immediate potential for financing
 
through fee-for-service arrangements and LCCD cost-sharing at the
 
local level.
 

Therefore, the team is recommending one irntervention to be in the
 
form of a study to investigate these two potentials, with small
 
pilot projects.
 

There is one over-riding caveat. Previous experience has shown
 
that revenues generated by the public health sector go directly to
 
the Ministry of Finance and have not been used for the benefit of
 
health. If this situation is not corrected there will be little
 
incentive for alternative financing schemes.
 

Of special interest in this regard is the ex­
perience with the surtax on cigarettes. Speci­
fically called a "health tax" (rasam sehi), the
 
1 rial per pack tax yields about YR 25 mns an­
nually to the national coffers, but none of it
 
is specifically allocated to health.
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Conclusions:
 

There is interest and there is potential for developing
 
health financing schemes in Yemen, and the private sector
 
offers many opportunities for providing health care. The
 
Team is recommending some small pilot projects for
 
community-level health care financing.
 

5.6 	ISSUE: THE ROLE OF DONORS IN HEALTH AND POPULATION IN
 
YEMEN
 

Looking back, 	most of the Government's resources in the health
 
sector have gone toward the provision of curative services, where
 
none existed 20 years ago. Large-scale donor assistance has been
 
provided by Saudi Arabia, Kuwait and various Arab funds in
 
constructing, 	equipping, staffing and operating hospitals and
 
clinics.
 

Many international agencies, have worked in health in Yemen since
 
the early 1980s, especially in the Northern part of Yemen. These
 
incJuded the Americans, Dutch, Germans, Italians, British, Swedish,
 
Australian, French and Norwegians. However, no formal coordination
 
of efforts was established between these agencies.
 

Most of these efforts have addressed Primary Health Care, Maternal
 
and Child Health, Health Education, the provision of basic and
 
medical health services, and training of health manpower.
 

Presently, the Canadians, Chinese, Russians, French and Italians
 
provide medical assistance to hospitals in the form of personnel.

The Germans, Dutch, Japanese, Americans, Swedish, British and the
 
UN Agencies (UNICEF,UNFPA,WHO) provide assistance to PHC
 
concentrating on MCH servrices, training of PHCWs, developing
 
curricula, control of communicable diseases, health education and
 
environmental health with special emphasis on water and sanitation.
 

UNICEF has been a major contributor to improving the health status
 
of mothers and children in Yemen. It was instrumental in assisting

the Government to establish a PHC program in the early 1980s and
 
improving child health in general. Most recently one of UNICEF's
 
primary foci has been on expanding and improving immunization.
 

The new UNICEF r- --year program for 1993-97 totals $21.5 mns of
 
which $11 mns is devoted to health, and of this amount $3.0 mns is
 
to be area-specific (in four governorates). The three major
 
priorities of the 1993-97 plan are:
 

1. Child Survival, Development and Protection
 
2. Maternal Survival
 
3. The Girl Child
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Past efforts have succeeded in increasing healtn services coverage
 
to a significant portion of the population where there was none
 
before. But the lesson that everyone has learned is that once the
 
donor agencies left a project, the project could not be sustained.
 
And there are projects going on tod-Ly (for example, the Dutch in
 
Rada and Hodeidah, and in all likelihood even the new Peace Corps

project) where a repeat performance is highly likely.
 

Despite the large input in the health sector from donor agencies,
 
cost effectiveness appears low. Most projects collapse or o the
 
donor input is stopped. This is primarily due to the hieavy

involvement of foreign technical assistance, topping-up local
 
salaries, funding the running costs, lack of counterparts and
 
providing hands-on operating assistance.
 

USAID's principal experience in PHC was the Tihama Project which
 
operated from 1980 to 1990. This project was a traditional "full
 
service" activity involving long-term technical assistance and
 
commodity support. Catholic Relief Services was the first
 
contractor, later replaced by Management Sciences for Health. The
 
Mission has concluded that this was not a cost-effective activity
 
in the Yemeni context.
 

Today, USAID is involved in three health/population activities:
 

(1) the Accelerated Cooperation for Child Survival Project 

(2) Options for Family Care Project 

(3) Women in Development (health program component) 

These are discussed in some detail in Section 4.
 

Typically donors do not have open lines of communication nor do
 
they coordinate programs among themselves. It is expected that the
 
MOPH should assume a more active role in coordinating external
 
assistance.
 

In January, 1990, UNDP attempted to coordinate donor input by

sending out a questionnaire and arranging for a meeting at the
 
Central Planning Organization. Twenty-seven organizations
 
responded to the questionnaire, and most attended the meeting
 
representing tl'e -gencies working in the country, except the
 
Saudis, Kuwaitis, Chinese and Russians.
 

The participants formed five working groups to meet and discuss
 
development topics in the health sector. However, due to changes
 
brought about by unification, these groups never met.
 

In August 1991, USAID in collaboration with the Ministry of Public
 
Health organized a donors' meeting at the Ministry and a
 
questionnaire was sent out to the major donors. Eleven agencies
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responded and identified the following problems faced in
 
implementing their project programs.
 

1. 	 Lack of qualified counterparts
 
2. 	 Absence of functional coordination
 
3. 	 Poor administrative system
 
4. 	 Excessive bureaucratic process
 
5. 	 Delays or non-delivery of government
 

contributions
 
6. 	 Absence of clear MOPH mandate or framework for
 

activities
 

Recently, UNDP started donors meetings in preparation for the Round
 
Table Conference to be held in Geneva in the 2nd quarter of 1991.
 
The 	issues are divided into different topics with one agency
 
heading each sector; for example UNICEF heads the health sector,
 
UNFPA heads the population sector, FAO heads the agriculture sector
 
and so on.
 

The Round Table Conference meeting is a preliminary one in which
 
the Yemen Government representatives will meet with the major

donors to discuss development priorities for the country's next
 
development plan. Once these are set, another meeting will be held
 
in which the amount of contributions from each donor agency will be
 
announced.
 

The MOPH has developed two papers for the conference which will be
 
discussed with the donors in Yemen at the end of April for
 
refinement Lefore submitting them to the Geneva Conference.
 

Conclusions:
 

Sustainability is a major concern for the Yemeni
 
Government as well as for the donor community. No
 
project should be started unless it can be sustained!
 

With 	the variety of donor activity taking place in Yemen
 
it is essential that proposed new initiatives be
 
thoroughly cleared with the Government and other donors
 
to avoid overlap and duplication.
 

5.7 	 ISSUE: DECENTRALIZATION AND FOCUS ON THE GOVERNORATE LEVEL
 

As a 	smaller unit of government, the Governorate is clearly more
 
manageable and health officials are in a better position to respond
 
more directly to the needs of the people. Implementation of
 
service delivery becomes more effective as management decisions are
 
made closer to the point of contact between provider and client.
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In the new unified Yemen, there are 18 governorates of a size
 
ranging from 40,000 to 2,500,000 population. These are divided
 
into 227 districts, 2,520 sub-districts, and 30,000 villages. The
 
village is the smallest unit and may be made up of a number of
 
scattered settlements. The Local Councils for Cooperative
 
Development (LCCDs) have no political boundaries.
 

A recent development has been to focus donor inputs at the
 
Governorate level. In health, the ACCS Project through REACH has
 
inaugurated a training program for renovating health centers into
 
training sites and has trained 166 primary health care workers in
 
four governorates - Hajjah, Marib, Sada'a and Hodeidah.
 

Similarly, HEALTHCOM has contracted with the three Governorates of
 
Marib, Al-Beida and Hajjah to train health workers to work in
 
selected communities to recruit and support "Caring Rural Mothers"
 
to promote health education focused on diarrhea/ORS and
 
breastfeeding. YR 42,501 has been made available to each
 
governorate through a contract to initiate this work at the village
 
level.
 

The Peace Corps is also starting a new program utilizing volunteer
 
nurses, midwives, health administrators, lab technicians and health
 
statisticians for a comprehensive PHC approach focused in eight
 
specific sites.
 

The new JNICEF draft five-year plan for 1993-1997 provides for
 
area-specific programs in water, health and education totaling US$
 
6 mns in four governorates out of a total five-year budget of
 
approximately US$ 21.5 mns. The Governorates are yet to be
 
selected.
 

There are other programs concentrating at the local level. In
 
health these include the Swedish, Dutch, German, and British,
 
clinic-level activities.
 

As a further point, by focusing on Governorates, donors can select
 
areas in need so as to avoid overlap with other assistance
 
programs. Approval and support of the central ministry is a must
 
in all cases.
 

The decentralization approach is acceptable to Government, and is
 
a much-discussed subject. Recent legislation gave official
 
endorsement to decentralization, and starting in 1993 budgets will
 
be allocated to the Governorates. The Director General of the
 
Governorate Health Office will have authority to expend funds
 
according to budget, and will be involved in a planning process

which originates the identification of needs and priorities at the
 
Governorate level.
 

Of course, in many project initiatives, it would be a mistake to
 
concentrate solely at the Governorate level and ignore the center.
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For example, in strengthening the Health Information/Disease

Surveillance System it is envisioned that substantial progress can
 
be made in installing effective systems Governorate-by-Governorate,
 
but this must be done within a national framework; the national
 
system and governorate sub-systeins must be compatible and
 
interchangeable.
 

Similarly, the Team members see opportunities to move forward with
 
management training. Management training at the Governorate-

District level can prove effective in the more finite managerial

environment close to the provider-client point of contact. This is
 
where it all comes together, where managers must be resourceful and
 
where intersectoral collaboration can be made to work. At the same
 
time, some progress should be possible at the national level
 
through management training in functional areas, such as personnel,

finance, planning and budgeting, logistics and supply, and
 
transport and communication.
 

However, the donor community should be well aware that short of a
 
major overhaul and restructuring of government at the central
 
level, little progress can be expected in managerial reform.
 
Nonetheless, the Team members believe, even under existing

conditions, the effort (and financial inputs) will be worthwhile in
 
the overall context of health and family care, and considering the
 
serious plight of the Yemeni people.
 

Conclusions:
 

The Government is supporting the concept of
 
decentralization. A number of donor agencies have
 
adopted this approach. Working at the Governorate level
 
holds promise of more effective absorption of donor
 
inputs. The Assessment Team accepts this concept, and
 
whenever applicable the recommended interventions are
 
designed to be implemented at the Governorate level and
 
below.
 

5.8 ISSUE: PROJECT MANAGEMENT BY USAID AND ITS CONTRACTORS
 

With the present and proposed level of staffing in the USAID
 
Mission, it is clear that USAID is not in a position to directly
 
manage and coordinate project activity. Rather, USAID should
 
retain a monitoring/evaluation function to ensure that project
 
objectives are met within budget.
 

For the ACCS Project, the USAID Mission has retained the monitoring

and coordinating function, but it is severely handicapped in
 
performing these functions due to the "buy-in" arrangements. 
Under ACCS, USAID now has two contractors on a buy-in basis - REACH 
and HEALTHCOM - plus a PASA specialist for Disease Surveillance 

28
 



(NEDS). During the course of this assessment one glaring problem

surfaced between two of these implementation entities (REACH and
 
NEDS) concerning the coordination of the Health Information and
 
Epidemiological Surveillance systems. If all work were done under
 
one contractor these kinds of problems would not arise. There is
 
also no apparent coordination between REACH and HEALTHCOM.
 

The lack of a strong coordinating function (either by a contractor
 
or by USAID) has resulted in a number of problems in the
 
administration of the three ACCS implementing entities. It is
 
noted that on occasion they have asked for workshops in a
 
governorate involving the same participants at or near the same
 
time. Further, there is no need to have a coordinator in a
 
governorate for each project module. These duplications and other
 
inefficiencies could be reduced with one set of field coordinators.
 

With the OFC Project, the Team members see the need for a strong
 
contractor management function, including the purchase of
 
comnodities. Realistically, the OFC Project cannot be effectively
 
managed and coordinated with the multiplicity of actors
 
(governmental and private agencies, and contracting agencies) that
 
are planned. The OFC Project should be streamlined for (1) better
 
management, and (2) more effective impact. This is discussed in
 
some detail under Issue No. 5.15 and in Section 6 on Strategies
 
and Structure for Implementation.
 

Other means for project management include direct funding of multi­
lateral agencies (e.g. UNICEF and WHO), and NGOs or PVOs. For the
 
mid-term future (5 years), the only viable choice in this regard is
 
the possibility of granting funds to UNICEF for immunization.
 
USAID must determine if such a move would best support its program
 
and would be more effective than implementing it on its own or
 
through its contractors. Under the OFC project (to be combined
 
with child survival) support of the non-governmental agency, YFCA
 
is planned.
 

The REACH contractor, John Snow, Inc., has a three-person
 
administrative staff at its central location in Sana'a and four
 
field coordinators, one in each of the Governorates in which it is
 
working. While it is recognized that there are a myriad of
 
administrative procedures and bureaucratic obstacles to overcome
 
(on both the U.S. and Yemen side), in relation to outputs achieved,
 
this has all the appearances of a top-heavy organizational
 
structure. The Team has not identified any technical work
 
undertaken by this staff; it is all administrative, including the
 
role of the Governorate Coordinators who appear involved in "busy

work", and limiting their work to administration, logistics and
 
providing a communication link with the central staff. Further,
 
the Chief of Party largely limits his role to a coordinating one,
 
facilitating the work of a battery of consultants, with no time
 
left for technical work.
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The Team recognizes that the field coordinator role can be an
 
effective one. To increase this effectiveness the coordinator's
 
job can be broadened to include technical responsibilities. Also,
 
consideration should be given to appointing coordinators who are
 
officials of the MOPH (that is, a strong, full-time counterpart),
 
and who would be compensated for extra time spent and per diem when
 
on field duty. This will help provide a close link with the MOPH
 
and its on-going work in the Governorate, make it possible to
 
attract more senior persons to the position, and avoid the problem

of training project staff who are lost to the MOPH or other
 
projects when the project ends. (This was one of the "lessons
 
learned" from the Tihama Project. See Feilden, 1/92).
 

It would be counter-productive to top--up the salaries of these
 
counterparts (another "lesson learned" from the Tihama Project).

However, incentives could be made available by sponsoring the
 
Coordinators in a US-based management training short course such as
 
those offered by MEDEX, Boston University and Management Sciences
 
for Health, if present restrictions on participant training are
 
lifted.
 

Further, for USAID to maintain an adequate monitoring function it
 
will be important to have frequent and timely progress reports from
 
the contractors. These should be against a workplan. If there are
 
to be active programs at the Governorate level, there should be
 
sub-workplans for each Governorate. In the past REACH has had such
 
workplans, and also submitted quarterly reports, but this practice
 
has fallen behind. It is important that it be maintained.
 
Workplan formulation should use a "bottom-up" approach so that MOPH
 
officials at the District and Governorate levels make early inputs
 
to the planning process.
 

Conclusions:
 

Present staffing levels at USAID do not allow for
 
adequate project oversight, and due to the contractor
 
buy-ins, the local USAID Mission has little control; the
 
responsibility of the local contractors is to the mother
 
project in Washington (John Snow - REACH, and AED -
HEALTHCOM).
 

In the future, it will be important to have strong contractor
 
management in Sana'a with an effective, but streamlined
 
monitoring/evaluation function by the USAID Mission, which
 
should include clear performance indicators and regular

reporting against the indicators.
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5.9 ISSUE: DURATION AND CONTINUITY OF USAID FOREIGN ASSISTANCE
 

The Team members feel it is important to maintain a continued
 
presence in the health/population sector and to carry out to
 
satisfactory completion the work started (provided, of course, that
 
it is judged to have positive outcomes). The Team members also
 
believe that duration is important; experience has demonstrated
 
that it takes an inordinate length of time to reach a satisfactory
 
level of productivity in project implementation in Yemen, but this
 
does not mean the attempt shouldn't be made. Rather, realistic
 
time frames must be established.
 

While both the REACH and HEALTHCOM components of the ACCS Project
 
have fallen far short of planned outputs, the Team recommends that
 
certain activities that have been started should be continued.
 
This is addressed in Section 6 on Strategies and Structure for
 
Implementation. The desired continuity can be provided through an
 
integration of the ACCS and OFC Projects. The advantages and
 
disadvantages of this integration and the Team's recommendations
 
are contained in Issue No. 5.15. And the structure and strategy to
 
achieve the integration of MCH/FC activities is contained in
 
Section 6.
 

Conclusions:
 

Child Survival activities firanced under the ACCS Project
 
should be integrated/merged into the Options for Family
 
Care Project as quickly as possible during the remaining
 
life of the ACCS Project which currently ends in
 
September, 1994. Realistic time frames must be allowed
 
for impact. Reducing the scope of work is another means
 
of compacting time. (That is, specific, discrete
 
interventions achievable within 2 to 3 years)
 

5.10 ISSUE: FUTURE PROJECT ASSISTANCE FOR THE SOUTHERN
 
GOVERNORATES
 

Following the field trip to Abyan Governorate, it became apparent
 
to the Team that significant differences are evident in the health
 
systems of the former North and South Yemen, and that the two areas
 
of the new unified nation can benefit from each other.
 

As noted in the Trip Report (Appendix E), some of the significant
 
differences are:
 

The Southern Governorates:
 

o have a Health Information System (although it is not
 

fully operational)
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o 	 utilize volunteer Health Guides at the community level
 
o 	 have stronger supervision
 
o 	 have better trained health personnel, and more females
 
o 	 require mandatory military service for men and mandatory
 

social service (health and education) for women
 
o 	 population has a higher level of education in general and
 

a higher literacy rate among women in particular
 
o 	 Directors General at the Governorate level have the
 

authority to redistribute and post health personnel
 
according to need
 

The Northern Governorates:
 

o 	 have a tradition of community development through the
 
LCCDs
 

o 	 have a leaner public service
 
o 	 have private sector involvement in the health sector
 
o 	 some Northern Governorates have reached a level
 

of 80% coverage of under-5s in the EPI campaign
 
o 	 some hospitals have received voluntary contributions for
 

maintenance, equipment and construction (see Issue 5.5 on
 
Health Care Financing)
 

The Team recommends that future health programs sponsored by USAID
 
should include at least one Southern Governorate. For the proposed

integrated CS/FC Project, the Team also recommends that work be
 
focused on five governorates, one of which would be a southern
 
Governorate. The four governorates where ACCS is presently active
 
would be retained (Mareb, Hajjah, Hodeidah and Saad'a).
 

By adding a southern Governorate, USAID will ­

o 	 gain valuable knowledge and experience from the southern
 
Governorate
 

o 	 be in a position to promote and encourage technology
 
transfer among the governorates, including North-to-South
 
and South-to-North (see Interventions)
 

o 	 demonstrate support for the new unified Yemen
 

Conclusions:
 

For the reasons stated USAID should include at least one
 
southern Governorate in its future health and population
 
assistance programs.
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5.11 ISSUE: HEALTH MLNPOWER DEVELOPMENT
 

Although the number of trained health personnel has increased in
 
recent years, there remains a severe lack of health manpower in
 
Yemen, especially females. This lack of females limits the
 
accessibility of the health services to the most vulnerable groups
 
in the society, women and children.
 

In the Northern Governorates PHCW training was established for
 
graduates of a sixth grade education to increase the accessibility

of health services to remote rural areas. Different donor agencies
 
(the Dutch, Germans, Swedish, UNFPA, etc.) have conducted training
 
for PHCWs, men and women.
 

However, due to cultural constraints, few women have been trained.
 
In the northern governorates of the unified ROY the PHCW is
 
required to perform an array of outreach, health education, and
 
curative services. Supervision is often lacking for the worker and
 
he/she is usually unable to fulfill the many requirements of the
 
job. PHCWs often do not know how to plan or carry out health
 
education or how to use opportunities in the community to their
 
advantage.
 

In the ROY's Southern Governorates, the PHCW system is somewhat
 
different than in the north. There are many trained para-medical
 
such as medical assistants, professional nurses, lab technicians,
 
public health inspectors, community midwives, etc. Most of these
 
cadres were trained at Dr. Amin Nasher's Institute in Aden. The
 
Institute reports show a total of 4,014 para-medical trained
 
between 1970 and 1990. Therefore, there was no need for training
 
PHCWs. However, in places with no health facilities, Health Guides
 
who are volunteers in health but serve as government employees in
 
other ministries such as Education and Agriculture are trained for
 
3 to 6 months to deliver basic health services at the village
 
level. There are approximately 1200 Health Guides in the south at
 
present.
 

In the northern part the Health Manpower Institute (HMI) is
 
responsible for training health personnel. There are branches in
 
some of the Governorates. However, the number of graduates is
 
limited.
 

The next one to three years will be a transition period for the
 
health sector as the two previously separate health care systems
 
and policies are integrated and standardized.
 

In most rural health centers, there is no structured MCH care
 
program and no female MCH personnel. Society's strong aversion for
 
women to seek or accept services from male health care providers

results in few women coming to the health center/clinic to seek
 
treatment or other health care services such as immunization or
 
prenatal MCH care. There are few trained female PHCWs and a severe
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lack of trained TBAs, midwives and nurses to assist pregnant or
 
delivering women.
 

BASIC STATISTICS
 
HEALTH MANPOWER AND FACILITIES IN YEMEN
 

1986 (North) 1989 (North & South) 1990 (Est.)
 

Yemeni Total Yemeni Total Yemeni Total
 

Doctors 633 1233 1794 1884 2573 2663
 

Nutritionists 2 16
 

Lab Technicians 92 157
 

Nurses 487 1415 6117 6422
 

Trained
 
Midwives 48 165
 

Health Clinic 209 296 296
 

Hospitals 35 72 72
 

Health Center 80 94 94
 

HCUs 399 811 818
 

Source: Central Statistical Orcanization, Statistics Yearbook, 1990
 

Preliminary analysis of seven Governorates from the Health Manpower
 
Survey conducted in December, 1991 (Mareb, Sada'a, Hajjah,
 
Hodeidah, Jauf, Baida, and Dhamar) showed the following:
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PERCENT OF STAFF IN MAIN CATEGORIES
 

Medical Nurses Tech. Other
 

Mareb 4% 39% 5% 53%
 
Sada'a 14% 37% 9% 40%
 
Hajjah 9% 52% 7% 35%
 
Hodeidah 12% 45% 7% 35%
 
Jauf 4% 46% 2% 47%
 
Baida 10% 47% 5% 38%
 
Dhamar 6% 46% 6% 4%
 

* 	 Medical: refers to doctors, dentists and pharmacists 
* 	 Nursing: refers to professional nurses, TBAs and PHCWs 
* 	 Technical: refers to laboratory, x-ray, dispensary staff, etc. 
* 	 Other: refers to administrators, clerks, cooks, laundry staff, 

guaras, etc. 

From the above table, it is seen that the proportion of the other
 
staff is extremely high relative to the remaining categories,
 
followed by nursing personnel, with a majority of them being PHCWs.
 
Technical staff on the other hand are the minority in all
 
governorates surveyed.
 

The proportion of female staff employees as reported in the
 
December, 1991 Survey is shown below:
 

PERCENT OF FEMALE STAFF IN MAIN CATEGORIES
 

Medical Nurses Technical Other Total
 

Mareb 0% 25% 0% 4% 12%
 
Sada'a 9% 35% 14% 13% 21%
 
Hajjah 12% 35% 3% 16% 25%
 
Hodeidah 18% 38% 14% 31% 31%
 
Jauf 0% 25% 0% 0% 12%
 
Baida 6% 38% 6% 19% 26%
 
Dhamar 0% 27% 0% 12% 18%
 

As expected Mareb and Jauf governorates have the lowest overall
 
percentage of female staff, as these two governorates are the most
 
conservative in the country. Hodeidah has the highest percentage
 
of female staff which supports the findings of the field trip.

Finally, the percentage of the females in the nursing staff is
 
highest compared to the other categories. The analysis also found
 
Jauf and Sada'a governorates to have the highest percentage of non-

Yemeni staff, 83% and 77% of the medical staff; 61% and 59% of the
 
nursing staff; 67% and 62% of the technical staff respectively.
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For additional information on the female health provider, see the
 
report of interviews conducted on the field trip to Hajjah and
 
Hodeidah Governorate, Appendix F.
 

Conclusions:
 

A severe lack of trained manpower for health persists in
 
Yemen.
 

The manpower profile:
 

o Over-reliance on expatriate health workers
 
o Over-abundance of administrative personnel
 
o Inadequate 	numbers of female health workers
 

5.12 	 ISSUE: HEALTH INFORMATION AND EPIDEMIOLOGICAL SURVEILLANCE
 
SYSTEM
 

One of the major managerial problems facing the Ministry of Public
 
Health is the weakness of the health information system. The lack
 
of data for planning and decision-making is a widely-recognized
 
constraint in the health services.
 

There are numerous departments and projects within the health
 
services using different information systems and procedures. They
 
are collecting and analyzing data on their own and using their own
 
forms and registers. These departments and projects include:
 

o 	 Department of Health Statistics
 

This is the main department in the MOPH responsible for
 
data collection, analysis and reporting.
 

o 	 Expanded Program for Immunization (EPI)
 

EPI has its own system for collecting data on the EPI
 
target diseases and vaccinations
 

o 	 Department of MCH
 

During 1986, in cooperation with WHO, this department

designed and established an information system to cover
 
all the activities provided by most health facilities in
 
the country.
 

o 	 National Epidemiologic and Disease Surveillance Program
 
(NEDS)
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This is a recently-established program working with the
 
MOPH and located at the Central Laboratory in Sana'a to
 
collect and analyze information on infectious diseases.
 

o 	 Health Facilities
 

Various health facilities - general and rural hospitals ­
maintain different medical records. There is no uniform 
system. 

o 	 Northern and Southern Governorates
 

Despite the country's unification and legislation passed
 
to unify the health system, the information systems
 
remain separate.
 

Awareness of the importance of a unified and effective HIS is
 
increasing among health workers. In the northern Governorates,
 
however, the system suffers from many problems. These include:
 

o 	 Unavailability of records and reports
 

Many health facilities do not have supplies of these
 
essential materials. Some devise their own, handmade
 
records. Availability is helped in places where there
 
are donor programs, but typically, the dcnors devise
 
their own forms, thereby compounding the problem.
 
Availability at the governorate level is severely
 
lacking. The EPI has its own HIS forms which are
 
reasonably available at all levels. These consist of a
 
daily register, tally sheets and monthly reports.
 

o 	 Poor quality of data
 

The majority of health personnel have not been trained in
 
filling out forms. When the forms do exist, most records
 
are incomplete. The interpretation of information
 
varies. Monthly records du not agree with daily tallies.
 
There are frequent mis-diagnoses, especially for diseases
 
requiring laboratory confirmation. There is duplication
 
of data between the EPI HIS and MCH/PHC HIS.,
 

o 	 Lack of procedures for transmitting information up the
 
system
 

This was improved by linking the transmittal of reports
 
with staff salaries, but this then resulted in fabricated
 
reports. Little attention is given to reports because it
 
is generally believed the quality is poor.
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Transmittal requirements to more than one department in
 
the MOPH causes confusion and increases the workload at
 
the Governorate level.
 

o Lack of information processing and analysis
 

Figures are usually compiled as totals with no
 
denominator, which greatly reduces the value of the data.
 

o Non-use of inforration for planning and decision-making
 

There has been no MOPH statistics book published since
 
1987 due to the lack of funds. Feedback is nonexistent.
 
Health information is not used for management and
 
decision-making purposes because of poor quality and lack
 
of such information.
 

o Lack of training and supervision
 

The Southern Governorates:
 

In the southern governorates, the HIS is decentralized. It is
 
comprehensive, well designed and provides a framework for action­
oriented management. Nevertheless, implementation of this system

shares the same problems of the northern governorates.
 

Manpower:
 

Personnel in the Statistics Departments in the Southern
 
governorates and at central level are adequate. But material
 
resources are meager. In the majority of the northern governorates
 
there is a severe shortage of trained statistical personnel.
 

There are three institutions which provide HIS training: the
 
Health Manpower Institute in Sana'a, Dr. kmin Nasher's High

Institute for Health in Aden, and the Central Statistics Office.
 
But the local training facilities are limited and need significant

development. A lack of trained trainers persists. Training is
 
needed at all levels, to information providers, data processors and
 
analysts.
 

Donors:
 

The donor community, especially 'n the northern governorates, has
 
supported the jevelopment of HIS at the local level (that is, in
 
givun health facilities - the Dutch in Hodeidah, Rada and Dhamer,
 
the Germans in Ameran, Swedish in Taiz, etc.), bit there is limited
 
support for the governorates (intermediate level) and the MOPH
 
(central level). Presently German volunteers are helping in the
 
development of the HIS for EPI at the central level, but this
 
support is limitud.
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The National Epidemiologic Diseases Surveillance program (NEDS),

supported by USAID under the ACCS Project, is presently supporting

data collection and analysis of infectious diseases in Sana'a
 
Governorate covering five health centers and three major hospitals.

The Project plans to expand to four more governorates in the near
 
future.
 

Another ACCS-sponsored activity, under REACH, has designed a
 
HIS/surveillance system for the Expanded Program for Immunization
 
(EPI). These two systems must be merged. (See Interventions).
 

Conclusions:
 

There should be one, unified, standard, but simple system

for health information and epidemiologic disease
 
surveillance. As the MOPH is the main body for data
 
collection, reporting, processing and analysis, support

for the design and development of the system at h
 
national level is vital. However, while a national
 
framework is essential, the HIS can be installed in the
 
governorates, one-by-one, within the national framework.
 

It is also important to coordinate external support to
 
avoid duplication and the proliferation of non-standard
 
statistical forms as is the present case wher multiple
 
health information systems exist.
 

The time has come for one good, simple, functional system
 
to support all health and population work in Yemen. The
 
Assessment Team considers it a high priority.
 

5.13 ISSUE: COMMUNITY PARTICIPATION
 

Community participation can and should be a major component of the 
PHC services program in Yemen. PHC is strengthened through
community participation and the spread of community awareness. 
Community participation activities are visible and viable,
especially in rural Yemen, where many communities have taken on 
major responsibilities for development since the early seventies. 

Local councils have a long experience in community -articipation

and organization of community work, especially in the health
 
sector. Community development committees (Local Councils) have
 
organized themselves to deal with development issues related to
 
health. At the district and local levels, the Local Councils for
 
Cooperative Development (LCCDs) are important partners with MOPH.
 
Most of the PHC Units in rural Yemen have been constructed with 50%
 
community funding. Furthermore, the Local Councils contribute
 
financially to the cost of health by recruiting and providing

financial support to trainees and employees in health.
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In recent years, a move toward centralizing the functions of the
 
LCCDs has resulted in a reduction of contributions by the
 
communities since the government's bureaucratic procedures hindered
 
the use of funds when needed. Most Councils have had to employ a
 
person for contacting central level to get their contributions back
 
for development purposes.
 

Since unification, a Ministry of Local Administration (MLA) has
 
been established complicating the procedures and making it even
 
harder for communities to get the needed funds. Moreover, the
 
current economic depression and the return of imicigrants (meaning

greatly reduced remittances) have resulted in even lower community

contributions. Despite the above, communities are still providing

materials for constructing health units/centers and manpower.
 

In the southern governorates, community participation has been in
 
the form of services provided, i.e., volunteer Health Guides,
 
mobilization of communities for immunization, health e:ducation,
 
and recording of vital statistics for the communities through the
 
Population Defense Councils (PDC). The General Yemeni Women's
 
Union (GYWY) had a wid membership and participated in increasing
 
awareness among women regarding MCH, conducted training for
 
volunteer health workers and held many seminars and workshops for
 
disseminating health information.
 

Conclusions:
 

Yemen has a long, and strong, tradition of community
 
self-help. Community participation (financial and in­
kind) should be a component of all future
 
health/population programs.
 

5.14 ISSUE: HEALTH EDUCATION
 

Health education is a critical element for improving the health
 
status of the population. This is particularly true in Yemen
 
because of the high illiteracy rate (especially among women who are
 
the primary care-takers of the members of the family) and the
 
limited access to health services, particularly in the rural areas.
 

Health education messages covering the important determinants of
 
health and especially MCH/FC, such as nutritional practices,

breastfeeding, personnel hygiene, environmental sanitation in the
 
home and the community, safe water supplies, proper child care and
 
child spacing can have a major impact in improving the health
 
status of the population and have a positive influence on the
 
reduction of maternal, infant, and child morbidity and mortality.
 

The Health Education Depart~ment in the Ministry of Public Health
 
supports many departments and programs such as MCH, FC, EPI, CDD,
 
infectious diseases, nutrition, and general and home accidents.
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The Department utilizes a number of channels to reach the
 
population through mass media: television, radio, mosques,
 
schools, women's groups, etc.
 

Presently, the health education messages are aired through the
 
mass-media including radio and television. However, no studies
 
have been conducted to assess the impact of these messages in
 
changing people's behavior. It is accepted, however, that a large
 
percentage of the taraet audience watches or hears the messages,

but this does not necessarily mean that people understand them or
 
act as advised since the dialect used may not be appropriate for
 
all groups in Yemen.
 

A major concern for the health education messages is the time of
 
day these messages are aired. Since most villages have electricity

only during the night and since most village women go to bed early

because their working day typically starts at dawn, it is believed
 
that many of the women in the rural areas miss the messages.
 
Therefore, finding the right time for airing the messages is
 
important.
 

UNICEF and the Ministry of Information in collaboration with the
 
Health Education Department have developed many printed health
 
education messages as they relate to immunization, breastfeeding,
 
and control of diarrheal diseases. Most of these materials are in
 
the form of posters and stickers with a few lines for the message.
 
These messages are self-explanatozy and illiterate people can
 
understand them as well. A Health News Letter is also published

and distributed to health facilities. Recently, UNICEF has
 
cooperated with the Ministry of Information in developing radio and
 
TV health education programs.
 

Many other organizations, internal and external, conduct health
 
education activities at either the central or local level. These
 
include the Yemen Family Care Association, which conducts health
 
education in schools, factories, and cultural centers. YFCA also
 
has a yearly school competition 'or health and family planning
 
messages in the form of drawings, poetry, songs, etc. The Dutch,
 
Germans, Swedish, UNFPA, Japanese, British and Americans also use
 
health education messages in their projects at the local level.
 

The ACCS Project through a buy-in with the HEALTHCOM project of the
 
Academy for Educational Development has been assisting the MOPH
 
with the design and development of health education messages and
 
programs. A current activity is the organization of health
 
education in the community through "Rural Caring Mothers". This
 
project, on a small pilot basis, is included as one of the
 
recommended interventions in this report. It is expected that it
 
can be implemented within the next six months.
 

The HEALTHCOM contract will end 30 June, 1992. It is planned to
 
recruit a Health Education Specialist (for three to six months)
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during the transitional period (1 July 1992 - 31 July 1993) to help
implement this intervention, carry it though to completion and 
conduct ati evaluation. In concert with the Department of Health 
Education, MOI, and UNICEF, this specialist will also prepare an 
IEC component for the combined MCH/FC program. 

Health education efforts need to be strengthened in two dimensions:
 

(1) 	As a "cross-cutter" HE is an important component of much of
 
the on-going work of the MOPH in mother, child and family
 
care. It will he a part of most of the interventions proposed

by the Assessment Team. These include ail the training
 
interventions, all the community interventions, and some of
 
the management interventions, including HIS, Logistics and
 
Supply, and Planning and Budgeting. Equally, it will be a
 
significant part of the planned Family Care Interventions.
 

(2) 	Vertically in the health system, it is important to strengthen

HE activities at the Governorate level and below. At the
 
local level much can be accomplished using local materials in
 
the local dialect, taking into account local customs and
 
beliefs.
 

With the integrated approach to MCH/FC new opportunities are
 
presented for health education. Messages and methods can be
 
combined to reach the same target audiences. KAP surveys and focus
 
group surveys can also be integrated.
 

Training of staff is an important function of the health educator.
 
This should be at all levels, reinforced through supervision, and 
incorporated in the curricula for the three training interventions 
proposed by the Assessment Team - for PHCWorkers, Midwives and 
Licensed Birth Attendants. 

Conclusions:
 

As an important component of most all program activities,
 
health education should be emphasized and strengthened,
 
especially at the Governorate level. It should be part

of all training curriculA and supervisory
 
responsibilities. Local material.i can be effectively
 
used in the villages, PHC Units and Health Centers. IEC
 
(in research, media and methods) can be effectively
 
applied to the integrated MCH/FC approach.
 

5.15 	ISSUE: THE ROLE OF HEALTH GUIDES/COMMUNITY HEALTH WORKERS
 

A major health problem in the Republic of Yemen is that of making

basic health services available to the rural population. To
 
address this need various projects, including the ACCS Project in
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collaboration with the Government, have embarked on building
 
Primary Health Care Units and training Primary Health Workers to
 
staff these units.
 

Many PHCUnits built thus far are physically inaccessible to the
 
target population (women and children). Some villagers have to
 
walk 15 or more kilometers to the nearest unit. In the absence of
 
a regular public transport system, women find it difficult to
 
attend these facilities.
 

Of even more consequence accessibility is denied these two groups

because many of the PHCUnits are staffed only by male PHC workers.
 

Also, if the current trend of using only "highly trained primary

health care workers" continues, it will be difficult to recruit
 
women to be trained as health care workers. Such training will
 
require the trainee being away from home for at least 9 months
 
(PHCW training course). The male heads of household are unwilling
 
to have their wives and daughters be away for such an extended
 
period of time. Further, the majority of the few women who have
 
been trained as primary health care workers are young and
 
unmarried, and are often not well accepted by the older women.
 

Therefore the training of female Health Guides who will be willing
 
to volunteer their time (with perhaps some modest remuneration from
 
the village or LCCD, with no additional financial responsibility to
 
the central government), offers a viable alternative. This is also
 
more likely to be sustained after external funding phases out.
 

The Health Guides would be selected by the community and trained
 
for nine months at the village or district level. Supervision will
 
be provided by the Health Center or PHCUnit. The full
 
participation of the community will address the present problem of
 
the acceptability of the trainees; and training female Health
 
Guides will help lower the barrier to health care for women and
 
children.
 

With time and more training, the Health Guides will be able to
 
provide basic MCH/FC services in their villages, such as treating

diarrheal diseases with ORS, malaria with chloroquine, counseling
 

decentralization and can be integrated with the Options for Family
 

on nutrition and family planning, and identifying cases to be 
referred to the health system. 

This strategy is also congruent with government policies on 

Care Project for the provision of family planning services at the
 
village level.
 

The use of community Health Guides is a tradition in the Southern
 
Governorates, where it has worked well to extend basic health
 
services.
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For a description of the methodology for recruiting, training and
 
deploying Health Guides, see Appendix I.
 

Conclusions:
 

The concept of Health Guides or community health workers
 
will help to strengthen community-level health awareness
 
and delivery of simple preventive and curative measures.
 
The Health Guide approach should be promoted more widely.
 
The volunteer aspect which has proved so successful in
 
the Southern Governorates in the past, may necessarily be
 
adapted to include remuneration from the community (but
 
not from the Ministry of Public Health).
 

5.16 	ISSUE: INTEGRATION OF ACCS AND OFC PROJECTS
 

The team has examined the feasibility of integrating the CS
 
Project with the OFC Project. Advantages and disadvantages
 
have been identified. Among them:
 

Advantages
 

o 	 Facilitates project management by USAID and
 
the government, and collaboration with other
 
donors.
 

o 	 Supports the integration of CS and FC
 
activities in service delivery.
 

o 	 CS components will strengthen service delivery
 
helping to place emphasis on implementation at the
 
governorate, district and local levels.
 

o 	 CS and FC activities share the same target
 
population.
 

o 	 CS and FC activities will engage many of the same
 
counterparts in the ministries, thereby minimizing
 
confusion, overlap and possible competition.
 
Separate projects will compete for the time of the
 
same officials (this situation often occurs within
 
one project).
 

o 	 Makes it possible to continue and strengthen CS
 
activities presently underway, and offers a means
 
for the FC components to "piggyback" on the grass
 
roots approach being put in place by the CS project
 
management.
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o 	 Provides flexibility by making it possible to
 
emphasize or de-emphasize various components during

the project life on the basis of the 18-month
 
rolling plan to be used in the OFC Project.
 

o 	 Supports the National Population Goals
 

DisadvantaQes
 

o 	 Runs the risk of subsuming and minimizing CS
 
activities, and setting back CS progress.
 

o 	 Invites delay and management problems through
 
engagement at the central level.
 

o 	 Adds to the complexities of an already complex
 
project design (OFC).
 

o 	 Creates funding source problems in project
 
administration. (Over the life of project funding
 
for ACCS, USAID must establish clear guidelines and
 
mechanisms to avoid co-mingling of funds for
 
accounting purposes).
 

o 	 May be publicly or politically challenged due to
 
the conservativ3 and unpredictable attitude toward
 
family planning in a country such as Yemen. (Party
 
newspapers have already labeled the USAID
 
population project a conspiracy against the Islamic
 
peoples).
 

The team has examined various options which would serve to
 
maximize the advantages and minimize the disadvantages.
 

To achieve effective integration the OFC Project should be
 
redesigned to incorporate the following:
 

o Trimming back the number of short-term 
consultancies, and providing for adequate long-term 
technical assistance. Expertise should include 
Health Education, Midwifery, and Management 
Development. There should be a strong training 
component in all three. 

o Integrating the CS interventions identified in this 
assessment with the OFC workplan. This will 
require a review and revision of TA (both in nature 
and duration), and commodities. 
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While it may be important to upgrade FP skills and
 
services in much the same way it is done for other
 
components of Maternal and Child Health
 
(immunization, control of diarrheal diseases, acute
 
respiratcry infections, ecc.), this work of service
 
delivery can be fully integrated. That is, the
 
combined project would provide integrated Maternal
 
and Child Health and Family Planning services. The
 
Project could be renamed "Options for Maternal,
 
Child and Family Care" - or simply "MCH/FC".
 

Similarly, training, health education and health
 
information can be integrated.
 

o 	 It will be important to streamline the combined
 
project in order to achieve realistic objectives.
 

Clearly, on the basis of what the Assessment Team
 
has learned, the present complex and overburdened
 
structure of the OFC Project will encounter
 
insurmountable obstacles and delays. Just as the
 
Assessment Team has been charged to narrow down and
 
focus on discrete and achievable child survival
 
interventions, the structure of the combined
 
project must be narrowed-down and focused.
 

In doing this, emphasis should be placed on service
 
delivery at the Governorate level. Over
 
involvement at the center with broad concepts of
 
population policy is likely to prolong and delay
 
service delivery implementation.
 

The 	HPN Officer has formulated revised project
 
organization and staffing proposals to achieve
 
this. The Assessment Team has assisted in this
 
work and fully subscribes to it. (See Section 6 -

Strategies and Structure for Implementation).
 

o 	 With the focus on service delivery the OFC project
 
elements can "piggy-back" on the CS initiatives now
 
underway at the Governorate level. New
 
interventions recommended in this Assessment will
 
further focus on the Governorate level and will
 
serve to substantially strengthen approaches in the
 
community itself to draw on the resources of the
 
people.
 

Conclusions:
 

The Assessment Team is recommending that the two projects
 
be combined. When doing so, the scale of the population
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activities should be modified to make them more
 
realistically achievable while stretching them out over
 
time. The focus should be on integrated MCH/FC delivery
 
where it is expected that results can be achieved in
 
tra4.ningand implementing family care interventions along
 
with maternal and child health. Responsibility assigned
 
to one contractor will facilitate management of the
 
combined project.
 

The ACCS Project is scheduled to end September, 1994
 
(with the possibility of an extension to September, 1996
 
with strong justification). It makes sense at this time
 
to provide for continued attention to CS activities under
 
the clear ROY Policy Statement on Population and the
 
longer term of the OFC Project (eigLt years)
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6. STRATEGIES AND STRUCTURE FOR IMPLEMENTATION
 

The strategy for implementation calls for integration of the two
 
current health and population projects, ACCS and OFC. The combined
 
projects are constructed as one program calling for a fully

integrated approach to Maternal and Child Health/Family Planning.
 

This strategy provides for a 13-month "bridging" period (1 July 
1992 - 31 July 1993). The existing contract dates are as follows: 

o 	 REACH 1 April - 31 July 1992
 
4 month no cost extension
 

o 	 HEALTHCOM 30 June 1992
 
End of buy-in contract
 

o 	 NEDS Started 1 January 1992
 
PAFA Epidemiologist from CDC under
 
a 24 month contract with the possibility
 
of a 12 month extension
 

o SEATS 	 Buy-in contract expires 30 September 1992
 

For the bridging period a contractor wi±I be selected to provide
 
two long-term technical specialists: a Senior MCH Associate/Team
 
Leader and Senior Management Associate, both for the full 13
 
months. A third specialist, a Health Education Associate, will
 
serve for approximately six months in order to carry to completion
 
the proposed intervention for Community-Based Health Education and
 
to prepare a plan for the future IEC components of the integrated
 
program. The NEDS epidemiologist will work with these three in a
 
team role.
 

A workplan will be developed and weekly team meetings held.
 
Quarterly reports showing progress against the workplan and monthly
 
financial statements will be submitted to the USAID Mission in
 
Sana'a.
 

There will be one support staff, and common vehicles and drivers.
 
The field coordinators will serve all functions equally.
 

A Project Support Office of two FSN officers will function in the
 
USAID Mission under the direction of the HPN Officer.
 

Following the transitional period the program will shift to a more
 
permanent structure. A new workplan will be designed to
 
essentially implement the interventions recommended in this report.
 
Obviously, following a 13-month experience, changes will be in
 
order for the work content, but the management structure should
 
continue as a fully integrated one, under one contractor and one
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manager (Senior Associate), with effective mechanisms in place for
 

monitoring by the USAID Mission in Sana'a.
 

The Workplan
 

The workplan will not only serve as a management tool but will also
 
be the means by which all parties - the implementing ministries,
 
NGOs, the other donors, USAID and its contractor - can coordinate
 
with and support the overall effort. The workplan should include
 
specific guidelines for the development of governorate level
 
management and service delivery; and identify the governorates in
 
which USAID will function.
 

The proposed organization structure is on the following page:
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This scheme calls for five long-term associates with the following
 
roles. The length of time for each is the total time including the
 
13-month transitional period):
 

(1) Senior MCH Associate (5 years)
 

Team Leader, MD. Responsible for policy, program
 
implementation/coordination, team management. Provides
 
technical input to all MCH/FC interventions and population
 
activities. Reporting responsibilities to USAID/Sana'a HPN
 
Officer.
 

(2) Senior ManaQement Associate (4 years)
 

Coordinates population Contracting Agencies (Chs), provides
 
support for National Population Secretariat, collaborates in
 
management and implementation of MCH/FC service delivery, and
 
designs, implements and evaluates management interventions.
 

(3) Nurse/Midwife Associate (3 years)
 

Designs, implements and evaluates maternal and child care
 
components of MCH/FC interventions; supports training and
 
supervision of midwives, LBAs and PHCWorkers; supports

community-level interventions; and collaborates on management
 
interventions.
 

(4) Health Educator Associate (3 years)
 

Designs, implements and evaluates IEC components of all MCH/FC
 
interventions in close collaboration with the other
 
associates.
 

(5) 	Health Information System/Disease Surveillance Associate
 
3_years)
 

Designs, implements and evaluates combined Health
 
Information/Disease Surveillance System in close collaboration 
with the other associates.
 

The time of these five long-term associates, taken together, is the 
full-time equivalent of 3.6 persons for the five year period.
 

Governcrate Associates
 

Three Governorate Associates will support the Governorate-level
 
activities. Two will be posted in the northern governorates (one
 
each for two governorates). The third will be in charge of the
 
southern governorate.
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The Governorate Associates will be responsible for coordinating

the design, implementation and evaluation of all training, service
 
delivery and management interventions at the governorate and local
 
level. In this role, they will support and collaborate with the
 
other associates who will provide specialized expertise in
 
midwifery, family care, health education, health information and
 
managument. They will work on a daily basis with the Director
 
General of the Health Office and his staff, with the Governorate
 
Health Manpower Institute, the LCCDs and community leaders. Their
 
chief counterparts will be the Directors General of the Health
 
Offices.
 

The heavy solid line in the diagram represents the main thrust on
 
service delivery which focuses on the Governorate level and serves
 
to facilitate strong community participation. All of the long-term

Associatcs will serve to design and implement interventions,
 
including training. All will work on integrated MCH/FC activities.
 

One Southern Governorate will be added, bringing the total number
 
to five where program activities will be focused.
 

The contractor will be responsible for all Project logistics and
 
commodity procurement.
 

The contractor will be given full authority to manage the program,

but there will be strict requirements for effective monitoring by

USAID/Sana'a. A workplan will be required, with quarterly reports

measuring progress against th2 workplan. Periodic progress

meetings will be held with all contractor associates with the HPN
 
Officer and support staff. Monthly financial statements will be
 
submitted to USAID/S.
 

The cost of the long-term associates can be shared between the ACCS
 
and OFC Projects. For example, the Senior Associate/Team
 
Leader and the Senior Management Associate could be charged to OFC,
 
with the Nurse/Midwife Associate and Health Educator Associate
 
charged to ACCS. The HIS/Disease Surveillance Associate is
 
presently under a PASA arrangement with CDC-Atlanta, funded through
 
the ACCS Project.
 

NB: The present design of the Options for Family Care Project
 
provides for a number of USAID Contracting Agencies (Chs). These
 
include:
 

01 	 Family Planning Service Expansion and Technical Support
 
(SEATS), John Snow, Inc.
 

o 	 Association for Voluntary Surgical Contraception (AVSC)
 

o 	 Pathfinder Fund
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o 	 Institute for Resource Development (Demographic and
 
Health Surveys)
 

o 	 Population Communication Services, Johns Hopkins
 
University
 

o 	 Program for International Education in Gynecology and
 
Obstetrics, Johns Hopkins University
 

o 	 Contraceptive Social Marketing II (SOMARC), The Futures
 
Group
 

o 	 Family Planning Training for Paramedical, Auxiliary and
 
Community Personnel (PACTIIb), Development

Associates/Pathfinder Fund
 

o 	 Demographic Data Initiatives (DDI), U.S. Bureau of the
 
Census
 

Three of t11=se groups plan to have full-time coordinators resident
 

in Yemen (SEATS, Pathfinder and Johns Hopkins).
 

Conclusions:
 

In view of past experience, and the desirability of
 
implementing a balanced MCH/FC program for Yemen, the
 
Assessment Team members believe this is a serious
 
overload!
 

First there should be no resident representatives other
 
than the long-term team associates recommended in the
 
diagram above.
 

Secondly, as specialized services are required from these
 
or other contractors and agencies, consultancies can be
 
arranged. These consultancies will be under the
 
direction of the resident associates, and terms of
 
reference will require a fully-integrated approach so
 
that single-focused "outside experts" will not unduly
 
upset what the team considers to be a delicate balance in
 
population and health activities in order to gain
 
acceptance in the Yemeni context.
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7. 	RECOMMENDED CHILD SURVIVAL/FAMILY PLANNING
 
INTERVENTIONS
 

This section contains 13 discrete and specific child survival and
 
family care interventions. The Assessment Team members believe
 
each can be effectively managed and sustained within the available
 
resources and management capacity of both the ROY and USAID. But
 
taken together they could amount to an overload. Therefore, a
 
priority ranking has been attached to each to assist the USAID
 
Mission in selecting the most appropriate workload for the new
 
Mission Management Implementation Plan. The interventions have
 
been assigned to three groups: "A" for the highest priority, "B"
 
for next highest, and "C" for the third highest. The Team members
 
believe that all are needed and achievable, but the Mission may

well need to reduce the level of effort in consideration of its
 
total portfolio.
 

Criteria used in 	assigning the priorities were (1) need, (2) ease
 
of implementation, and (3) national and USAID priorities.
 

The interventions are based on the findings of the assessment. In
 
response to the Statement of Work, they are designed as discrete
 
tasks that can be achieved within a reasonable time frame (2 to 3
 
years).
 

Of importance, every one of the proposed interventions serves to
 
integrate child survival activities with family planning activities
 
in line with the recommendation to combine the ACCS and OFC
 
Projects.
 

Each intervention supports the USAID Mission's 1992-1997 Management

Implementation Plan Goal, and Program and Sub-program Objective for
 
the Health and Population Sector.
 

For each, the Team has stated (1) the Program and Sub-program

Objectives, 
Indicators. 
workplan for 

(2) Activities, and (3) Performance and Impact 
In order to finalize priorities and draft the new 
the transitional period, two arditional steps are 

necessary: 

First: Budgets should be developed. (1) an Implementation 
Budget (by the Project), and (2) a Recurrent Budget
 
(that will be required for the ROY to sustain the
 
intervention following withdrawal of external
 
assistance.
 

Second: The interventions should be reviewed with the other
 
donors to assure a good fit with the overall
 
assistance program for health and population.
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A budget outline is presented for each intervention, but the
 
figures have not been entered. This can be done when the
 
transitional workplan is developed.
 

One means of reducing the scope of the interventions was to limit
 
them to selected Governorates and then to further focus them on a
 
limited number of sites within the Governorates. This is noted for
 
each inte-,ention under "coverage".
 

The Target for each intervention is expressed with a population 
denominator to provide a general measure of impact. This measure
 
is necessarily global at this early planning stage. At a later
 
stage, when the Governorates and Districts are identified, more
 
specific and more accurate denominators can be developed for the
 
target population groups. The present global figures assume a 40%
4
 
coverage rate.


The criteria or factors (discussed in the section on Issues) which
 
influenced the sclection and ranking of the interventions, included
 
the following:
 

o 	 supports the USAID Mission's goal, sub-goal and strategic
 
objective for health and population in the Implementation
 
Plan for 1992-1995
 

o 	 supports the national population goals (see Section 5)
 

o 	 discrete and capable of producing reasonable achievement
 
within 2-3 years
 

4 In order to calculate the population denominators the Team
 
made a number of assumptions. The first was that the five
 
Governorates chosen will be the four in which the ACCS Project is
 
currently working (Hajjah, Hodeidah, Marib, and Sada'a) plus the
 
southern governorate of Abyan. This, of course, is subject to
 
change and agreement with the MOPH. The census figures of 1986 for
 
the northern governorates were then increased by 3.2% per year to
 
1992. For Abyan, the 1988 census was increased by 2.8% per year to
 
1992. An estimated 600,000 was then added for the returnees in
 
these governorates. 40% of the resulting total of 3,258,000 was
 
then taken to arrive at an estimated population coverage of
 
1,400,000 for the five governorates.
 

The M(GPH planning ratios for health facilities were used. The
 
population to be served by a PHCUnit is 2,250 and for a Health
 
Center, 25,000. Here again, a 40% coverage ratio was applied.
 

The population of villages varies greatly. For planning purposes
 
a village population of 800 was used, assuming full coverage.
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o 	 within the technical and management capabilities of the
 

MOPH and of a reduced USAID Mission staff
 

o 	 sustainable
 

o 	 in support of decentralization, with fouus on the
 
Governorate level
 

o 	 integrates with PHC service delivery, including family
 

planning
 

o 	 readily integrates into the OFC Project
 

o 	 increases accessibility and utilization of PHC/FC
 
services
 

o 	 facilitates access of women to PHC/FC services
 

o 	 culturally acceptable and culturally workable
 

o 	 provides for the optimal use cf resources
 

o 	 builds on and extends worthwhile activities already
 
started (to provide bridging to the proposed combined
 
PHC/FP program)
 

o 	 complements other donor inputs
 

Private sector initiatives are also supported in recognition of
 
this dynamic dimension of the Yemeni economy.
 

Thus, many of these interventions serve to tap resources outside 
the public sector - the community and the private sector - both of 
which have demonstr-ated viability. 

Finally, in recognition of the critical need for female health
 
providers to reach the two most important (and neglected) groups
 
at-risk, mothers and children, the interventions serve to increase
 
both the numbers and quality of female health workers (supervising
 
midwives, PHC workers and LBAs).
 

The Strategic Objective for the USAID Mission and the Program
 
Objectives for the Health and Population Sector of the Mission
 
Management Implementation Plan for 1992-1994 are as foh.lows:
 

MISSION STRATEGIC OBJECTIVE
 

Increase the responsiveness of systems and practices in
 
selected democratic and social development institutions.
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HEALTH AND POPULATION PROGRAM OBJECTIVES
 

(1) 	Increase access to and participation in MCH and
 
Family Care programs.
 

(2) 	Improve perfornance and responsiveness of selected
 
MCH/FC services.
 

Supporting the Program Objectives are Sub-Program Objectives.
 
These are listed under each intervention that follows.
 

The Interventions are organized into four groups.
 

INTERVENTIONS
 

GROUP I: MANPOWER
 

1. 	 Training of Primary Health Care Workers
 

2. 	 Training of Midwives
 

3. 	 Training of Licensed Birth Attendants
 

4. 	 In-service training for existing PHCWs, midwives
 
and LBAs
 

Rationale:
 

These cadres are the backbone of MCH/FC delivery. To increase the
 
accessibility of women and children to these services the emphasis
 
on training female providers will be continued.
 

The PHCWorker serves to deliver the key preventive/curative

services of EPI, ORT, ARI (in the future) and contraceptives. The
 
Female PHCWorker is trained to identify cakas at risk and
 
complications to be referred. Training should emphasize child and
 
mother care. Presently the PHCWorkers (especially the males)
 
concentrate on the curative aspects, diagnose cases and dispense
 
medication.
 

The Midwife is trained to handle emergency cases and complications.

"
She also fulfillr 4 vital role of supervisor for the PHCWorkers
 

and LBAs.
 

The LBA reinforces family planning within the community and in
 
many cases can be instrumental in community mobilization efforts.
 
She is trained to provide healthy child delivery practices and
 
identify cases-at-risk. The impact on the reduction of maternal
 
and infant mortality can be significant.
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The numbers of these cadres that can and should be trained in the
 
coming three to five years are dependent on a variety of factors
 
including the resources of both donors and the government, cultural
 
factors, availability of women to train, availability of trainers,
 
high illiteracy among women, the capacity to supervise and support
 
those trained, and the lack of in-service training.
 

GROUP II: COMMUNITY
 

1. Village Health Committees
 

2. Health Guides
 

3. Community-Based Health Education
 

Rationale:
 

The team members believe that community participation is an
 
essential element for the success of any program. This is
 
especially true in health and population.
 

Proper heaith practices start in the home. The majority of the
 
diseases leading to the high infant, child and maternal morbidity

and mortality in Yemen can be prevented through simple, low-cost
 
measures undertaken by the family and community. Further,
 
community awareness and understanding can serve to open the door to
 
increased utilization of health and population services.
 

These three proposed interventions are experimental and limited in
 
scope. Their success will differ from one area to another, and in
 
varying degrees depending on the economy of the village; and the
 
traditions, attitudes and practices of the people. Therefore, the
 
interventions are purposely designed to be modest and discrete.
 

It is anticipated that by approaching community participation in
 
these three modes, the program will be in a position to learn
 
through success and failure, and modify and develop a model (or

perhaps more than one model) for expansion and replication. Plach
 
intervention will have a strong evaluation component for this
 
purpose.
 

Constraints:
 

The VillaQe Health Committees may become dominated by men and the
 
health issues of women and children run the risk of being
 
neglected. If the membership is limited solely to women, there
 
will be limitations due to the high illiteracy rate among women.
 
Given the cultural setting of Yemen, it is almost impossible to
 
have committees with both men and women members, especially in the
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Governorates where the ACCS Project is currently working. The
 
acceptability of the VHC will vary according to the governorate.
 

With these constraints in view, it will be important to approach
 
the community in such a way that the motivation comes from within
 
the community, not imposed from without. Community members have to
 
say they want! the way they want the committee to be formed! and
 
who are to be the members! Further, the type of activities in
 
which they will engage should not be dictated, but rather self­
determined.
 

The Health Guides concept has worked well in the southern part of
 
Yemen before unification. However, due to the economic hardship
 
the people are undergoing, the system is in trouble. Health Guides
 
are insisting on payment similar to the Primary Health Care
 
Workers. One way to get around this could be the recruitment of
 
TBAs who can be given three-months of training similar to that of
 
the Health Guides, and who are remunerated for their services.
 
Therefore, in this intervention the voluntary concept of the Health
 
Guides will be necessarily modified.
 

Community-Based Health Education is another means for gaining entry
 
at the community level through schools, mosques, women's
 
gatherings, and the like. This provides basic training for
 
community thought-leaders such as school teachers, religious
 
leaders and elderly women.
 

Constraints are the complexity of training, understanding local
 
cultural practices, in particular the willingness of religious
 
leaders to participate, and how the community perceives its needs
 
and priorities (in many places the expressed need is for water,
 
little else).
 

GROUP III: MANAGEMENT
 

1. Management Technology Transfer among Governorates
 

2. Team Management and Supervision
 

3. Logistics and Supply System
 

4. Decentralized Planning and Budgeting
 

5. Health Information System
 

6. Alternative Financing for Primary Health Care
 

Rationale:
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The need for strengthening health management was cited in most all
 
the interviews conducted by +he Team. Given limited and
 
diminishing resources (financial and manpower) available for
 
health, the rapid increase in population, the dispersion of the
 
population, the difficulty of access due to the harsh terrain, and
 
an overburdened bureaucracy, management becomes a priority.
 

Further, most health officials, whether physicians or not, lack
 
management skills.
 

These interventions have been selected based on identified need,
 
the intent to support decentralization, and the opportunity to
 
introduce basic management methods and procedures at the
 
Governorate level. Two of the interventions are general in nature
 
(Technology Transfer and Team Management/Supervision), and three
 
are directed towards specific system development (Logistics/Supply,
 
Planning/Budgeting and HIS). The sixth and last one is designed to
 
explore alternate sources of resources from either fees-for­
services and/or community contributions.
 

Constraints:
 

The two general interventions are recommended although direct
 
impact will be hard to measure. Difficulties will be encountered
 
in breaking down barriers among the Governorates, with personality

conflicts and, in the case of the Team Management, in delegation of
 
authority (a societal phenomenon whereby leadership and authority
 
is generally retained by the designated leader). This intervention
 
will also address a critical element of health management,
 
supervision.
 

The Technology Transfer intervention may be frustrated by the
 
unwillingness of the Governorate leaders to enter into a
 
cooperative, sharing relationship.
 

The three interventions aimed at strengthening specific systems can
 
result in more immediate impact, but they require manpower

(including a redistribution of manpower), financial resources and
 
a willingness to learn and adapt to new ways of doing things.
 
Also, at present the systems are diffused (for example, HIS forms
 
vary and are provided from different sources at different levels),

and some operate independently of one another. The lack of
 
standardization and of control are major constraints in need of
 
correction.
 

Further, concentration on individual systems in individual
 
governorates could suffer from a "pilot project syndrome" whereby

these systems and governorates would receive extra inputs to ma2:e
 
them work resulting in an artificial environment. Replication

without these external inputs may become difficult.
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The final intervention, Alternative Financing for Primary Health
 
Care, will be constrained by economic hardship and the centralized
 
control over LCCD funds resulting in a reluctance to make local
 
contributions (not knowing how the funds will be administered). In
 
the southern governorates the concept of fee-for-service will meet
 
opposition as the people are used to free health care.
 

GROUP IV: POPULATION
 

All the afore-mentioned interventions serve to integrate MCH and
 
Family Care activities. In addition, there are to be interventions
 
directly concerned with population issues. These interventions are
 
being developed by the USAID staff and will be available in the
 
very near future.
 

They 	will support the following Sub-Program Objectives:
 

(1) 	Develop database for use and distribution of ORS, Vitamin
 
A and Contraceptives (includes MCH)
 

(2) 	Increase awareness of demographic and FC concerns
 
to policy makers, melia and NGOs
 

(3) 	Develop MCH/FC training materials
 

(4) 	Conduct KAP and medi.a habits surveys (includes MCH)
 

(5) 	Train staff of National Population Council
 

(6) 	Establish DHS Analysis System
 

(7) 	Develop Population Policy Plan
 

(8) 	Develop market plan for YEDCO (includes MCH)
 

Constraints:
 

Although it has been approved by the Prime Minister's Office, the
 
actual formation of the National Population Council has not taken
 
place (from October, 1991). It is perceived that there are major
 
differences in terms of membership, functions, and advisors for the
 
Council, and little seems to be accomplished in terms of resolution
 
of these problems.
 

Is this hiatus an indication of things to come?
 

Social marketing will present problems in Yemen due to the strong
 
private for-profit motivation of the Yemeni's. It will be
 
difficult to control overcharging and exploitation.
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The support of private health providers will require controlled
 
distribution to get contraceptive and health supplies into the
 
proper hands (e.g., TBAs, PHCWorkers, midwives, local. pharmacists,
 
physicians, etc.).
 

It may be necessary to consider price control measures.
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INTERVENTIONS - GROUP I
 

MANPOWER
 

PRIORITY B
 

INTERVENTION: TILAINING OF PRIMARY HEALTH CARE WORKERS
 

PROGRAM OBJECTIVE: 	 Increase access to and participation in MCH 
and Family Care programs 

SUB-PROGRA? 	OBJECTIVE: Train primary health care workers
 

ACTIVITIES:
 

CoveraQe: 	 4 Governorates
 
200 sites
 
Catchment area population - 180,000
 
Population per 1 PHC Worker - 2,250
 

Duration: 	 30 months
 

In collaboration with Governorate branches of HMI ­

1. 	 Select target population sites on basis of criteria
 
including:
 

o 	 Governorate can provide supervision
 
o need exists to 	expand accessibility
 
o female 	PHC Workers are most needed
 
o 	 PHC Units exist with male workers and can be
 

supplemented with female workers
 
o LCCD can lease 	Unit if not constructed
 

2. 	 Identify assigned supervisor for each site
 

3. 	 Obtain LCCD commitment for cost-sharing for each site
 
(50% of training stipend will be paid by Project)
 

4. 	 Assist HMI to institutionalize training. Include
 
practical field training, with assigned supervisors
 
participating (to reinforce concept of
 
trainer/supervisors). <Assumption: present HMI
 
curriculum is suitable, but may require additional field
 
training>.
 

5. 	 Recruit trainees by Governorate (target: 70% females,
 
30% males)
 

6. 	 Conduct training by HMI-Governorate
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7. 	 Post trainees
 

8. 	 Reinforce supervisory system to support new trainees
 

9. 	 Evaluate training
 

PERFORMANCE INDICATORS:
 

1. 	 Sites selected
 
2. 	 Supervisors identified
 
3. 	 HMI curriculum in place
 
4. 	 Trainees recruited
 
5. 	 Training completed
 
6. 	 Supervisory schedule completed
 
7. 	 Trainees performing in assigned PHCUnits one year
 

following completion of training
 
8. 	 PHCUnits case load increased for women and children
 

IMPACT INDICATORS:
 

1. 	 Trained PHCWorkers contributing to improved health status
 
of the catchment area as measured by reduction in
 
immunizable diseases, reduction in diarrheal episodes,
 
reduction of malnutrition (acute and chronic), and
 
increased use of contraceptives (mid-term).
 

<assumes sufficient base data>
 

IMPLEMENTATION BUDGET:
 
USAID Others Yemen
 
YR $ YR $ YR
 

Revision of HMI
 
curriculum x
 

Trainees x
 
Cost of training
 
Trainers x
 
Materials x
 
Accommodations x
 
Facilities 

Field Work
 
Transport x
 
Per diem x
 

Evaluation x
 

TOTAL:
 

Yemen YR
 
Project YR US$
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Cost per Governorate:
 
per PHC Unit:
 
per trainee:
 
per capita:
 

RECURRENT BUDGET ESTIMATES (ROY):
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PRIORITY A
 

INTERVENTION: TRAINING OF MIDWIVES
 

PROGRAM OBJECTIVE: 	 Increase access to and participation in
 
MCH and Family Care programs
 

SUB-PROGRAM OBJECTIVE: 	 Train midwives
 

ACTIVITIES:
 

CoveraQe: 	 5 Governorates
 
Catchmant area population - 1,400,00
 

Duration: 	 48 Months
 

In collaboration with Governorate branches of HMI ­

1. 	 Establish training schedule, arrange logistics, employ
 
trainers and review curriculum
 

2. 	 Identify districts in need and select trainees
 

3. 	 Conduct training (J6 month course)
 

4. 	 Mobilize supervisory program, identify supervisors; draw
 
up 	supervisory schedules and supervisory check-lists.
 
(Involve supervisors in final phase of training).
 

5. 	 Post trainees
 

6. 	 Reinforce supervisory system to support new trainees
 

7. 	 Conduct evaluation of training and performance of new
 
trainees
 

PERFORMANCE 	INDICATORS:
 

1. 	 Training plan and arrangements completed
 
2. 	 Districts and trainees identified
 
3. 	 Supervisors identified
 
4. 	 Training course completed
 
5. 	 Trainees posted
 
6. 	 Follow-up and evaluation with supervisors completed

7. 	 Trainees performing according to training standards one
 

year following completion of training
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8. Case loads increased for women and children
 

IMPACT INDICATORS:
 
1. Trained midwives contributing to improved health status
 

of the catchment area as measured by reduction in
 
maternal morbidity and mortality, increased rate of
 
tetanus immunizations, reduction in immunizable diseases,

reduction in diarrhoeal episodes, reduction in
 
malnutrition (acute and chronic), increased 
use of
 
breastfeeding, reduction in complicated births, decreased
 
rate of pertusis, established referral system for at risk
 
deliveries, and increased use of contraceptives (mid­
term).
 

<asrures sufficient base data>
 

IMPLEMENTATION BUDGET: 
USAID Others Yemen 

YR $ YR $ YR 
Revision of HMI 

curriculum x 
Trainees x x 
Cost of training 

Trainers x 
Materials x 
Accommodations x 
Facilities x 
Field Work 
Transport x 
Per diem x 

Evaluation x 

TOTAL:
 

Yemen YR
 
Project YR US$
 

Cost per Governorate:
 
per PHC Unit:
 
per trainee:
 
per capita:
 

RECURRENT BUDGET ESTIMATES (ROY):
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PRIORITY A
 

iNTERV=':TION: 
 TRAINING OF LICENSED BIRTH ATTENDANTS
 

PROGRAM OBJECTIVE: 	 Increase access to and participation in
 
MCH rnd Family Care programs
 

SUB-PPOGRAM OBJECTIVE: 
 Train licensed birth attendants
 

ACTVITIES:
 

Coverage: 5 Governorates
 
Ca'chment area population - 32,000
 

Duration: 24 months
 

In collaboration with Governorate branches of HMI 
-


1. 	 Select target villages on basis of criteria including:
 

o 	 Need 
o 
 Health Center and PHCUnits can provide supervision
 
o 	 Local community demonstrates interest and support
 

2. 	 Identify assigned supervisor for each village
 

3. 	 Obtain village and/or LCCD commitment for cost sharing
 

4. 	 Conduct training by HMI-Governorate with full involvement
 
of supervisors
 

5. 	 Reinforce supervisory system to support new trainees
 

6. 	 Conduct evaluation of training and performance of new
 
trainees
 

PERFORMANCE INDICATORS:
 

1. 	 Training plan and arrangements completed

2. 	 Health Centers/PHCUnits and Villages identified
 
3. 	 Supervisors identified
 
4. 	 Baseline surveys completed
 
5. 	 Training course completed
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6. 	 Trainees posted

7. 	 Follow-up and evaluation with supervisors completed

8. 	 Trainees performing according to training standards one
 

year following completion of training

9. 	 Case loads increased for women and Children
 

IMPACT INDICATORS:
 

1. 	 Trained LBAs contributing to improved health status of
 
the village as measured by reduction in maternal
 
morbidity and mortality, increased referral of
 
complicated cases, decreased birth complications,

reduction in pertusis among new-borns, increased
 
breastfeeding, increased tetanus immunization, reduction
 
of immunizable diseases, reduction in diarrheal episodes,

reduction in malnutrition (acute and chronic), and
 
increased use of contraceptives (mid-term).
 

<assumes sufficient base data>
 

IMPLEMENTATION BUDGET:
 
USAID Others Yemen
 

YR $ YR $ YR
 
Curriculum development
 

and training plan x
 
Baseline surveys x
 
Trainees 
 x 	 X
 
Cost of training
 

Trainers x
 
Materials x
 
Accommodations x
 
Facilities 
 x
 
Field Work
 
Transport x
 
Per diem x
 

Evaluation 
 x
 

TOTAL:
 

Yemen YR
 
Project YR US$
 

Cost per Governorate:
 
per trainee:
 
per capita:
 

RECURRENT BUDGET ESTIMATES (ROY):
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PRIORITY A
 

INTERVENTION: IN-SET Q'ICE TRAINING FOR PRIMARY HEALTH CARE
 
WORKEkS, MIDWIVES AND LICENSED BIRTH ATTENDANTS
 

PROGRAM OBJECTIVE: 	 Increase access to and participation in
 
MCH and Family Care programs
 

SUB-PROGRAM OBJECTIVE: 	 Conduct in-service training for primary
 
health care workers, midwives and
 
licensed birth attendants
 

ACTIVITIES:
 

Coverage: 	 5 Governorates
 
Catchment area population - 1,400,000
 

Duration: 	 24 months
 

In collaboration with Governorate branches of HMI 
-


1. 	 Conduct competency-based performance survey of existing

PHCWorkers, Midwives and LBAs
 

Design training modules, identify training sites, procure
 
training materials
 

3. Select trainees and 	prepare training schedule
 

4. 	 Conduct training (involve supervisors)
 

5. 	 Follow-up with supervisors, evaluate performance on-the­
job 

6. 	 Reinforce supervisory system to support strengthened and
 
new skills learned by trainees
 

7. 	 Conduct evaluation of training and performance of new
 
trainees
 

PERFORMANCE 	INDICATORS:
 

1. 	 Competency-based performance survey completed
 
2. 	 Training courses designed

3. 	 Trainees and supervisors identified and logistics in
 

place
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4. 	 Trainees recruited
 
5. 	 Training completed

6. 	 Follow-up and evaluation with supervisors completed

7. 	 Trainees performing according to training standards one
 

year following completion of training

8. 	 Case loads increased for women and children
 

IMPACT INDICATORS:
 

1. 	 Re-trained health workers contributing to improved health
 
status of the catchmeht area as measured by reduction in
 
immunizable diseases, reduction in diarrheal episodes,

reduction of malnutrition (acute and chronic), and
 
reduction in maternal morbidity and mortality 
and
 
increased use of contraception (mid-term).
 

<requires sufficient baseline data>
 

IMPLEMENTATION BUDGET:
 
USAID Others Yemen
 

YR $ YR $ YR
 

CB Performance survey x
 
Curriculum design
 
Trainees 50% 50%
 
Cost of training
 

Trainers 
 x
 
Materials x
 
Accommodations x
 
Facilities 
 x
 
Field Work
 
Transport x
 
Per diem x
 

Evaluation
 

TOTAL:
 

Total budget for .. trainees: 
Yemen YR 
USAID YR US$ 
Others YR US$ 

Cost per Governorate:
 
per PHC Unit:
 
per trainee:
 
PHCWorker:
 
Midwife:
 

LBA:
 

RECURRENT BUDGET ESTIMATES (POY):
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INTERVENTIONS - GROUP II
 

COMMUNITY
 

B 
[ P R

I O R ITY 


INTERVENTION: ORGANIZATION OF VILLAGE HEALTH COMMITTEES
 

PROGRAM OBJECTIVE: Increase access to and participation in MCH
 
and Family Care programs
 

PROGRAM SUB-OBJECTIVE: Develop and install Village Health and
 

Midwife Committees
 

ACTIVITIES:
 

Coverage: 	 5 Governorates
 
20 PHC Units
 
40 Villages
 
Catchment area population - 32,000
 

Duration: 	 36 months
 

1. Select 	organizer/facilitator (Yemeni)
 

2. 	 Identify and train 5 key FPHCWorkers/community mobilizers
 
in 5 Governorates
 

3. 	 Obtain input from villagers. Discuss with village
 
leaders the potential role and members of a Village

Health Committee ("HC) and the way they like to see it
 
operate.
 

4. Assist 	in organizing VHCs
 

5. Assist 	in conducting baseline surveys o. community needs.
 

6. 	 Work with VHCs on a sustained basis (mobilizers with
 
backup from facilitator) to identify major health
 
problems in the community and introduce basic health
 
interventions such as health education, nutrition and
 
breastfeeding, immunization, CDD, child spacing and basic
 
sanitation and hygiene. Provide linkage with the
 
PHCUnit. (Flexibility required; villagers must identify
 
their own needs to cr-in receptivity).
 

7. 	 Train and support PHCUnits in sustaining VH s by
 
facilitator
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8. 	 Conduct post surveys to measure performance and impact of
 

Village Health Committees (after two years)
 

PERFORMANCE INDICATORS:
 

1. 	 Number of VHCs formed and still functioning after 2 years

2. 	 Number of volunteer hours spent by VHC members
 
3. 	 Increased immunization coverage
 
4. 	 Increased use of ORS
 
5. 	 Implementation of growth monitoring

6. 	 Increased use of contraceptives and child spacing methods
 
7. 	 Improved sanitation and hygienic practices and conditions
 
8. 	 Increased utilization of the PHCUnit by villagers,
 

especially women and children
 

IMPACT INDICATORS:
 

1. 	 VHCs contributing to improved health status of the
 
village as measured by reduction in immunizable diseases,
 
reduction in diarrheal episodes, reduction of
 
malnutrition (long-term), reduction of major diseases in
 
the community, and increased use of contraceptives (mid­
term).
 

IMPLEXENTATION BUDGET:
 
USAID Others Yemen
 

YR $ YR $ YR
 

Facilitator (Yemeni) x
 
36 pm
 

Village surveys (40) x MOPH
 
Baseline
 
Post
 

Training and HE materials x
 
Trans/Supervision facilitator MOPH
 
(vehicle required) x supr


Health and population supplies x
 
(vaccines, ORS, contraceptives) PHCUnit
 

Village clean-up/improvement
 
projects LCCD
 

TOTAL:
 

Yemen YR
 
Project YR US$
 

Cost per village:
 
per capita:
 

RECURRENT BUDGET ESTIMATES (ROY):
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C PRIORITY 


INTERVENTION: VILLAGE HEALTH GUIDES
 

PROGRAM OBJECTIVE: 	 Increase access to and participation in
 
MCH and Family Care programs
 

SUB-PROGRAM OBJECTIVE: 	 Train village health guides
 

ACTIVITIES:
 

Coverage: 	 5 Governorates
 
20 PHC Units
 
40 Villages
 
Catchment area population - 32,000
 

Duration: 	 36 months
 

1. Select 	organizer/facilitator (Yemeni)
 

2. 	 Identify assigned supervisor for each village
 

3. 	 Obtain input from villagers. Discuss with village

leaders the potential role of the Health Guide and
 
candidates for the position (often a TBA, LBA or
 
traditional 	medicine practitioner)
 

4. 	 Obtain village and/or LCCD commitment for providing
 

modest stipend for Health Guides
 

5. 	 Recruit Health Guide candidates
 

6. 	 Conduct training by HMI-Governorate with full involvement
 
of supervisors, in village, PHCUnit or Health
 
Center/Training Center. (3-6 months)
 

7. 	 Conduct baseline survey of community needs(can be done as
 

part of training)
 

8. 	 Reinforce supervisory system to support new trainees
 

7. 	 Conduct evaluation of training and performance of new
 
trainees
 

PERFORMANCE 	INDICATORS:
 

1. 	 Training plan and arrangements completed
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2. 	 Health Centers/PHCUnits and Villages identified
 
3. 	 Supervisors identified
 
4. 	 Communities committed, stipends arranged, candidates
 

identified
 
5. 	 Baseline surveys completed
 
6. 	 Training course completed
 
7. 	 Follow-up and evaluation with supervisors completed

8. 	 Trainees performing according to training standards one
 

year following completion of training
 

IMPACT INDICATORS:
 

1. 	 Trained Health Guides contributing to improved health
 
status of the village as measured by reduction in
 
maternal morbidity and mortality, increased tetanus
 
immunization, reduction of immunizable diseases,

reduction in diarrhoeal episodes, reduction of
 
malnutrition (acute and chronic), and increased use of
 
contraception (mid-term).


2. 	 Community satisfied with and utilizing Health Guide
 
services
 

IMPLEMENTATION BUDGET:
 
USAID Others Yemen
 
YR $ YR $ YR
 

Facilitator (Yemeni)
 
36 pm x
 

Curriculum development
 
and training plan x
 

Baseline surveys x
 
Trainees x
 
Cost cf training
 
Trainers x
 
Materials x
 
Accommodations x
 
Facilities 
 x
 
Field Work
 
Transport x
 
Per diem x
 

Evaluation 	 x
 

TOTAL:
 

Yemen YR
 
Project YR US$
 

Cost per Governorate:
 
per trainee:
 
per capita:
 

RECURRENT BUDGET ESTIMATES (ROY):
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I PRIORITY B
 

INTERVENTION: COMMUNITY-BASED HEALTH EDUCATION
 

PROGRAM OBJECTIVE: 	 Increase access to and participation in
 
MCH and Family Care programs
 

SUB-PROGRAM OBJECTIVE: 	 Expand community-based health education
 

in 40 villages
 

ACTIVITIES:
 

Coverage: 	 3 Governorates
 
4 Health Centers
 
40 Villages
 
Catchment area population - 32,000
 

Duration: 	 6 months
 

Working through the Governorate team (DG Health Office,
 
Director Primary Health Care, Health Education Officer, one
 
Medical Officer, one Midwife, PHC Workers from the catchment
 
area's Health Center) ...
 

1. 	 Conduct a situation analysis of each project site for
 
baseline
 

2. Select 	women leaders, one from each village
 

3. 	 Organize and conduct training for the health educators,
 
midwives and women leaders in each Health Center
 
(initial training, 3-5 days, follow-up 1-2 days every two
 
months)
 

4. 	 Mobilize social support through community and special
 
groups in schools, mosques, and other community places
 

5. 	 Organize women's group meetings in the villages
 

6. 	 Design messages and appropriate local media, especially
 
posters for use in training and community/interpersonal
 
diffusion activities
 

7. 	 Pre-test designed messages
 

8. Organize mass media 	programs for the local area
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9. 	 Hold competitions on best messages, songs, composition,
 
poetry, posters, etc. on breastfeeding, CDD, nutrition,
 
etc.
 

10. 	 Conduct regular counselling sessions in the Health Center
 
by the trained midwife, educator and/or health worker
 

11. 	 Conduct regular monitoring and supervision of the project
 
activities
 

12. 	 Conduct post evaluation, and draft recommendations for
 
modification and replication of the project
 

PERFORMANCE INDICATORS:
 

1. 	 Collection of baseline data
 
2. 	 Completion of selecting and training women leaders
 
3. 	 Number of households visited and number of mothers
 

receiving health education
 
4. 	 Number of mothers supplicd with ORS
 
5. 	 Number of families supplied with co..:raceptives

6. 	 Number of persons attending comlnunity/school/mosque
 

meetings
 
7. 	 Post evaluation completed
 

IMPACT INDICATORS:
 

I. 	 Increased level of awareness of mothers on child care and
 
family planning practices


2. 	 Increased number of children cured from use of ORS
 
3. 	 Increased number of women breastfeeding according to
 

recommended practice

4. 	 Increased number of families practicing family planning


according to recommended practices
 

IMPLEMENTATION BUDGET:
 
USAID Others Yemen
 

YR $ YR $ YR
 

Training of health workers
 
(15 for 3 days) YR 30,000
 
Research 10,000
 
Community programs in schools,
 
moslues, home visits 9,000
 

Orientation of women leaders/
 
women's programs 60,000
 

Development of media, dis­
tribution 60,OuO
 

Equipment costs/repair/
 
maintenance 60,000
 

Song competitions 12,000
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Other, including supplies
 
and communication 9,000
 

Technical assistance
 

TOTAL: 270,000
 

Yemen YR
 
Project YR 270,000 US$
 

Cost per Governorate:
 
per Health Center:
 

per village:
 
per capita:
 

RECURRENT BUDGET ESTIMATES (ROY):
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INTERVENTIONS - GROUP III
 

MANAGEMENT
 

PRIORITY C
 

INTERVENTION: MANAGEMENT TECHNOLOGY TRANSFER AMONG GOVERNORATES
 

PROGRAM OBJECTIVE: 	 Improve performance and responsiveness of
 
selected MCH/FC services
 

SUB-PROGRAM OBJECTIVE: 	 Transfer management technology among
 

governorates
 

ACTIVITIES:
 

Coverage: 	 18 Governorates
 
90 key health staff
 

Duration: 	 36 months
 

1. 	 Conduct pre- limited management audit in selected
 
Governorates
 

2. 	 Organize semi-annual conferences for all Directors
 
General of Health Offices and their key PHC staff (for
 
two year period, four conferences)
 

3. 	 Arrange exchange of key personnel among Governorates to
 
serve as "consultants" to assist Governorates desiyn,
 
install and implement improved management systems and
 
procedures
 

4. 	 Conduct post- limited management audit in selected
 
Governorates
 

PERFORMANCE 	INDICATORS:
 

1. Number 	of conferences held with "?" participants
 
2. 	 Number of key personnel exchanged for "?" person/days of 

"consultation" 

IMPACT INDICATORS:
 

1. 	 Governorate management cadres performing at improved
 
level of productivity
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IMPLEMENTATION BUDGET:
 
USAID 

YR $ 
Others 
YR $ 

Yemen 
YR 

Governorates conferences 
(90 participants x 3 days x 4) 

x 

Exchange program for Govern­
orate "consultants" 
... consultancies, av. of 
2 weeks each, per diem x 

Support to manage program 
over 24 months x 

Evaluation (pre- and 
post- limited mgt. audits 
in selected Governorates) 
Shared with other ranage­
ment interventions, nos ...... 

x 

TOTAL: 

Yemen 
Project 

YR 
YR US$ 

Cost per Governorate: 
per health official: 

RECURRENT BUDGET ESTIMATES (ROY): 
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PRIORITY B
 

INTERVENTION: STRENGTHENING TEAM MANAGEMENT AND SUPERVISION
 

PROGRAM OBJECTIVE: 	 Improve performance and responsiveness of
 
selected MCH/FC services
 

SUB-PROGRAM OBJECTIVE: 	 Strengthen team management and
 
supervision
 

ACTIVITIES:
 

Coveraqe: 5 Governorates
 

100 key health staff
 

Duration: 30 months
 

1. 	 Conduct pre- limited management audit in selected
 
Governorates
 

2. 	 Assist Director General of the Health Office to organize

work through a management team. Develop work plans and
 
other management tools for effective team management
 

3. 	 Assist the DG on a regular consulting basis in team
 
management
 

4. 	 Design supervisory structure, draft role descriptions,
 
clarify reporting relationships. Working with
 
supervisors, draft supervisory schedules and checklists.
 
Help identify and solve supervisory problems
 

5. 	 Train supervisors and support them in following new
 
procedures
 

6. 	 Monitor team management and supervisory system over time
 
(18 months)
 

7. 	 Conduct post- limited management audit in selected
 
Governorates
 

PERFORMANCE INDICATORS:
 

1. 	 Team management and supervisory systems and procedures
 
designed and installed
 

2. 	 All staff adequately trained
 
3. Systems functioning 	according to design
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IMPACT INDICATORS:
 

1. 	 Governorate management cadres performing at improved
 
levels of productivity
 

2. 	 Governorate management team achieving workplan objectives
 
3. 	 Health providers motivation enhanced and productivity
 

improved
 

IMPLEMENTATION BUDGET:
 

USAID Others Yemen
 
YR $ YR $ YR
 

Design, installation
 
and training of team manage­
ment
 

Materials and supplies x
 
Training costs (largely
 

on-the-job) x
 
Evaluation (pre- and
 

post- limited mgt. audits
 
in selected Governorates) x
 
Shared with other manage­
ment interventions, nos......
 

TOTAL:
 

Yemen YR
 
Project YR US$
 

Cost per Governorate:
 
per health official:
 

RECURREVT BUDGET ESTIMATES (ROY):
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PRIORITY C
 

INTERVENTION: STRENGTHENING THE LOGISTICS AND SUPPLY SYSTEM
 

PROGRAM OBJECTIVE: Improve performance and responsiveness of
 
selected MCH/FC services
 

SUB-PROGRAM OBJECTIVE: Strengthen the logistic and supply system
 

ACTIVITIES:
 

Coverage: 5 Governorates
 
Catchment area population - 1,400,000
 

Duration: 30 months
 

1. 	 Conduct pre- limited management audit in selected
 
Governorates
 

2. 	 Design improved systems and procedures for logistics and
 
supply
 

3. 	 Install improved systems and procedures, and train
 

personnel in their use
 

4. 	 Monitor performance over time (18 months)
 

5. 	 Conduct post- limited management audit in selected
 
Governorates
 

PERFORMANCE INDICATORS:
 

1. 	 Systems and procedures designed and installed
 
2. 	 All staff adequately trained
 
3. 	 Systems functioning according to design including
 

transport and cold chain
 

IMPACT INDICATORS:
 

1. 	 Supplies delivered and stocked at points of delivery

adequate to sustain PHC activities (vaccines, drugs, ORS,
 
dressings and medical supplies, contraceptives, HIS
 
forms, growth charts, etc.)
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-------------------------------- -------------

IMPLEMENTATION BUDGET:
 
USAID Others Yemen
 
YR $ YR $ YR
 

Design, installation
 
and training
 

Hardware, software,
 
materials/supplies
 
training costs (largely
 
on-the-job)
 

Evaluation (pre- and
 
post- limited mgt. audits
 
in selected Governorates) x
 
Shared with other manage­
ment interventions, nos ......
 

TOTAL:
 

Yemen YR
 
Project YR US$
 

Cost per Governorate:
 
per Health Centei:
 

RECURRENT BUDGET ESTIMATES (ROY):
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I PRIORITY A
 

INTERVENTIOn: DECENTRALIZED PLANNING AND BUDGETING
 

PROGRAM OBJECTIVE: 	 Improve performance and responsiveness of
 
selected MCH/FC services
 

SUB-PROGRAM OBJECTIVE: 	 Support decentralized planning and
 
budgeting
 

ACTIVITIES:
 

Coverage: 5 Governorates
 
50 key health staff
 
Catchment area population - 1,400,000
 

Duration: 30 months
 

1. 	 Assist Director General of the Health Office to design
 
systems and procedures for decentralized planning and
 
budgeting
 

2. 	 Assist DG to install the systems and procedures and train
 
staff
 

3. 	 Provide consultative services to the DG and the
 
management team to implement the new systems and
 
procedures
 

4. 	 Monitor the new systems and procedures on a sustained
 
basis (24 months)
 

PERFORMANCE INDICATORS:
 

1. 	 Systems and procedures designed

2. 	 Systems and procedures installed and staff trained
 
3. 	 Systems and procedures functioning according to design
 

IMPACT INDICATORS:
 

1. 	 Governorate resources being managed for optimum
 
efficiency and effectiveness
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IMPLEMENTATION BUDGET:
 

USAID 
YR $ 

Others 
YR $ 

Yemen 
YR 

Design, installation 
and training 

Hardware, software, 
materials/supplies 
training costs (largely 
on-the-job) 

Evaluation (pre- and 
post- limited mgt. audits 
in selected Governorates) 
Shared with other manage­
ment interventions, nos ...... 

x 

TOTAL: 

Yemen 
Project 

YR 
YR US$ 

Cost per Governorate: 
per health official: 

RECURRENT BUDGET ESTIMATES (ROY): 
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PRIORITY A
 

INTERVENTION: 	 PHC HEALTH INFORMATION AND EPIDEMIOLOGICAL
 
SURVEILLANCE SYSTEM
 

PROGRAM OBJECTIVE: 	 Improve performance and responsiveness of
 
selected MCH/FC services
 

SUB-PROGRAM OBJECTIVE: 	 Install HIS/ESS system
 

ACTIVITIES:
 

Coveraqe: 1 National System
 
5 Governorates
 

health facilities
 
health personnel
 

Catchment area 	population - 1,400,000
 

Duration: 36 	months
 

1. 	 Conduct survey of all existing data collection,
 
processing and utilization mechanisms (not limited to the
 
above 5 Governorates)
 

2. 	 Based on survey, on a national basis, redesign system,

forms and procedures to create one unified standard,
 
simple system including epidemiological surveillance
 

3. 	 Conduct pilot testing for the newly designed in the five
 
Governorates
 

4. 	 Train personnel at all levels to implement the combined
 
system at central level and in the 5 Governorates
 

5. 	 Install system and follow-up on a sustained basis at
 
central level and in the 5 Governorates. Evaluate
 
periodically and ensure provision for feedback and
 
utilization of information for planning and decision­
making
 

PERFORMANCE INDICATORS:
 

1. 	 System redesigned and forms standardized
 
2. 	 System approved by central and governorate level
 

officials
 
3. Personnel 	trained in use of system
 

87
 



4. System installed and functioning
 

IMPACT INDICATORS:
 

1. 	 Corrective action being taken by health personnel on
 
basis of health and epidemiological information
 

IMPLEMENTATION BUDGET:
 

YR 
USAID 

$ YR 
Others 

$ YR 
Yemen 

Survey 
Redesigning system and 

x 

conducting field trials x
 
Equipment
 

Hardware x
 
Software x
 

Printing of forms,
 
training materials x
 

Training
 
Central level x
 
Governorate Health Office x
 
Health Facilities x
 

Sustained monitoring and
 
evaluation x
 

TOTAL:
 

Yemen YR
 
Project YR US$
 

Cost per Governorate:
 
per health facility:
 

RECURRENT BUDGET ESTIMATES (ROY):
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PRIORITY B
 

INTERVENTION: ALTERNATIVE MEANS OF FINANCING PRIMARY HEALTH CARE
 

PROGRAM OBJECTIVE: 	 Increase access to and participation in MCH 
and Family Care programs 

SUB-PROGRAM OBJECTIVE: 	 Develop Community-level financing of
 
MCH/FC Services
 

ACTIVITIES:
 

Coverage: 5 Governorates
 
5 PHC Units
 
5 Health Centers
 
Catchment area population - 50,000
 

Duration: 36 months
 

1. 	 Conduct research on feasibility of fees-for-service and
 
LCCDs cost-sharing
 

2. 	 On basis of research findings, organize and conduct pilot
 
interventions
 

2.1 	 Design interventions, including evaluation
 
protocol, obtain approvals in selected
 
Governorates, and obtain counterpart support
 

2.2 	 Select representative PHCUnits and Health Centers
 

(five of each)
 

2.3 	 Train staff and install procedures
 

2.4 	 Conduct pilot interventions over time (2 years)
 

2.5 	 Conduct evaluation and prepare proposals for
 
modification and replication
 

PERFORMANCE INDICATORS:
 

1. Research study 	completed

2. 	 Pilot interventions designed and implementation initiated
 
3. Pilot interventions 	completed
 
4. Evaluation and 	proposals completed
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--------------------------------------------

IMPACT INDICATORS:
 

1. 	 Additional funding available for PHCUnits and Health
 
Centers administered to improve the quality of and
 
accessibility to MCH/FC services in :hose facilities and
 
their catchment areas
 

IMPLEMENTATION BUDGET: 
USAID 

YR $ 
Others 

YR $ 
Yemen 

YR 

Research study 
Local TA (University 
or Public Acctg. firm?) 

Design of interventions 

Contract 

Contract 

Conduct pilot interventions 	 MOPH
 
Training 

Install procedures 


Supervise and Monitor 


Evaluation of inter­
ventions, proposals
 
for replication 


TOTAL:
 

Yemen YR
 
Project YR 


Cost per site:
 
Cost per capita:
 

RECURRENT BUDGET ESTIMATES (ROY)
 

TA for training/
 
installing and
 

monitoring
 

Contract
 

US$
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ATTACHMENT NO. 1
 

STATEMENT OF WORK
 
for a
 

LIMITED SCOPE HEALTH SECTOR ASSESSMENT
 

I. BACKGROUND:
 

USAID/Yemen assistance to the Republic of the Yemen's (ROY)
 
health sector was initiated in 1980 under the Tihama Primary
 
Health Care Project. This project ended in 1990 at a cost of
 
$10.5 million. The ongoing Accelerated Cooperation for Child
 
Survival (ACCS) project was initiated in 1986 with authorized
 
life of project financing of $12.7 million and is scheduled for
 
completion in 1994. Technical assistance is provided under
 
contracts with HEALTHCOM, PATHFINDER and CDC. REACH, HEALTHCOM
 
and PATHFINDER contracts will terminate in 1992. The REACH
 
activity will be extended through March 31, 1993, to allow
 
completion of ongoing acJivitle anCi to continue momecntum during
 
the replanning period. The project activities complement and/or
 
relate to UNICEF, Dutch, Swedish and other donor health
 
assistance in the sector.
 

?:oges- to DL:):
 

The Tihama and the ongoing ACCS projects provide resources
 
for technical assistance, commodity support and training. The
 
significant investments in instiLtutional development,
 
infrastructure and services of the Tihama project have seriously
 
deteriorated because of lack of maintenance and/or operating
 
budget. In addition, the ongoing ACCS project is seriously
 
behind schedule because of bureaucratic delays during the initial
 
two years and nore ecntly be,;use of lack of cou'nerpart
 
resources. Reports indicate that other donor-assisted programs
 
(Dutch, Swedish and UN agencies) in the health sector are also 
experiencing similar difficulties. 

rhe deterioa.t-on o2 ")ast USAID unvastments a:.d th current 

ACCS implementation and operating problems require a serious
 
review of the project objectives, what can productively be
 
completed in the remaining period and new management mechanisms.
 
The new plan will need to consider USAID/Yemen's reduced
 
staffing/management limitations and related A.I.D. policy of
 
concentration on very discrete elements for improved management
 
and sustainability.
 

Of the $12.? :imLLlo: La-nn life-of-project funding, $7.0
 
million has been obligated. The $5.7 million balance may be made
 
available in the remaining period for well-designed and discrete
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child survival-related activities that can be effectively
 
implemented and managed.
 

II. 	 PURPOSE OF THE ASSESSMENT:
 

The assessment is intended to provide new recommendations to
 
USAID and the MPH on:
 

the most appropriate child survival interventions for USAID
 
assistance which can be effectively managed and sustained
 
with available Republic of the Yemen operating budget,
 
technical and management capacities - particularly focussing
 
on child survival.
 

The recommendations will provide the basis for amendment of
 
the ACCS project paper. Recommendations will also be
 
incorporated in the health sector component of USA:D's FY 1992-94
 
Management Plan to bo submitted to Washington in late April 1992,
 
in conjunction with USAID's Annual Budget Submission.
 

In this regard, it is important to note that the operative 
requirement of all USAID/Yemen's assistance will be on program 
and project concetation i.a., the focus will be on a limited 
number of prograi Qbj czivesjp~oect activities thaz have the 
full commitment of the ROY and that can be sustained for the long 
term with available ROY resources. The interest in concentration 
is to also improve management and the implementation of project 
activities to aciev' bt:ez :ong--t_-r dsvelopmen: rsulus. 

In the health sector, USAID's interest will continue to be
 
on the more limited aspects of child survival and related primary
 
health care. Ac-rdilqL'. e 1.sessment is not i-tende to be a 
comprehensive h -Lthsa*.-- aain; b *Jiu. :_ o .;;e more 
discrete elements of child survival. 

III. SCOPE Or WORK%°
 

The fieia as.essmexu will be conaucted beginr.ing o/a March
 
1, 1992. It is estimated that the field work and interviews can
 
be completed in two weeks. A draft report and recommended action
 
plan will be coipleted by April 1 for review and comments by
 
USAID and the MC0?M. 

Recommended action steps:
 

In Washinatnn-


A. 	 Review background documents related to the project
 
including the 1990 Country Development Strategy
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Statement and ACCS Project Paper. (Documents will be
 
made available by Near East Bureau Washington offices).
 

B. 	 Meet with Near East Bureau/Development Resources Office
 
(NE/DR) and A.I.D./Research and Development (R&D) statf
 
for backgrourd briefing on Bureau/Agency
 
health/population sector strategies, issues and central
 
resources available to support Mission programs.
 

In the Yemen:
 

A. 	 Meet with USAID management and Health, Population and
 
Nutrition CHPN) technical staff ficr biefing on overall
 
Mission program strategy, HPN sector programs and to
 
review contractors draft strategy for undertaking the
 
field assessment.
 

B. 	 Meet with MOPH counterparts to:
 

- discuss MOPH draft health sector plans including
 
decentralization plans, budgetary resources and planned
 
allocaLions;
 

-	 review progress on manpower assessment and analysis; 

- review other donor assistance trainin programs, 
technical assistance and commodity support; 

- discuss MOPH institutional strengths and weaknesses and 
perceptions of problems and performance of ongoing 
USAID and other dona:-assisted healh p:ograms in such 
programs as the expanded program for immunization
 
(EPI), disease surveillance, primary health care
 
training and communication activities.
 

C. 	 Meet with UNI"EF, WHO, Dutch, and Swedis.: technicalI and
 
program planning staff to review/discuss their
 
perception of priorities, their program plans, policy
 
and operational issues an- their recommendations for
 
improved child survival and primary health care
 
programs.
 

D. 	 Revise assessment ?!an and schedules as appropriate and
 
discuss with JSA'D end MOPH.
 

E. 	 Undertake field visits to representative health care
 
sites in 3-4 governorates.
 

F. 	 Review prelimInary findings with USAID, MOPH and other
 
donor representatives for comments and clarification as
 
necessary.
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G. 	 Prepare draft report and recommendations for discussion
 
prior to departure of team leader.
 

IV. THE FINAL REPORT:
 

The contractor will prepare a final report that will
 
discuss/comment on key child survival issues including, among
 
others:
 

- decentralization of child survival and related health 
delivery services; 

- technical and management capacities and training 
requirements; 

- strategies/opportunities for private sector 
initiatives; 

- approaches for sustained immunization coverage; 
- disease surveillance; 
- education and communication modalities; 
- integration of child survival and related primary 

health care service delivery in complementary 
popui; cn., Women in Development and primary education 
programs.. 

The report will provide:
 

A. 	 Recommendation.s of discrete and achievable child
 
survival targets of opportunity where USAID resources
 
can be concentrated and most productively utiliued
 
carefully considering the MOPH's and ROY's (more
 
generally) institutional and budgetary capacity.
 

B. 	 To the extent possible, each recommended project
 
intervention should be broken into achievable sub-units 
with schad*-a2 end points and identified/detailed 
perfuance id~z'ors for :)e:iodic asse3menz of 
progress.
 

C. 	 An objective analysis of resource requirements
 
includiL, W ,.ge-, equipment and personncl that %an be 
reasonably met by the ACCS project and counterpart
 
institutions.
 

D. 	 An outline of the responsibilities and authorities of 
each of the .zues; i.e., ACCS *roact, MOPH, local 
councils and others such as cost sharing; (A matrix of 
responsibilities and authorities together with 
budgetary responsibilities must be included in the 
revised project agreement to assure proper management 
and attenion to implementation.) Recent experience 
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may recommend deviation from the practices and/or
 
location of authority now in place.
 

E. Complementarity of the recommended project activities
 
with the planned investments/efforts of key donors to
 
increase the overall impact.
 

F. 	 Options for management of the project under grants,
 
arrangcments with other multilateral donors; e.g.,
 
UNICEF.
 

The report will also provide recommendations for other
 
research and/or other lines of inquiry that will be necessary for
 
project paper amendment and/or strategy development.
 

Format of the report:
 

The report should contain zhe following sections:
 

A. 	 An executive summary outlining
 

- a brief overview of the objectives and general 
methodology of the assess:Lent; 

- significant findings including issues, institutional 
strengths, opportunities and limitations for improved 
child survival and related primary health care; and 

-	 recommendations by priority. 

B. 	 An overview :f child survival and related primary
 
health sector problems and priorities.
 

C. 	 Institutional arrangements, responsibilities and
 
related issues.
 

D. 	 The resource requirements for improved child survival
 
and related primary health care services.
 

E. 	 Racommended ACCS project Interventions by priority with
 

-appropriate analysis supporting the recommendations;
 

-tables, charts, and means-ends diagrams to highlight
 
iput rc- irements for each proposed output; and 

-performance indicators for each intervention.
 

F. 	 Conditions/requirements for successful project
 
interv'enuon 1::oject imlementation including 
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budgetary and personnel resources, revised
 
institutional arrangements, etc.
 

Report Preparation:
 

Before leaving Yemen; the contractor will prepare a draft
 
report, including recommendations, for discussion with
 
USAID/Yemen personnel and members of the host government.
 
The contractor will provide USAID/Yemen with 15 copies of
 
the final report within two weeks following the completion
 
of it work in Yemen.
 

V. 	 TEAM COMPOSITION AND LEVEL OF EFFORT:
 

The assessme.t ":eamwill be composed of four external
 
consultants (contractors) supplerented by USAID/Yemen HPN office
 
staff. Ideally, all of the contract staff will have operating
 
experience in the Yemen and have some knowledge of Arabic.
 

A. 	 Ta Lnader: (Five nerson weeks)
 

The team leader should be an experienced health planner with
 
significant experience in management of child survival
 
programs in developing countries. The team leader will have
 
strong .eade_._hip
and nego'&iation shills and excellent
 
writing ability. Experience in working with USAID-assisted
 
health care programs would be beneficial.
 

The team lead.er w- spend u-j to two working days in
 
Washington r%.vi-in b ;g'o.n documents -nd tiejatinig with 
NE/DR and R&D staff. 

B. Public Health Specialist: (Three person weeks) 

The public health £pecial--st will have extensive technical
 
experience in primary health care delivery systems and more
 
specifically experience in child survival field experience
 
including EP:, ORT, primary health care, logistical support
 
and systems nanage:aen:. Working experience in the Yemen
 
would be ideal.
 

C. 	 TraininQ and Institutional 
Develotye-:.- e- 4. ;t: (Three oers'on weeks) 

The training and institutional development specialist will
 
have extensive field experience in primary health care
 
management and organizational development, training and
 
related resource *udgatin- and planning. Work experience in
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the Yemen would be ideal.
 

D. 	 Local Yemeni Health
 
Specialist: (Three person weeks)
 

A consultant (from outside of MPOH) who must be familiar
 
with the issues and provide objective assessment inputs.
 

E. Yemeni CounteLrparts:
 

The Ministry of Public Health will provide two
 
counterpart staff to work with the team (per diem only).
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APPENDIX B
 

LIST OF PERSONS CONTACTED
 

MINISTRY OF PUBLIC HEALTH - SANA'A
 

Dr. Abdulla Al-Saadi, Undersecretary for Planning
 
and Health Development
 

Dr. Abdul Halim Hashim, Director General
 
Primary Health Care
 

Dr. Ahmed Al-Hamly, Director General, Health Education
 
Dr. Salih Dobahi, Director, Family Health
 
Dr. Adel Barakat, Director, Diarrheal Diseases
 
Dr. Mutasem Sabri, Director, MCH
 
Dr. Mohamed M. Hajar, Public Health Advisor
 

and Director, EPI
 
Dr. Nader M. Sultan, Director, Nutrition
 
Dr. Mahdi Abdulla, Deputy Director, MCH
 

MINISTRY OF PUBLIC HEALTH - GOVERNORATES
 

Hajjah 

Dr. Abdul-K-rim Nasar, Director Genera]., Health Office
 
Dr. Ismail Humaid, Director, Primary Health Care
 
Dr. Ahmed Abbas, Deputy Director, Primary Health Care
 
Ahmed Al-Hugari, REACH Coordinator
 

Hodeida
 

Dr. Ali Fakira, Director Genera]., Health Office
 
Dr. Ali Alshuraai, Deputy Director, Primary Health Care
 
Asia Aishibani, Director, MCH
 
Dr. Zainab Shiathal, Director, Medical Research
 
Sharaf Al-Hamly, REACH Coordinator
 

Aban
 

Dr. Salem Naser Gaber, Director General, Health Office
 
Abdulla Hussin Gaber, Asst. DG, Health Office
 
Salem Mahamed Ali, Director, Health Office, Koufir District
 

(See Trip Reports, Appendices D and E for names of persons
 
seen in health centers and units)
 

OTHER MINISTRIES, INTERNATIONAL AGENCIES, DONORS AND NGOS
 

Ali Al-Hlaly, Deputy Governor of Hajjah
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Dr. Farouk Partow, Acting Country Representative, WHO
 
Stewart McNab, Country Representative, UNICEF
 

Joel Renserom, Assistant Resident Representative
 
for Programs, UNDP
 

Thomas Kencht, Program Officer, United Nations
 
Volunteer Program
 

Dr. Hedia El-Ghouayel, Country Director, UNFPA
 
Amat-Alaleem Al-Sousua, Asst. Undersecretary
 

Ministry of Information
 
Dr. Ahmed Abd El-Rahman, Team Leader
 

Dutch Raada PHC Project
 
Swedish Save the Children
 

Staffan Engblom, Country Representative
 
Birgitta Engblom-Danielson, Programme Officer
 

Joseph Moyer, Director, Peace Corps
 
Yahia Al-Babily, Executive Director
 

Yemen Family Care Association
 
Ahmed M. Shaboot, Dean, Dr. Amin Nasher's High Institute
 

for Health Sciences, Aden
 
Dr. Ibrahim Mohamed Abdel Rahim, WHO Consultant
 

Dr. Amin Nasher's High Institute for Health
 
Sciences, Aden
 

USAID CONTRACTORS
 

Noel L. Brown, Chief of Party, REACH
 
Hashim Awnallah, Administrator, REACH
 
Dr. Syed J. Haider, Resident Advisor, HEALTHCOM
 
Sereen Thaddeus, Resident Advisor, SEATS
 
Dr. Edward N. Kassira, Epidemiologist/Team Leader, NEDS
 

(under PASA arrangement with CDC-Atlanta
 

USAID MISSION TO YEMEN
 

George Flores, Director
 
Charles Habis, Health, Population, Nutrition Officer
 
Raga Al-Hubaishi, Program Specialist, Population
 
Abdulaziz Kaid, Program Specialist, Health
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APPENDIX D
 

LIMITED HEALTH SECTOR ASSESSMENT
 
FIELD TRIP REPORT
 

HAJJAH AND HODEIDAH GOVERNORATES
 

28 - 31 MARCH 1992
 

Team Members:
 

Mr. Ahmed Al-Kohlani MOPH
 
Dr. Aisha Jumann Consultant/USAID
 
Mr. Charles Habis HPN/USAID
 
Mr. Albert Neill Consultant/USAID
 

HAJJAH GOVERNORATE
 

Itinerary:
 

Saturday, 28 March 1992
 
1200 hours Arrive Hajjah
 

Meeting with:
 
Dr. Abdul-Karim Nassar, Director
 
General, Health Office
 
Dr. Ismail. Humaid, Director, PHC
 
Dr. Ahmed Abbas, Dpty. Dir. PHC
 
Mr. Ahmed Al-Hugari, REACH Coordinator
 

1330 hours 	 Meeting with Mr. Ali Al-Hlaly, Deputy
 
Governor
 

1400 to 2400 Observation visits to Qalat Humid PHC
 
hours Unit and Al-Shagadra Health Center
 

Sunday, 29 March 1992
 
1100 hours 	 Conference with DG and staff. Detailed
 

review of REACH/ACCS workplan and
 
management issues
 

1330 hours Depart Hajjah. Stop at Kholan PHC Unit 

Characteristics: 

Population 1,000,000 
Zones 5 

Districts 33 

Different topographic and climatic conditions from high mountainous
 
areas to the seacoast, including five small islands.
 

Mountain disease patterns: hepatitis, bilharzia
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Coastal disease patterns: malaria, tuberculosis
 

Hospitals 4 rural. New 50-bed hospital in Hajjah
 
city to open May, 1992. Expandable to
 
200 beds.
 

Health Centers 7
 
PHC Units 20 permanent, 60 temporary


15 permanent Health Units will be
 
constructed in 1992 and another 15 in
 
1993.
 

The health services in the Governorate have improved greatly in the
 
past ten years when there were only four doctors, one hospital and
 
two health units.
 

Planning ratio for health facilities: 1 PHCUnit/5000 population.

(this would require staffing by both a female and male PHC Worker).
 

The Ministry of Civil Service has a quota for employing PHCWs in
 
each governorate. In the 1992 plan, the Governorate proposed posts

for 74 PHCWs, only five have been employed and the MOPH has agreed
 
to employ the 60 new graduates of the ACCS Project. It is
 
important to look for other sources to fund the PHCWs. 
 In 1989,
 
125 TBAs were trained by BOCD in Aslam end Abbs districts, however,
 
due to the lack of supervision and follow up, there is no
 
information on their performance. The Governorate has 6
 
trainer/supervisors. There are 30 PHCUs; each has one male and one
 
female PHCW. However, supervision and follow-up needs more than
 
just cadre, it needs 'vehicles, petrol, maintenance, and per diem.
 
The allocated funds per health center is YR 2500. To maximize the
 
use of the supervisors, it is important to integrate all PHC
 
activities; at present, one supervisor can not supervise all
 
activities. The EPI program has its own budget for transport and
 
supervision, while all other activities have one budget that comes
 
in nine months instead of the scheduled three months. It is
 
important to team up the EPI, MCH, and PHC supervisors to travel
 
together in one vehicle, or use one supervisor to follow up all the
 
activities.
 

The Project trained 4 supervisors and planned many refresher
 
courses in and out of the count-.y, but only one fellowship (in

Hawaii) was implemented. Refresher courses will be needed for the
 
present working staff and in the future for the new graduates.

Management courses will also be needed for central level staff and
 
the directors of the health centers. External sources for training
 
may be needed. The Health Office submitted training plans to REACH
 
with a schedule for each course, the numbers of trainees, and the
 
area of support nine months ago. REACH agreed, yet, nothing has
 
been implemented.
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The Governorate has seven health centers, two are supported by

REACH. Most of the items mentioned in the REACH Workplan were not
 
implemented, except a workshop in August, 1991 for supervision and
 
follow-up for ten days in Sana'a. The LCCD participated in that
 
workshop.
 

Training of FPHCWs in the governorate started in 1985. Sixty have
 
been trained by REACH, 13 of whom just finished training last
 
month. REACH started discussing the ACCS Project in 1987, however,
 
nothing was done until 1990. Two sites were selected for REACH
 
activities and to start training PHCWs; these were Aflah Al-Sham
 
and Al-Shagadra. REACH signed the agreement in February, 1990.
 
Trainees were selected and sites for building 30 health units were
 
identified. In September, 1990 training started in the sites. So
 
far,. 47 MPHCWs and 13 FPHCWs have been trained in Aflah Al-Sham; 10
 
FPHCWs are still in training in Al-Shaghadra. They will complete

their training in May, 1992. The sixty trained PHCWs are still
 
awaiting appointment as government employees. REACH has provided
 
the two sites with two vehicles and two small generators.
 

Cadre building and furnishing the health centers have been the two
 
major successes in implementing the ACCS project. The hope is to
 
emphasize MCH services in the futurE Plans are to have a FPHCW in
 
each health center and provide MCH s-rvices in all health centers
 
and units in the 33 districts in 5-6 y,ars. Currently there are 65
 
FPHCWs, 125 TBAs, and 132 MPHCWs. £n 1993, the plan calls for
 
training 30 FPHCWs. The ACCS Project aims at covering 50% of the
 
governorate with health services.
 

It is expected that the ACCS Project will strengthen immunization,
 
supervision, and follow-up activities. It states that it will
 
train 140 PHCWs 
trainers/supervisors. 

(70 
C

have 
urrently 

been 
the 

trained) 
Governorate 

and 
has 

6-7 
6 

trainers/supervisors, four of whom were trained by the ACCS 
Project. HEALTHCOM will start a plan for combating diarrhea and
 
encouraging breast feeding in June, 1992.
 

Oalat Humid Health Unit, Maqrabat Binian - Population 9,000
 

This health unit is a temporary one and is rented at YR 8,000/year.

It lacks all basic furniture and equipment. It has two newly

graduated MPHCWs, who have not been employed yet. Services are
 
very poor with no women and few children attending for services.
 
Children come for immunization and people who have traveled from as
 
far as 15 km away have been turned away, forced to look elsewhere
 
due to the shortages of vaccines and medicines. Malaria is
 
endemic, yet the unit has no chlorqiune. As the population is
 
scattered in very rough, mountainous area, health workers have to
 
walk to reach the population, especially since the health unit has
 
no transport facility. The average number of service seekers is
 
18/day. A cholera epidemic hit the area at the end of February

incurring 8 fatalities. PFCWs go to the homes of cholera patients
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and distribute drugs to those who come in contact with the patient
 
as a preventive measure. Supervision and follow-up to the health
 
unit is poor. The reporting system is also poor. Data collected
 
is not analyzed, nor sent in a form to those concerned at the
 
Health Office. Women receive health services from a traditional
 
women practitioner since no other women are trained in this area in
 
providing health care service.
 

Al-Shaadra Health Center
 

Four administrators and ten technicians work with a Sudanese
 
physician who has been there for five months. There are ten
 
trainees. Population in the area served is 50,000.
 

The Health Center, supported by the ACCS Project, provides

preventive and curative services. It has an EPI Room, MCH Room, a
 
Lab, a Nutrition and Growth Monitoring Room and an Emergency Care
 
Unit.
 

The Center charges patients for some of the services offered.
 
There is a YR 5 registration fee; students and emergency cases are
 
exempted from this. Of the YR 5 fee, one rial goes to MOPH, and
 
one rial is for the Yemeni Red Crescent. Medical reports cost YR
 
300 and dressing of wounds cost YR 50. Lab procedures cost YR 10.
 
All funds are sent to MOPH. The center serves approximately 3,000
 
patients per month.
 

Training is coordinated with the Health Manpower Institute. The
 
trainees get YR 1,000 per month; YR 500 paid by the ACCS Project

and YR 500 paid by the LCCD. Training is divided into two parts,
 
a theoretical part conducted at the center and a practical part
 
conducted at the hospital in Hajja city. For the MPHCWs. Yemeni
 
trainers conduct the training; for the FPHCWs, a female Sudanese
 
trainer conducts the training. Examination of the trainees is done
 
by the staff of the MCH department at the MOPH and HMI. Thirty

MPHCWs participated in training; 27 graduated and 3 failed.
 
Currently, ten FPHCWs are under training. The are expected to
 
graduate in May, 1992.
 

The Center's most important activities are immunization and health
 
education. Health education relates to hygiene and is conducted at
 
thee Center, in the schools and at homes. People respond to
 
immunization. The Center selected ten schools where HE lectures on
 
personal hygiene are presented once a month as a special program to
 
combat cholera. Diarrhea is ranked as the number one problem in
 
the Governorate.
 

Khowlan PHC Unit
 

The unit was built by the community and UNICEF in 1986/87, costing
 
a total of YR 65,000. The unit has two rooms, one for immunization
 
and the other for check-ups. It serves three villages with a total
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population of 6,000. Cholera is prevalent with 16 cases and five
 
deaths between 15 March and 28 March 1992. No water is available.
 
The unit only serves men and children. For cholera cases, the
 
advise is to isolate the case and give medicine to contacts,
 
however, no medicine is available for the children. EPI Supervisor
 
comes cnce every three months to look at statistics and the cold
 
chain. PHCWs walk for outreach immunization and HE activities.
 
There are difficulties with the community demanding drugs that are
 
usually not available. At times children coming for immunization
 
have had to be turned away because it is impractical to one vile of
 
vaccine to immunize one child.
 

Statistics are reported in a book, gathered at the end of the month
 
and taken by one of the PHCWs to the Health Office in Hajja. The
 
LCCD has 38 members. They help in gathering people for
 
immunizations and HE outreach activities.
 

Problems include scattered population with rough roads and cultural
 
barriers for women.
 

Observations and Findings:
 

1. 	 Accessibility and utilization is very low due to a number of
 
critical barriers:
 

Physical Barriers: Settlements are scattered throughout a
 
very rugged mountainous terrain. Villages are located on
 
mountain tops. Roads are unpaved. There is no public
 
transport other than private taxis which are high cost (YR500
 
per ride).
 

Cultural Barriers: Strict Islamic customs preclude males from
 
providing health care to females, not even for health
 
education. The lack of female health providers severely
 
limits accessibility for the two most important groups-at­
risk, women and children. In many locations this results in
 
no health services for these groups at all.
 

Technical Barriers: Health providers are expected to do more
 
than they are trained for. They actually have a narrow role;
 
they diagnose and dispense drugs. The communities give lower
 
priority to maternal care than to ambulatory curative
 
services. The PHCWorkers are presently visiting homes to
 
advise on safe hygienic practices because of the cholera
 
outbreak.
 

PHCWorkers do not appear to be doing ORT on a regular basis.
 
There is no ORT education. Physicians in the health centers
 
also complained about the lack of skills in the PHCWorkers.
 
Overall there is low utilization, with little or no provision
 
of MCH services.
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Management Barriers: There is no supervision, no refresher
 
courses (to date). Costs for maintaining vehicles inhibits
 
supervision and supply. While registers are maintained in the
 
health facilities, there is no standard HIS recording and
 
reporting, with the exception of vital statistics.
 

Cost of maintaining a Health Center
 
(excluding personnel and drugs): YR 2,500/month
 
Cost of maintaining a PHC Unit: YR 666/month.
 
Cost of building a PHC Unit: YR 65.000.
 

2. Training
 

Learning is typical of Yemen system; students learn by rote
 
and are incapable of responding to special needs and problems.
 
The emphasis is on classroom training, when practical
 
experience is needed.
 

Female trainees are forced to remain in the area where they

live. This cdn result in a maldistribution of health workers.
 

Use of Sudanese women as trainers has resulted in some
 
problems. But female Yemeni trainers are too liberal in
 
their outlook to work in remote areas like Hajjah. Higher

salaries for Yemeni trainers might provide the motivation
 
needed. In future, selected PHC workers can be upgraded to
 
become trainers.
 

?idwifery training is a priority need. There are presently
 
only two mi.dwives in the entire Governorate. Can train at
 
Hajjah branch of HMI, 3-1/2 year course. Problem is
 
recruiting candidates and then absorbing them on MOPH rolls.
 
Midwives can become trainers of TBAs.
 

Governorate requested refresher courses from REACI. 5-6 months 
ago, but no response. 

3. Service Delivery
 

In preventive care, all that is basically done is
 
immunization. Other programs could "piggy-back" on EPI, such
 
as ORT and malaria prophylaxis.
 

4. Management
 

Management at the Governorate level is clearly in need of
 
strengthening. There are no plans of action, no management
 
nor health information, no workplan to support the REACH
 
workplan (last one in 1989) there appears to be no delineation
 
of roles and responsibilities, no job descriptions, no
 
procedures manuals, no protocols, no supervisory schedules, no
 
supervision checklists, etc.
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There is no model to follow for planning and management.
 
Governorate priorities differ from the central Ministry, e.g.
 
in the allocation of resources for Primary Health Care.
 

There are six supervisors in the Governorate; four were
 
existing, four trained by REACH. But two have left, leaving
 
the six remaining. One Health Center is to supervise 30 PHC
 
Units.
 

Technical support for strengthening management could prove a
 
worthwhile intervention for foreign assistance. Suggest long­
term technical assistance for management development, not
 
workshops. (Workshops could supplement the sustained support,
 
but are no substitute for it).
 

5. 	 Manpower
 

What is required to reach 50% coverage. As a general rule-of-­
thumb, according to the formula of 1 PHC Unit/5000 population,
 
for 1,000,000 people this would require 2,250 PHCWorkers.
 
Since both male and female workers would be required, the
 
number comes to 2,250 males and 2,250 females. 2,250 Units
 
would be required. There are presently 20 permanent and 60
 
temporary units.
 

6. 	 REACH Workplan
 

The team reviewed the FY1991 REACH/ACCS Workplan with the
 
Director General and his staff in some detail.
 

They had not seen the workpla,, nor did the Governorate have
 
a sub-workplan to support it. Most activities have not been
 
carried out, and most outputs not achieved. REACH activity
 
has been largely limited to the training of PHCWorkers. None
 
of the Management objectives (Objective No. 4) have been met.
 
(The Minute of the Meeting held between REACH and the
 
Governorate Health Office on 29 January 1992, does cover some
 
of the more critical. components of the workplan. This type
 
of review on a periodic basis would strengthen project
 
management).
 

Specific Interventions to be considered based on Hajjah
 

Observations and Findings
 

a. 	 Training of midwives
 

b. 	 Development of midwives for training TBAs
 

c. 	 Refresher courses for PHCWorkers (as a supplement to
 
supervision)
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d. 	 Cold chain maintenance
 

e. 	 Training of female training supervisors
 

f. 	 Technical assistance for management development
 

g. 	 Strengthening of the Health Information System, install,
 
train personnel, develop information for planning and
 
management decision-making
 

h. 	 Strengthen REACH Coordinator role. Use management by

workplans. Formulate workplans from the "bottom-up" with
 
participation of the DG and staff.
 

HODEIDAH GOVERNORATE
 

Characteristics:
 

Population: 1.2 mns.
 
Hodeidah City 177,000 (14%)
 
Other cities 157,000 (13%)
 
Rural 881,000 (73%)
 

Health Centers: 24 (21 rural)

PHC Units 99 to 105 (16 have female staff)
 
Training Facilities 2
 
To be added by REACH 3
 

There are 15 trainer/supervisors, 103 MPHCWs, 21 FPHCWs, 6
 
L3As and 54 TBAs
 

Hodeidah ratio for planning facilities: one unit per 2500 to
 

3000 	population.
 

Disease patterns (in order of magnitude):
 

TB, Pertussis, Measles, Tetanus, Diphtheria, Polio
 
(per David E. Bevan, 3/92)
 

Malaria, Respiratory, Diarrhoea, Dressings, Anaemia,
 
Malnutrition (per Rachel Feilden, reports by PHCUnits and
 
HCs, 1990, p. 65)
 

Itinerary:
 

Sunday, 29 March 92
 
1730 hours Arrive Hodeidah
 

Monday, 30 March
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1100 hours 	 Meeting with Director General, Health
 
Office, Dr. Ali Omar Fakirah
 
Dr. Ali Al-Shuraai, Dpty. Director PHC
 
Asia Alshibai, Director MCH
 
Dr. Zaineb Shiathal, Medical Research
 
Director
 

1100 - 1600 hours 	 Observation visits to Tahreer Health
 
Center, Qhuleil Health Center (Dutch
 
supported), Hais Health Center
 

2000 - 2200 hours 	 Extended discussions with Director of
 
Medical Research re: the woman's role in
 
health and development and the potential
 
of women's health committees
 

Tuesday, 31 March
 
1000 hours 	 Conference with DG to cover numerous
 

questions based on observations and
 
review of reports
 

Observations and Findings:
 

1. 	 Contrast with Haiiah: Stark contrast, flat land, better
 
accessibility, better management, higher ratio of
 
murshidaat (female PHC health workers), substantial
 
influx of muqtaribeen (returnees), more urban population.
 

2. 	 Manaaement: DG has workplan. Handicapped by severe
 
shortage of funds. Necessary to juggle funds among
 
departments to keep things going.
 

3. 	 Tihama Project: Built 100 PHCUnits which are still
 
functioning. But not sustainable at initial level; have
 
had to scale them down resulting in a reduction in
 
quality of care. While shortage of time did not allow
 
the Team to survey these units, they are reportedly in a
 
bad state of deterioration.
 

Lessons Learned (from Feilden Assessment, 1/92):
 

o 	 Management systems training worked and had
 
lasting impact
 

o 	 Did not train enough females
 
o 	 Hired local staff who were not Health Office
 

employees so they were lost after the Project
 
o 	 Purchased overly desirable vehicles (rather
 

than utilitarian) which were later taken over
 
by high officials
 

o 	 Gave salary supplements to MPH staff (25%
 
after one year, 50% after two years) which
 
could not be sustained
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o 	 Lacked integration with the Health Office and
 
other agencies
 

o 	 Consultants reports were in English, not
 
translated into Arabic, so were lost to many
 
counterparts
 

o 	 Donor ambitions greater than can be
 
realistically expected to be absorbed."
 

No mention of how facilities and services have been
 
maintained, but the Team's information is that both
 
are very poor.
 

4. 	 EPI: Supply problems.
 

5. 	 Training: Need for emphasis on practical, "hands-on"
 
training. Governorate has 6 trainers, all Yemenis.
 
There has been an overwhelming response from female
 
recruits (over 1000 applicants for 55 positions).
 
Families need the income (YR1000 per month during

training and continuing). But there is no career ladder
 
for PHC Workers. It would be possible to upgrade the
 
better ones to supervisors and trainers.
 

6. 	 Manacement Technology Transfer: Consider USAID-sponsored
 
program to transfer management technology among
 
governorates through organizing conferences of DGS,
 
exchanging Department Heads, and the like).
 

7. 	 Technical Assistance: Fewer consultants and consultants
 
reports. More direct management development assistance
 
such as strengthening the Health Information System and
 
EPI logistics. Set practical performance levels!
 

8. 	 Vehicles: REACH has inventoried vehicles and recommended
 
six be repaired. DG's position is that it would be
 
better to purchase three new vehicles for the same cost
 
of repairing six, and being newer they will last longer.
 

9. 	 Financing HC/T Repairs: The Zaidia HC will require YR
 
2,600,000 to be financed 1/3 REACH, 1/3 ".CCD, 1/3 MOPH.
 
Government has no funds in the immediate, the community
 
has yet to come up with its share. DG requests work
 
proceed with MOPH paying in six months upon completion of
 
repairs. But there are no guarantees.
 

10. 	 PHC Supervision: Monthly to each unit. Cost of petrol
 
an increasing problem. After Ramadan will combine
 
supervisors so they visit together in same vehicle. (NB:
 
Feilden Assessment survey indicated that more then half
 
of PHCWs and LBAs had not seen a supervisor in 6 months,
 
p. 99).
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11. 	 Health Information System: Reliability is questionable.
 
Need training for central statistics staff and for all
 
staff in facilities.
 

12. 	 REACH Consultants: "We know our problems. Some
 
solutions are in our hands; for others, we need help.
 
Feilden recommendations are unworkable. Recommendations
 
for whom? the Health Office, the Project, the MOPH? For
 
example, EPI is a national program; it is not in the
 
Governorate's hands." (DG).
 

13. 	 Women's Village Health Committees: Could be approached
 
in a cautious, low-profile way. Do not bring in outside
 
consultants. (Not been done in this area before; but we
 
have learned the Dutch have organized Village Health
 
Committees - with men and women members - in Baydah 
Governorate). 

14. 	 Dutch Urban Health Project (Ghuliel HC): This is a model
 
project, but has required time (6 years) and resources
 
including three expat staff (now down two). 24,000 urban
 
poor population. This approach, while exemplary, is
 
clearly unsustainable!
 

15. 	 Family Planning: SEATS Project has been to Hodeida and
 
selected two sites for introduction of FP interventions
 
integrated with other health services. The DG states he
 
is in full support of these initiatives.
 

16. 	 Utilization: Team was told average attendance at PHC
 
Units is 100 per day. This contrasts markedly with
 
Feilden analysis of Monthly Activity Reports indicating
 
about 115 per month! We must factor in the attendance at
 
curative facilities (private with doctors and/or nurses).
 

17. 	 Rachel Feilden Assessment (July-August 1992): Contains
 
a great deal of information, much of it based on survey

data and interviews in 33 facilities. Numerous
 
recommendations on all aspects of PHC. These could be
 
reviewed to select interventions on a priority basis.
 

18. 	 Coordinator's Role: Coordinator may be more effective if
 
he were a MOPH employee (counterpart).
 

19. 	 There is a lack of cccessible services to mothers and
 
children, particularly in the rural areas. Reliance on
 
male PHCWs appears to be the most important cultural
 
barrier to accessibility for these two key target groups.
 

21. 	 Training of PHCWs with major emphasis on female workers
 
has proven to be an important contribution to PHC
 
services availability.
 

D-11
 



22. 	 Community participation appears to be affected by

village-level socio-cultural customs impeding decision
 
making in health. Local councils with male membership
 
address all community issues.
 

Specific Interventions to be considered based on Hodeida
 

Observations and Findings:
 

a. 	 Mushidaat training - get on with it
 

b. 	 HIS training
 

c. 	 Repair/replace vehicles
 
d. 	 EPI support (supplies and distribution)
 

e. 	 Women's Village Health Committees
 

f. 	 Management technology transfer: Governorate-to-

Governorate
 

g. 	 Technical Assistance: fewer consultants more
 
direct support (problem with sustainability here;
 
must ensure good counterparts and training
 
components)
 

ADDITIONAL FINDINGS/RECOMMENDATIONS
 

(From Dr. Jumaans Field Notes)
 

General:
 

All FPHCW trainees met by the team in Hajja and Hodeidah expressed

interest in working in deliveries and Health education only, when
 
asked about the most favorite activity. This raises a concern
 
regarding the other PHC activities including immunization, diarrhea
 
control, nutrition, prenatal care, etc.
 

Most deliveries in Hajja and Hodeidah are done at home; for which
 
PHCWs get incentives. This practice should be encouraged so as not
 
to overwhelm the already weak public health structure as well as
 
promoting a "fee-for-service" approach.
 

A referral system for complicated deliveries and risk cases does
 
not exist; a woman may die before reaching a health center where
 
trained personnel may assist. In Hajja, the only four deliveries
 
at the center for the 12 months of training, were ones that had
 
stayed at home for delivery, and only when it became apparent to
 
everyone that trained help was needed, were these women taken to
 
the center. In many cases, it may not be possible to move these
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women to the health center on such short notice.
 

Warning signs for difficult cases and complicated pregnancies must
 
be stressed in training. Health workers should encourage women to
 
attend the HU or HC for prenatal senrices, so these women know what
 
to expect during delivery. Also, in this way at risk cases can be
 
identified at an early stage.
 

A fee for service concept is implemented in one form or another.
 
These include: 1) fees (incentives) for deliveries as noted above;
 
2) charges for ORS packagte:b (in hajji, it was reported that people

paid as much as YR 35 per package); 3) charges for drugs; 4)

charges for basic services such as dressing of wounds, laboratory
 
tests, etc. People seem to accept it as a fact. A useful way is
 
needed to channel the funds. Presently, the funds go to MOPH.
 
This should be decentralized. These funds could be used to
 
purchase necessary drugs and equipment for the health facility or
 
some of it may be used as incentives for health care workers. The
 
factory approach may be used, the more people that come to the
 
center for health services, the high the incentive may be!!
 

Most MPHCWs, all over Yemen, act as physicians, diagnosing diseases
 
and prescribing drugs with little attention paid to preventive
 
measures and health education. This issue has to be dealt with
 
during training and through regular supervisory and follow-up
 
visits.
 

Poor skills of health personnel at all levels is observed.
 
Upgrading the skills of these workers through refresher courses,
 
in-service training or long term training should be addressed.
 

Hajia: 

As it is difficult to recruit females as PHCWs and as most
 
deliveries take place in the homes, it may be important to recruit
 
TBAs for short term training. These women are older and freer in
 
their movements, respected by their society, have access to
 
people's homes and have the basic knowledge. Therefore, they would
 
not need long term training. Training should include prenatal care
 
with recognition of warning signs for referral using adult learning
 
methods and building on previous experience. These TBAs can then
 
be provided with certificates and delivery kits. they may also be
 
important in the distribution of contraceptives and ORS packages.
 

From communication with people working in Hajja, it was apparent
 
that the skills of the health workers are not satisfactory,
 
Therefore, it is important to initiate refresher courses to improve
 
the quality of the health workers performance. This will be needed
 
for all health workers in the country, especially since most of
 
these workers never get supervisory visits and may work alone.
 

Training of FPHCWs should be adopted to the realities of the
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community where the training is conducted; when interviewed, these
 
workers tended to repeat what they had memorized during training.

Teaching methods should also be improved to get away from the
 
memorization style that presently exists. It was observed that
 
most of the training of the FPHCWs concentrates on midwifery as the
 
Sudanese trainers are trained midwives, lacking a strong background
 
in PHC. This explains the students' desire, whether in Hajja or
 
Hodeidah, (both had Sudanese trainers) to perform deliveries and
 
health education activities only after graduation. Futu:e training

should also stress the other PHC components which may be done by

other trainers while the delivery and HE part can still be done the
 
Sudanese trainers, if necessary.
 

The Health Center in Al Shagadra did not have HE material, no
 
posters were seen anywhere in the center. This was especially

important because it is heavily involved in HE activities related
 
to the prevention of cholera. Locally-made HE messages should be
 
encouraged in the training of PHCWs. These should not be costly,

local dialects can be used on posters that target special problems

of the local community. Most HUs and HCs depend on supplies from
 
Sana'a. However, since the logistical system in the MOPH is poor,
 
locally made materials should be encouraged.
 

The REACH coordinator seems to be doing administrative work only

with little involvement in technical matters. He also appears to
 
have no control or even a say in any of the decisions regarding the
 
project. The coordinator could be trained during this period on
 
project management, so that when the project phases out, this
 
person is not lost. Salary of the coordinator should be compatible

with MOPH salaries with some incentives for traveling purposes and
 
additional work in excess of normal government duties.
 

Hodaidah
 

The Dutch urban project does not seem to be sustainable, since the
 
running cost of the center is paid for by the Dutch. the project

prints its own mother and child cards which are different from the
 
ones used by the MOPH, creating a parallel HIS adding to the
 
already confused HIS. Transport, petrol, maintenance of equipment
 
is all done by the project. These will nct be picked up by the
 
Government once the project phases out.
 

Home visits are good and need to be encouraged; yet it is costly

and time consuming; it was stated that on average 4-6 families are
 
visited per day. A mechanism for sustaining this activity needs to
 
be developed, especially for logistics.
 

The center seemed to be overstaffed with FPHCWs; this was also true
 
of the REACH-supported center. OXFAM is also training 12 FPHCWs
 
from the same area which is within the city of Hodeidah. A mal­
distribution of FPHCWs is apparent. A policy should be introduced
 
to limit the number of trainees from each area, and give
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opportunities to other women from remote areas. The same needs to
 
be considered for the ACCS Project since in the three training
 
centers, the women come from the same area where the center is
 
located. This should be reconsidered and women from other places

should be brought in for training. Priority in training should be
 
given to places where there is a severe shortage of FPHCWs. Since
 
Hodeidah governorate is one of the least conservative governorates,

it is possible to have women come from different villages for
 
training purposes. This is already practiced by HMI in Hodeidah.
 

It was stated by the D.G. of the Health Office, that the pool of
 
women returnees is huge and that many women who applied for
 
training either for the ACCS Project or the HMI training courses
 
had to be turned down. These women may serve as a good source for
 
female workers to be taken to other governorates where there is a
 
severe shortage of women recruits.
 

As the civil service is limiting the number of hired PHCWs per
 
governorate, the community may be approached for supporting the
 
salaries of the already graduated workers who cannot be hired until
 
the following year through:
 

a) monthly contributions from all community members and
 
especially tLose who are well off
 

b) fee-for-service concept. Fees may be taken for
 
registration, drugs, immunization, ORS and so forth. A
 
certain amount of these funds can be used to support the
 
salaries of the PHCWs.
 

Health education messages should be practical and adapted to the
 
community realities and available resources.
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APPENDIX E
 

LIMITED HEALTH SECTOR ASSESSMENT
 
FIELD TRIP REPORT
 

BAYDAH AND ABYAN GOVERNORATES
 

28 -31 MARCH 1992
 

Team Members:
 

Mr. Aziz Yahya Project officer, USAID
 
Dr. Ahmed Ghurama MOPH
 
Dr. Rose Macauley Consultant/USAID
 

Itinerary:
 

Day 1 (Saturday, 28 March 1992):
 

The team departed Sana'a at 9:30 AM and arrived in Rada, Baydah
 
Governorate at about 11:30 AM on the same day.
 

Activities: Met and held discussions with the Dutch PHC project
 
team and the director of the hospital/health center. The Team
 
toured the old and new health centers in Rada.
 

Day 2 (Sunday, 29 March 1.992):
 

The team departed Rada at 9:00 AM and arrived Aden at about 4:00
 
PM.
 

Activities: On Sunday, appointments were made since we were told
 
that messages sent from Sana'a concerning our trip were not
 
received.
 

Day 3 (Monday, 30 March 1992):
 

The team departed Aden at 9:00 AM and arrived Abyan about 10:00 AM
 
and held discussions with health officials of the Abyan
 
governorate. The team proceeded to a health center, built by the
 
Swedish in 1988, made observations and held discussions with the
 
staff.
 

The team was then taken to a government health unit in Gaar for
 
observations and discussions.
 

The team returned to Aden at about 4:30 PM on the same day.
 

Day 4 (Tuesday, 31 March 1992):
 

Visited the Amin Nasher High Institute in Aden and met with Mr.
 
Shaboot for about 2 hours beginning at 10: AM.
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The t.:am then departed Aden at about 12:35 and arrived Sana'a at
 
6:30PM.
 

Rada--Dutch primary health care project:
 

Persons contacted:
 

Dr.Ahmed Abd El-Rahman Team leader, PHC Rada
 
Wilhelmina Giessen 	 Public health nurse
 
Marjan Terwey 	 Health educationist
 
Karla Hofman 	 Public health nurse
 
Bouwe-Jan Smeding 	 Public health nurse
 
Nassa Ahmed Al-Ahmar Hospital administrator
 

The project was initiated by the Swedish in the 70's and later
 

taken over by the Dutch in 1988.
 

Objective of the Project:
 

(General) To improve the health of Yemenis through integrated

primary health care at the District level, by training primary

health care workers, (mainly females), improving managerial

capabilities and building primary health care units.
 

Targets:
 

1. 	 Fully mobilize the communities to identify their own needs,
 
identify possible solutions and to be fully involved in
 
working out the solutions.
 

2. 	 Build 15 PHCUs in several villages
 
3. 	 Train enough FPHCWs to staff the PHCUs and the health center
 
4. 	 Build the management capacity among the nationals to take
 

over the programs initiated by the project when the
 
funding period ends in 1993.
 

5. 	 Build and furnish the health center in Rada
 

Achievements to Date:
 

1. 	 60 FPHCWs trained, 50 already hired by government. Other
 
10 are working in the health center and health units but
 
compensated by the project while awaiting to be hired.
 

2. 	 3 PHCUs nearing completion
 
3. 	 The health center in Rada is completed awaiting furniture
 

trom the Netherlands. This center should hopefully be
 
ready for use by the end of June, 1992.
 

Problems as per Dr. Ahmed Abd El-Rahman:
 

1. 	 Shortage of trained personnel to serve as counterparts to
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the team members
 
2. 	 Lack of management experience among the nationals
 
3. 	 Lack of female supervisors
 
4. 	 Lack of collaboration between the D.G. for health
 

services in Baydah and director for health services in
 
Rada.
 

Steps taken to resolve the above problems:
 

1. 	 Two females have been sent to Aden to have training in
 
management in addition to advance training in their area
 
of interest, eg. health education.
 

2. 	 Plans are inder way to train eligible FPHCWs as
 
supervisors
 

3. 	 There have been couple of ineetings between the D.G. and
 
the director to iron out their differences. Relationship

between the two has improved greatly
 

Sus ;ainability:
 

1. 	 Recurrent ccst for all activities is currently been paid
 
for by the ROY.
 

2. 	 Construction of PHCUs is equally shared by the LCCDs, and
 
the project.
 

3. 	 Nationals are been trained to take over the management of
 
the project.


4. 	 Village health communities could and are willing to
 
support the FPHCWs from their rp-pective villages.
 

Lessons Learned:
 

1. 	 Work directly at the district level
 
2. 	 Strong mobilization team is crucial
 
3. 	 Work to gain the confidence of the communities
 
4. 	 Traditional organizations can be very helpful, though
 

some may serve as barriers.
 
5. 	 Only one donor orgcnization should be allowed to work in
 

any District (per hospital administrator)
 
6. 	 A mobil team can serve two purposes: (1) to mobilize the
 

communities, and (2) to increase health care coverage.
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ABYAN GOVERNORATE
 

Persona contacted:
 

Dr. Salem Naser Gaber D.G., Health Office 
Mr. Aboulla Hussin Gama Asst. D.G., Health 

Office 
Mr. A. M. Shaboot Dr. Amin N. Nasher's 

Institute for Health 
Sciences 

Dr. Ibrahim Mohmed Abdel Rahim WHO Consultant Amin 
Nasher Institute 

Population ... .......... 375,000
 
# of Districts ..... ........... 4
 
# Hospitals ....... ............ 8
 
# of health centers ... ......... .. 35
 
# of health units .... .......... .. 85
 
# of medical assistants .. ....... .. 88
 
# of dentists ...... ........... 3
 
of dental assistants .. ....... .. 12
 

# of Yemeni doctors ... ......... .. 24
 
females ..... .......... 2
 

# of non-Yemeni doctors .. ....... .. 21
 
females ... .......... .. 8
 

# of health guides .. ........ .. 2251
 
females .... .......... .. 25
 

# of TBAs (all femalec) .. ....... .. 75
 

Major Diseases:
 
-Diarrhea
 
-Parasitic diseases
 
-Acute respiratory infection
 
-malaria
 
-Hepatitis
 
-Other tropical diseases
 
-Motor vehicle accidents
 

1 All health guides are people in different professions, eg. 
teachers, farmers, etc., who volunteer their service. 

Duration of health guide training: 4 weeks with frequent refresher
 
courses
 

Content of training: Health Guides are trained to give first aid
 
and to treat common illness such as; diarrhea, malaria, etc. They
 
are also trained to conduct health education on water and
 
sanitation, recognize risk signs in pregnancy, and referral
 
procedures.
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Supervision:
 

There are three levels of supervision in the Abyan Governorate:
 

-Central (governorate level), level
 
-District level
 
-Area or health center level
 

The central level supervises the district level once every three
 
months, picking-up reports, replenishing drugs, and supplies where
 
necessary and available, etc. The district level does the same for
 
the area level once every three months. Each district is divided
 
into 3 areas for supervisory purposes. The health centers in turn
 
supervise the health units and the two together supervise the
 
health guides in the villages on a monthly basis. The supervisory

team at central and district levels is composed of people from
 
the following areas: MCH, EPI, PHC, Health education.
 

Content of health guide's monthly r~port:
 
Number of cases seen
 
Types disease (complaints)
 
Type of treatment given
 
Outcome
 
Number of health education sessions held and topic discussed
 

during each session
 

Reports at higher levels may include more information depending on
 
the level.
 

Problems:
 

-Finances
 
-Feedback --"MOPH in Sana'a does not supervise us, we send
 

reports but never get feedback. We too are getting
 
lazy now."
 

-Health guides are now requesting for compensation since they

heard that PHCWs in the Northern governorates are being paid.
 

Donor assistance is greatly needed in the following areas:
 
Family planning
 
CDD
 
PHC
 
Malaria control
 
Sanitation
 

GAAR HEALTH UNIT
 

Persons contacted:
 

Mrs. Mahdia Saleh Midwife
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Mr. Salem Moh'd Ali Lab. Tech. and Director of the Health Unit
 

The unit provides both preventive and curative services.
 

Intake is drastically reduced this month because of Ramadan.
 
Usual daily attendance is about 100-150
 

Services utilization is about 90%. Most women come for prenatal
 
care in the first or second trimester.
 

Staff:
 

-3 medical assistants
 
-4 midwives
 
-7 nurses, 5 of whom are females
 

FINDINGS
 

People were found working in every office and health facility

visited, during Ramadan, both men and women. The Team found more
 
female health workers in each of the health facilities visited who
 
were open and willing to talk with the team members.
 

Is there a role for health guides/motivator in the villages of the
 
northern Governorates? Can TBAs be recruited for this? The
 
problem seems to be to find the right trainers for illiterate
 
trainees.
 

In Abyan there was an attempt to train TBAs, but they did not
 
respond! The foreign trainers were unable to cope.
 

The Undersecretary for Health Planning and Development (in the Team
 
interview) alluded to the role of volunteer health guides.
 

Characteristics of the Health System in the Southern Governorates:
 

1. 	 The health system appears to be more of a "bottom-up" system
 
with community involvement and community health workers
 
(Health Guides) - to a greater extent than that found in the
 
Northern part.
 

2. 	 Health manpower appears not to be a problem. There are
 
adequate trained health manpower as per the D.G. of Health
 
Services.
 

3. 	 Recruiting female health workers is no problem either. There
 
are over 200 females willing to be trained as health workers.
 

4. 	 Supervisory system is in place, though not practiced regularly
 
now because of logistics problems.
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5. 	 Majority of the health guides (volunteers) are still willing
 
to work as per their original mandate. A few are now
 
requesting compensation as the word has gotten around that
 
PHCWs are paid in the Northern governorates.
 

(Note: For a list of distinctive characteristics between the
 
southern and northern governorates, see Issue No. 5.10, "Future
 
Project Assistance for the Southern Governorates").
 

POSSIBLE INTERVENTIONS BASED ON THE
 
SOUTHERN GOVERNORATES EXPERIENCE
 

1. 	 Train health guides In the villages with emphasis on females
 
with appropriate modifications.
 

2. 	 Institutionalize training (so that each project doesn't have
 
to go about it on an ad hoc basis). Also ensures
 
standardization of curricula, and places training in the hands
 
of a local institution.
 

3. 	 Use the Amin Nasher High Institute in Aden to train mid-level
 
managers for the northern governorates. This training could be
 
an incentive for the FPHCWs. The Rada PHC PROJECT has sent
 
two to be trained and are quite satisfied with the results.
 

4. 	 Consider the organization of mobile teams for community
 
mobilization and superision.
 

E-7
 



APPENDIX F
 

INTERVIEWS WITH FEMALE HEALTH PROVIDERS
 

By Dr. Aisha Jumaan, Member Assessment Team
 

Note: During the field trip to Hajjah and Hodeida
 
Governorates, Dr. Jumaan took the opportunity to
 
interview all female health providers and trainees with
 
whom she came in contact. She took extensive notes,
 
which are recorded in this appendix. The role of the
 
female health provider, her attitudes and motivations are
 
deemed to be critical ingredients of the Yemeni health
 
system.
 

HAJJAH GOVERNORATE - 28-29 MARCH 1992
 

Al-Sqhadra Health Center:
 

Fatima Naji, Trainee:
 

Fatima started training on 15 April 1991. All trainees are rotated
 
to serve one week in each of the following sections: EPI, Medical
 
Doctor, MCH, Diarrhea Control. The two months practical midwifery

training will start 
in May after the return of the trainer from
 
Sudan. The trainees have conducted some outreach activities to
 
four villages around the health center. The services provided

include EPI, health education and home visits.
 

The most popular activities among all female PHCWs interviewed were
 
delivery and health education. Health education messages

concentrate on personal hygiene, importance of clean drinking
 
water, and prenatal care, especially in regard to nutrition and
 
immunization. Schools for girls and women's gatherings are used
 
for tetanus immunization.
 

Iman Abdulrahman, Trainee:
 

Iman works in the Delivery Room. Most deliveries are conducted at
 
home with TBAs attending except for emergency cases that are
 
brought to the center. Since May, 1991, only four deliveries have
 
been conducted at the center; all were emergency cases and one
 
resulted in the death of the newborn. Womcn do not usually come in
 
for prenatal services. Health education is provided on
 
breastfeeding, hygiene, washing of vegetables, and environmental
 
health. Some women refuse to listen to the FPHCWs because of their
 
young age and lack of experience. Multiparity is high. They try to
 
do some FP counselling in the cen:er. However, the acceptance of
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the FP concept is low. During one year of work, only three women
 
came in for FP services and only 5-6 came in for prenatal services.
 
Outreach activities are done once a month with a team of three
 
FPHCWs, three MPFCWs and the immunization supervisor. Microphones
 
are used to inform people of meeting places.
 

Takia Alshargi and Amani Alansi, Trainees:
 

Takia and Amani work in the Maternity Room. Prenatal care includes
 
common questions about parity, family size, numbers of pregnancies,
 
age, and if there have been any abortions. Advise is given if the
 
mother's weight is below normal. When food was distributed many
 
women attended. Once the food distribution stopped few women came.
 
Most people come to the center for curative services only and
 
refuse any preventive measures such as immunization or health
 
education messages. TV messages on immunization have increased
 
people's awareness and demand for immunization services. The
 
recent TV message on diarrhea motivated the people to clean the
 
streets.
 

Kawkab Naji and Saida Naji, Trainees:
 

Kawkab and Saida work in the Nutrition and Diarrhea Control Room.
 
Health education is done on breastfeeding and weaning foods.
 
Children are weighed but they do not have any growth monitoring

charts. Sick children are referred to the physician. An average

of five diarrhea cases are seen per day.
 

HODEIDA GOVERNORATE - 30-31 MARCH 1992
 

Female recruitment is easy in Hodeidah. In Hais and Marawa, more
 
than 100 women applied for the training posts. For HMI training

about 1200 women applied, competing for 55 vacancies. Many of the
 
applicants have finished secondary school. This large pool of
 
applicants is due to the return of emigrants who have educated
 
girls looking for job opportunities.
 

Tahreer Health Center (Urban):
 

Seven women work in the center. There are three public health
 
nurses; one in the HE room, one in growth monitoring, and one in
 
FP. There is one nurse working in first aid and 2 midwives in the
 
Midwifery room. The center is only open during the day so few
 
deliveries are conducted there. 
The average number of deliveries
 
is 4 p'er month. The midwives are sometimes called to the women's
 
homes for deliveries. One FPHCW works in the immunization room.
 
The statistics officer prepares the monthly and yearly reports

after taking the daily forms from the respective sections. One
 
female General Practitioner works in the center. Drugs are scarce,

especially those for pregnant women such as vitamins, iron tablets,
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and antiacid.
 

Saud Ali, Midwife and Fatum Khzan, Health Educator:
 

Saud works in the Growth Monitoring Room. The children are weighed
 
after immurization. A card is used for recording the immunizations
 
and child'- weight. Malnourished children are sent to the Health
 
Education Room.
 

Most health education is done verbally, stressing the importance of
 
using locally available material in preparing nutritious weaning
 
foods. FP services are widely accepted with the pill being the
 
most used method. On March 28th, 18 users came into the center for
 
FP services, two were new and 16 had attended previously. Between
 
1 March 1991, and 29 March 1992, 647 women came for FP services.
 
Eleven IUDs were inserted in February. Supplies are from the YFCA.
 

Fatima Baker, Midwife:
 

Fatima keeps daily and monthly records in the Maternity Room.
 
There are no prenatal cards, but Fatima has established her own
 
card system to record vital information including: name; age;
 
weight; BP; month of pregnancy; date; and number of living
 
children. The number of patients seen ranges from 2-30 depending
 
on the day of the week. Saturday, Sunday and Monday are the most
 
active because those are also the immunizat.uri days. The most
 
prevalent health problem among pregnant women is anemia. They do
 
blood and urine lab tests for pregnant women.
 

OXFAM FPHCWs Trainees:
 

OXFAM is conducting training for eleven FPHCWs from the Alrabsa
 
area located about 3km from Hodeidah city. They have been in
 
training for eleven months under a Sudanese trainer. They expect
 
to graduate in April, 1992. Practical training is conducted in
 
Althora Hospital, Health Centers, and at women's homes. They
 
conduct field visits on environmental health, water, and garbage
 
disposal. The trainees get YR 500 from OXFAM and they are supposed
 
to get YR 500 from the LCCD, however, the LCCD has not paid. All
 
trainees agree that deliveries 
favorite topics. 

and health education were their 

Ohuleil Health Center (Dutch supported): 

Six FPHCWs, one Yemeni midwife, one Dutch midwife and one nurse 
work in the Center. The rest conduct outreach activities. The
 
PHCWs visit high risk-women in their homes on a monthly basis for
 
follow-up. Three days per week are spent weighing children,
 
delivering food and demonstrating the proper methods of preparing
 
weaning foods, and delivering curative services. Four areas have
 
been identified for these services. Each area is visited once a
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month for three days. In each area there are 26 - 80 families.
 
The remaining times is spent registering new families and referring
 
mothers to the clinic. Vehicles are essential for these
 
activities. Only four at ':isk families can be covered by one PHCW
 
per day as these visits are time consuming. Five to six families
 
can be visited per day for follow up and completing their files.
 
Immunization and prenatal care services are provided and food is
 
distributed to mothers during these field visits. Color coded
 
cards are used.
 

Hanan Hussein, Nurse graduated from Jedda, PHCWs Fatima Abdulla and
 
Elham Salem:
 

Hanan, Fatima and Elham work in the Nutrition Room. Duties include
 
following children's growth, administering ORS. On the most active
 
days between 27 and 42 children visit the Nutrition and Health
 
Education Room.
 

Alia Ahmed, PHCW, Suad Ibrahim, PHCW:
 

Alia and Suad are rotated to cover weighing, immunization,
 
nutrition, prenatal, and registry. Between 90 and 105 children are
 
brought in for immunization per day from outside the area,
 
especially after the return of the Yemeni emigrants.
 

Home visits are time consuming because some mothers refuse to open
 
the door, others refuse to answer questions, and some refuse to
 
come to the center as referred. Women who have appointments and do
 
not show up at the center are visited at their homes to determine
 
the reason for not coming. Immunization is the most accepted
 
service among the population.
 

Fatima Omer, PHCW BOCD Trainee and Zaiton Hassan, Midwife from
 
Aden:
 

Both Fatima and Zaiton work in the Maternity Room. Duties include
 
prenatal care, post natal care, FP, tetanus immunization, home
 
deliveries, and home visits for women after delivery. Cards are
 
used to identify women who are at risk. Most deliveries are
 
conducted at home. There are very few deliveries at the center.
 

Pregnant women's problems include anemia, dizziness, high BP, and
 
the lack of money to purchase the necessary drugs. IUD insertion
 
and at-risk cases are delayed until one of the three days in which
 
Maroline, the Dutch Midwife, works in the center. Between 40-80
 
women attend the Maternal Room per day for prenatal care and family

planning services. Other activities include follow-up for pregnant
 
women and visiting women in their homes to encourage them to attend
 
the center and conducting Health Education sessions. The pill is
 
universally used.
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A Dutch midwife works several days per week in the center and does
 
outreach activities the remainder of the week. Most women come to
 
the center during the days she works in the center. They have a
 
good data collection method on immunization and growth monitoring.
 
They use two growth charts; one is given to the mother and the
 
other (a smaller one) is kept at the center. There is also a
 
Nutrition Room for cooking demonstrations.
 

Hais Health Center:
 

Fatima Abdul Momen, Sudanese Trainer:
 

Fatima has been employed for training since November, 1991, but
 
since training has not started, she is delivering health services
 
at the center. The center has four physicians, two Yemeni and two
 
Sudanese (a man and his wife). It also has two nurses, one
 
physician's assistant and one PHCW for immunizations. We could not
 
visit the center because we arrived after working hours.
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APPENDIX G
 

Background, Strategies and Opportunities for Private
 
Sector Initiatives in Health and Population
 

Contributed by Zain Ahmed Zain, MD, MPH
 
Consultant to Limited Health Sector Assessment Team
 

The private sector in the northern part of Yemen has traditionally
 
been dynamic in all sectors of the Yemeni economy. The centrally
 
planned economy pursued in the PDRY discouraged this sector, but
 
following unification in 1990, it has began to flourish as well.
 

The health care delivery system in Yemen is a mixed private/public
 
system. The private health sector is active and well developed.

Three types of private health providers, the basis of delivery, can
 
be identified in Yemen. These are:
 

1. 	 FOR PROFIT SECTOR: These include private hospitals and
 
clinics, private insurance companies, traditional
 
healers/midwives, drug stores, pharmacies and shops.
 

2. 	 NON-GOVERNMENTAL ORGANIZATIONS: These include foreign
 
operated and local organizations. Many of the NGOs including

various Red Crescent Societies operate clinics, health centers
 
and hospitals with MOPH or alone, but there is a trend of
 
handing over these facilities to MOPH. Of the local
 
organizations, the Yemen Family Care Association specializes

in family planning and MCH. The Local Councils for
 
Cooperative Development (LCCD) have been instrumental in
 
mobilizing significant community resources for primary health
 
care in the former northern governorates. It is estimated
 
that contributions of LCCD's amount to YR 120 million,
 
equivalent to 30% of the total of Yemen's health care
 
allocations, or 10% of the total third five-year health
 
investment plan of the government.6
 

3. 	 SOCIAL MARKETING: This is in its early stage of
 
development, but is expected to play a significant role
 
in the distribution of contraceptives and ORS in the
 
coming years.
 

It is estimated that private clinics provide about 15% of care in
 
the cities in Yemen with figures in the capitol much higher.
 
Currently there are about 1100 pharmacies and drug stores and over
 
1000 general practitioners'. The extent of public sector employees
 
in private practice is not known. However, the MOPH allows its
 
physicians to engage in private practice. Generally, most
 
physicians in medical faculties and in health administration posts
 
at MOPH headquarters and governorates engage in private practice.
 
In urban areas, private hospitals and clinics equipped with
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sophisticated diagnostic facilities offer a range of specialty and
 
subspecialty services in group or solo practices. In rural and
 
peri-urban areas, drug stores, paramedical and primary health
 
workers, including traditional practitioners, provide medical care.
 
The role of traditional health care is not well documented, but
 
this form of care provided by Koranic specialists or herbalists,
 
including birth attendants, is believed to be utilized by a
 
significant percentage of the population7.
 

A study8 in four villages in 1988 reported that utilization of
 
traditional healers was 1.1 per child per year in contrast to 1.4
 
for modern healers. A local practitioner known as the Sahi (a man
 
who practices medicine using western drugs) has flourished in rural
 
parts of northern Yemen in the last 20 years.
 

The charge to patients for private care at present is rather
 
expensive by Yemeni standards (Table 1). Fees for surgery range

between US $83.00 to US $250.00 with the overall operating fee
 
amounting to double the physician's fee. The average fees for
 
normal delivery, caesarian section and tubal ligation are US
 
$125.00, $520.00 and $374.00 respectively2.
 

A 1989 study carried out in 20 villages of rural Taiz found that on
 
average, the total cost of a health care visit was YR 422. 
 Annual
 
cost per year was YR 1182. The largest expense was for
 
medications, which amounted to 49% of the total cost. 
The second
 
largest cost was transportation, which amounted to 32%. According
 
to this study, paying YR 1182, means families spend more than one
 
fifth of their annual budget (estimated at YR 5396 in 1991) on
 

2
health care .
 

It is estimated that about 10,000 Yemenis seek health care outside
 
the country annually, at a total cost of US $60 million9. Out-of-

Country medical care costs the government (1989) about US $4.6
 
million in direct hard currency subsidies. Although it is
 
impossible to estimate how much people spend of thc.r own funds,
 
the total expenditure on foreign medical care (US $60 million) is
 
significant in a country of the size and resources of Yemen.
 
Another recent phenomenon is the pracc.ice of arranging foreign

specialists in ophthalmology and dentistry to provide care in
 
mobile clinics. Patients are required to pay in hard currency for
 
these services.
 

Alternative financing of health care through insurance for public

employees has been under study since 1990, and a demonstration
 
project based in Al-Thowra Hospital in Sana'a is proposed4.
 
However, a follow-up consultancy report in 19919, cautioned against

implementing the proposal too soon and suggested a phased

implementation and incorporating experiences gained in running a
 
health insurance scheme in the former PDRY. The prcposed
 
government health insurance plan when implemented can reduce the
 
present MOPH financial commitment to hospital care (now running at
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80%) and serve to shift those funds into primary health care and
 
disease prevention activities9. The insurance scheme, per se, does
 
not include preventive services and family planning. And, it has
 
been argued that the development of social insurance that focuses
 
largely on hospital-based horizontal care with its technological
 
focus could only further shift away the emphasis both in funding

and in public psychology from PHC and disease prevention, leading
 
to worsering the situation of the MOPH9.
 

Among the potentials of the private sector, which are planned Co be
 
exploited in Yemen is the distribution of contraceptives through

pharmacies. The Options for Family Care Project (USAID) envisages

strengthening the role of private pharmacies through training and
 
social marketing. In view of the endemicity of iron deficiency

(anemia) in Yemen, a study of the food processing industry in this
 
country (1988) reported the feasibility of wheat flour
 
fortification with iron. Since the publication of this report,
 
some evidence has emerged for the need to fortify salt with iodine
 
and possible dairy products with vitamin A and D.
 

In its 1993-97 country program UNICEF has planned to increase the
 
role of private pharmacies in the distribution of ORS and education
 
of clients.
 

With regard to non-governmental organizations there seems to be a
 
shortage of local NGOs. These can potentially play a significant
 
role in WID in general and MCH/FP in particular.
 

The role of the Yemeni Family Care Association in family planning

has been significant in the last twenty years. This is a major PVO
 
which provides a range of MCH services. The Syndicate of
 
Physicians and Pharmacists which includes 2600 members has untapped

potential to contribute to safe motherhood and child survival.
 
However, the potentials of the private sector in Yemen, especially

in health insurance schemes, can not fully be realized unless the
 
government adopts a policy for removing some of the barriers to
 
this sector. These are:
 

1. 	 LEGAL: The present constitution I of the ROY has removed
 
the provision of free medical care to the population.
 
However, the government has maintained the practice of
 
the previous constitutions of the YAR and PDRY which
 
stipulate provision of free medical care. In some
 
institutions a token fee for medical care is charged.
 

2. 	 INFLATION: Currently running at 34%3 is not conducive to
 
imports.
 

3. 	 MANPOWER: Over half of the Yemeni health force is
 
composed of expatriates from the Indian subcontinent,
 
Egypt, Palestine, Somalia, Ethiopia, Eastern Europe,
 
China and Cuba. The presence of a large expatriate force
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is necessary in many institutions because of the lack of
 
Yemenis to replace them. However, they represent a
 
considerable source of foreign exchange drain. It is
 
also alleged that the use of foreign health workers in
 
the public sector has allowed Yemenis to spend more time
 
on their private practices at the expense of public
 
service. There is at present little regulation of
 
private practice which is often at the expense of the
 
public sector.
 

4. 	 ATTITUDES TOWARDS INSURANCE: Article 6 of the new
 
0
constitutioni states that the economic foundation of
 

Yemen is "Islamic social justice in production and social
 
relations", and Articles 2 and 3 state Islam is the
 
religion of the state and that Islamic Law (Sharia) is
 
the main source of legislation. Article 6 Section IV
 
also stipulates the establishment of socialist relations
 
based on the Islamic and Arab heritages.
 

The practical interpretation of these Articles remains to be
 
seen. As the Islamic religion teaches that deathi and other
 
vital events are God's will, there has beer. a negative
 
reaction to insurance in general and life insurance in
 
particular. Many people feel that insurance is prohibited by

the teachings of the Koran. This belief would appear not to
 
be relevant in the case of health insurance, but, intensive
 
education and perhaps labelling the plan with some name other
 
than "insurance" will be necessary for successful
 
implementation of any future health insurance4 scheme. These
 
fears may not be well founded, nor should they be discarded
 
entirely.
 

Yemen is not new to insurance and indeed is pursuing the
 
establishment of a health insurance system vigorously. In the
 
PDRY there was a national health insurance scheme and in the
 
YAR and ROY there is a ministry for "Social Insurance and
 
Social Affairs" with a subdivision called "Social Security

Corporation". In 1991, RepuLlican Decree No. 35 authorized
 
the establishment of a health insurance system.
 

5. 	 DATA: 1n many fields data are lacking. A health
 
insurance system requires a sophisticated information
 
base. In this regard, the lack of actuarial data is a
 
major obstacle to development of an insurance system.
 

6. 	 MANAGEMENT: Lack of management skills are impediments
 
for an efficient private health care system.
 

CONCLUSION:
 

In spite of the barriers mentioned above, the country has
 
potentials that facilitate private sector initiatives. Yemen has
 

G-4
 



a tradition of private business running for centuries. Over the
 
years, it has developed an efficient distribution system for goods
 
based on the "suk" (small privately owned shops) network. The new
 
constitution also guarantees private business. In addition, Yemeni
 
business has ample assets in cash and investment capital.
 
Appreciation for western technology, particularly American, is
 
widely prevalent. A critical mass for private medical practice is
 
already in place. There is also a core of Yemeni policy makers
 
pushing for an insurance system.
 

The private sector in Yemen is dynamic. In the health sector, it
 
is extensively involved in providing curative health care in urban
 
settings. This sector is also involved in family planning and the
 
distribution of contraceptives ind ORS. However, the quality of
 
its services and the fees it charges patients are not effectively
 
controlled nor regulated by the government to permit consumer
 
protection. Two other potential areas for private sector
 
involvement which have been considered since 1988 are food
 
fortification and a health insurance scheme. The latter has been
 
authorized by a government decree in 1991 and its implementation is
 
being pushed by the government. As well as being ambitious, it
 
faces several barriers and its implications for the MOPH and PHC
 
are also not well understood. As a short-term strategy (one or two
 
years), close monitoring of the evolution of the health insurance
 
system, supported by additional studies is recommended.
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Table 1
 

FEES FOR PRIVATE MEDICAL CARE IN SELECTED FACILITIES IN YEMEN
 

Rials US$ 
1. Physician visit* 

-specialist 100 8.30 
-consultant 75 6.20 
-GP 50 4.10 

2. surgical fees 
Minor Surgery (eg hernia) 
-surgeon 1000 83.30 
-operating room 750 62.50 
-anesthesiology 250 20.80 
-Total 2000 166.60 

Intermediate Surgery_(eg appendectomy)* 
-surgeon 2000 166.70 
-operating room 1500 125.00 
-anesthesiology 500 41.60 
-Total 4000 333.30 

Major Surgery (eg gall bladder)* 
-surgeon 3000 250.00 
-operating room 2250 187.00 
-anesthesiology 750 62.00 
-Total 6000 500.00 

3. Radiology & Lab* 
-7 panel blood test 70-80 5.80-6.70 
-routine X-ray 85 7.00 
-barium x-ray 500 41.60 
-ultrasound 350-400 29.10-33.30 

4. Obgyn** 
-normal delivery 1500 125.00 
-Caesarian section 5000-7000 458.00-583.00 
-tubal ligation 4000-5000 333.00-416.00 

5. Diarrheal treatment (rural areas)#
 
-average cost per visit 
 264 22.00
 
-drug 116 9.70
 
-transport 	 93.4 
 7.70
 
-exam 26.4 2.20
 
-lab/xray 13.2 1.10
 
-others 13.2 1.10
 

* Al-Iryani Clinic (Sana'a, 1990); Source reference 4 
** Al-Shifa Clinic (199C); Source reference 2. 
# 	 Taiz Diarrheal Survey (1991). Services include private and
 

public health facilities. Source reference 2.
 

Note:All rial equivalents of the US dollar are calculated on the 
basis of the official rate of 1 US$ = 12 Yemeni Rials. Current 
parallel market equivalent is 1 US$ = 30 rials. The consumer price
index (retail price) for medical expenditures in Sana'a rose from 
1122 in 1989 to 1248 in 1990 (1977/1978=100).Source: Reference 5. 
Since 1990 prices have risen markedly for all goods and services in 
Yemen [See reference 5].
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APPENDIX H
 

CHILD SURVIVAL AND RELATED PHC SERVICE DELIVERY
 
IN POPULATION, WOMEN IN DEVELOPMENT AND PRIMARY EDUCATION
 

Contributed by Zain Ahmed Zain, MD, MPH
 
Consultant to Limited Health Sector Assessment Team
 

1.0 Current Status of Child Survival Programs
 

The Government of ROY has emphasized primary health care 
in all
 
past Five-Year Development Plans. Its political commitment to
 
child survival has been expressed in its signing of the declaration
 
of the World Summit for Children and the adoption of a national
 
population policy. The fourth Five-Year Development Plan due in
 
1993 is expected to pay special attention to the further expansion

of health services.
 

While political commitments abound, the performance of the health
 
services is far from adequate, particularly in the area of
 
management. Decentralization of decision making, integration of
 
vertical programns into existing basic health services, lack of a
 
health information system and -.itersectoral collaboration leave
 
much to be desired.
 

Within the health sector, the only viable child survival program is
 
immunization. This program is vertical, but, following a
 
decentralized approach and mobilization of communities 
 and
 
resources, it achieved an average immunization coverage of 80% in
 
1990 for BCG, OPV/Polio and measles. Moreover, immunization is the
 
only program with a national monitoring system. The apparent
 
success of this program has been largely due to the political

support of the government, a successful communication and
 
mobilization strategy and strong backing by donor agencies, notably

UNICEF. The MOPH has also recently strengthened the administration
 
of EPI at the national level.
 

One of the greatest challenges of this program at present is the
 
sustainability of coverage so far achieved since district level PHC
 
support is still weak. This is out by the of
borne decline 

immunization coverage. 
In Decembei, 1991, the average immunization
 
coverage for all antigens dropped to 63.7% and for BCG, DPT3/OPV2

to 73%, 57%, and 62% respectivelyi, indicating a crisis situation.
 
This coverage is expected to decline further to 50% before
 
resources are mobilized to reverse the downward trend.
 

The second child survival program is the national diarrhoeal
 
diseases project. To date, it has conducted several training

workshops on case management, and, in collaboration with UNICEF and
 
the Department of Health Education, has been active in public
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health education.
 

A national pharmaceutical company (YEDCO) has been established and
 
started production of ORS estimated at 4 million sachets to date.
 
However, the ORS access rate is 45% and its use in health 
facilities is only 15%. Physicians continue to over prescribe 
antibiotics. 

The ongoing cholera epidemic, however, has revealed severe 
deficiencies in this project. The cholera case fatality rate has 
apprcached 20% - twenty times more than the accepted 1%. The 
administration of this project at the national level is weak; the 
department is run by a single project officer, who until very
recently also combined the leadership of the Nutrition Department
 
within the Ministry of Public Health.
 

UNICEF has programmed an ARI control project in its 1993/97 program

of cooperation with the ROYG2 . When the project is launched it is
 
expected to be integrated with EPI/CDD.
 

L the late 1970's and early 1980's, Yemen enjoyed a thriving
nutrition activity and research. A substantial proportion of 
existing knowledge and information on the nutrition situation has 
come about as a result of activities carried out in this short 
period. Unfortunately, in the past 10 years, nutrition activities 
have come to a standstill, notwithstanding the seriousness and 
magnitude of malnutrition in this country. The reason for the 
decline is not apparent. Judging from the active support given to
 
past nutrition activities and research by donor communities, it
 
seems that lack of interest of donors may have been a factor.
 

The situation of MCH programs is no better. In common with other
 
progrars it shares a weak department at the national level and poor

integration within the basic health services. Only 110 of the 392
 
(28%) health centers in the country offer MCH services3. Strong

MCH components are, however, found in projects run by NGOs, for 
instance the Swedish Health Center in Taiz.
 

The decline of mortality in the past 30 years
 
can not be guaranteed to continue. The
 
possibility of infant and child deaths
 
actually increasing can not be ruled out,
 
given the current economic crisis in Yemen,
 
and its rapidly growing population. Clearly,
 
the goals of the government in child and
 
mother survival are ambitious and require

efforts and resources as well as good
 
management above all.
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2.0 	 Integration of Child Survival Programs in Population, Women
 
in Development, and Primary Education.
 

Several aspects of Yemeni administration including programs within
 
and outside the health sector require integration. The major

national task confronting Yemen at present is integration of YAR
 
and PDRY administrations including that of health. A second task
 
Is integration of programs across sectors. The third task is
 
integratior of vertical programs and projects within ministries.
 
In the context of health, the desire for integration of vertical
 
health programs, namely diarrhoea, immunization, and ARI at the
 
national, governorate, and district levels within PHC, has been
 
expressed in ROYG past and present policy pronouncements.
 

Towards this end, actual progress has been rather slow.
 
Integration is not only intuitively appealing and desirable, it
 
also 	allows rational use of scarce resources. However, experience
 
in many countries suggests that the very human desires for
 
influence, power, and money are some of the reasons for vertical
 
programs; as well as a sincere belief that a specific objective is
 
much 	more readily achieved through a specific and self-contained
 
action4. These motives also operate in Yemen, to the impediment of
 
the process of integration. All too frequently, vertical programs
 
are also promulgated by donors. Thus, in the short term,
 
integration may not be realistic.
 

2.1 	 Population Activities
 

The Yemen Fertility Survey (1979) has shown that IMR decreases from
 
204.1, when the mother's age is less than 20, to 144.9 when the
 
mother's age is 30-34. The IMP.begins to rise slowly to 172.9 when
 
the mother's age is between 40-44. IMR also declines from 192.2
 
for first order births to 149.8 for births of orders 3-4, and it
 

5
rises to 190.8 for births cf order 7 or more . This finding is the
 
basis of the recent national population policy.
 

The broad objectives of the population policy6 are to increase
 
awareness of the population issues and to increase access to a
 
wider range of family care in order to expand opportunities and
 
options available to families.
 

The strategy proposes that these objectives to be accomplished 
through: formulation of a favorable policy climate; support for
 
information, education, and training activities to increase public
 
awareness; improvement of delivery of maternal and child health
 
services; development of institutional capa ilities; and
 
encouragement of multisectoral linkages. The strategy promotes

private sector participation in delivery of health services and
 
broader participation by women in the development processes. The
 
national population policy has also spelled out critical child
 
survival, safe motherhood and family planning intervention areas in
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reducing mortality in Yemen. These include; immunizations,
 
training of TBAs, expansion of PHC services, family planning,

control of malnutrition, reduction of female illiteracy, control of
 
diarrhoeal diseases and ARI, and measures to improve the status of
 
women. However, the implementations of the plan of action of the
 
national population policy was envisaged to be the establishment of
 
a national population council and its secretariat. To date, these
 
institutions have not been established.
 

A conference on "Population and Islam" in 1989, recommended the use
 
of family planning methods on a voluntary basis to improve mother
 
and child health, thus clearing some of the obstacles towards a
 
population policy.
 

Several international donor agencies are also involved in
 
supporting population activities in ROY. A recent USAID family
 
care project (Project #279-00900)7 with a total planned funding of
 
US $18 million, is expected to assist the country in implementing

its population policy. The project envisages the expansion of
 
opportunities for women and the strengthening of health, education,

and private sectors. Its counterparts include the Minist-y of
 
Planning and Development, Ministry of Information, Ministry of
 
Public Health, Yemen Drug Company, Health Manpower Institute,
 
Sana'a University Faculty of Medicine, and Yemeni Family Care
 
Association. Other donors include: UNFPA, UNICEF, The Netherlands,
 
and IPPF. Noteworthy is the absence of family planning in the
 
curricula of the medical schools and health manpower institutes.
 

The proliferation of donors is not matched by coordination of their
 
efforts in population and child survival activities. The USAID
 
Family Care Project envisages coordination of the work of these
 
donors through joint periodic meetings.
 

The present health system does not yet have a MCH program with a
 
strong family planning component. Constraints are apparent in the
 
shortage of contraceptives due to inefficient distribution networks
 
and nonexistence of advisory/counselling services.
 

A pioneer in population activities in Yemen is the Yemen Family

Care Association (YFCA), a private agency which was established in
 
1978. Besides family planning, the YFCA provides child care, pre

and postnatal care and outreach activities with school girls,

estimated at 9000 students in 1991.
 

There are however, exceptions. Some primary health care projects

assisted by foreign NGOs, notably, Dutch PHC projects in Dhamar and
 
Hodeidah, which have well integrated family planning services into
 
urban and rural PHC, development and post-natal care, and
 
immunization. Most of its funds come from IPPF and Pathfinder. In
 
1989, YFCA provided 18,000 couple-years of contraceptive protection

which rose to 21,000 couple-years in 1991. Of the 21,000 couple­
years of contraceptive protection given in Yemen, 17,000 were in
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government health facilities, while 4000 were in YFCA clinics.
 

2.2 	 Women in Development Activities
 

The 	social policy pursued in the former PDRY has enhanced the
 
positicn of women particularly their welfare, political

participation, and legal rights. In the YAR, the government had
 
taken steps to demonstrate its support for promoting WID. The
 
National Charter, the Labor Laws (1970) and the establishment of
 
several women's bureaus within ministries are some of the
 
indications of the government's initiatives. The past few years

have also seen the establishment of a number of women's
 
organizations.
 

The high committee for women, population and development, a
 
government organization established in 1989, has among its
 
objectives, the preparation of educational materials on maternal
 
and child health care and family planning. Similarly, a non­
governmental organization, with independent branches, the Yemeni
 
Women's Association (YWA) was founded in 1965 in Sana'a, Taiz, and
 
in 1979 in Hodeidah8 . Among its objectives are the provision of
 
advice to women in family related problems in general and advice on
 
mother and child care in particular. However, these organizations

face numerous constraints and as such do not have specific

activities to promote child survival. The USAID/Yemen Mission WID
 
program has begun a program to strengthen the capacity of the YiqAs

and their branches in Ibb and Taiz. The family care project has in
 
its plan the involvement of YWAs in Ibb and Taiz in the execution
 
of outreach and training activities. Prior to unification women's
 
associations unified to form the Women's Union of the YAR. 
After
 
unification, the latter amalgamated with it's counterpart, the
 
General Union of Yemeni Women (GUYW) of the PDRY to form the
 
National Women's Association. Nevertheless, the latter
 
organizations are facing internal power struggles3 and it will take
 
some time before they are strong enough to mobilize Yemeni women to
 
improve their lot.
 

Several issues must be tackled before effective WID strategy can be
 
developed. These are9:
 

1. 	 High illiteracy and limited access to
 
education.
 

2. 	 Poor health, largely due to unsafe motherhood
 
problems, unsanitary living conditions, and
 
poor nutrition.
 

3. 	 Extremely heavy work load in rural areas due
 
to large families, lack of access to water and
 
fuel, and inefficient farming practices and
 
household devices.
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4. 	 Seclusion and limited mobility of Yemeni
 
women, which affect travel to health
 
facilities, schools and training courses.
 

5. 	 Limited numbers of professionals, Yemeni or
 
Foreign, available for WID work.
 

6. 	 Cultural barriers, which perpetuate general

ignorance about subjects affecting female and
 
family well-being, and limit the effectiveness
 
of WID interventions initiated by

international donors.
 

7. 	 Incomplete integration of women's programs

into mainstream projects and inadequate
 
investment for them.
 

8. 	 The rural settlement pattern.
 

9. 	 The absence of small scale credit mechanism.
 

10. 	 Very limited means of transport in remote
 
rural areas.
 

2.3 	 Primary Education Programs
 

Few sectors in Yemen show as much promise, yet suffer as much 
pressure as education. The education and training system is in 
deep crisis - overwhelmed by a surge in student enrollments, 
underfinanced because of government budget constraints, unable to 
keep up with the huge demand for qualified teachers, and grappling

with the administrative complexities of unifying two formerly
 
different systems.
 

In 1990, over 2.47 million Yemenis - about 22 percent of the total
 
population, was enrolled in some form of schooling or vocational
 
training. Over 60% of the 14.5% enrollment expansion in 1990/91
 
was due to growth in the school age population, and the remaining
 
40% to the influx of expatriate returnees.
 

Enrollment in primary education (grade 1-6) grew from 1.0 million
 
in 1990/91, to 1.9 million. But, the education system is skewed in
 
favor of boys, urban populations, and primary/intermediate levels.
 

In spite of the quantitative expansion of education, its quality is
 
compromised by shortages of physical facilities (overcrowding),

qualified teachers, and budgetary constraints. The potential of
 
schools for health improvement is obvious, but at present is not
 
exploited in Yemen. A school health service department exists. In
 
1991, it was involved in conducting goiter prevalence surveys of
 
schoo] children. Understaffed and with little funding, its impact
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to date has been negligible.
 

3.0 Conclusions and Recommendations
 

The expansion of the physical health infrastructure (basic health
 
facilities) in the past 30 years has not been accompanied by

similar expansion of health programs. At present, critical child
 
survival interventions, chiefly immunizations and diarrhoeal
 
disease control, are provided.
 

Although some decentralization has been achieved for immunization
 
programs, by and large, vertical programs dominate the health
 
services.
 

Outside the health sector, the relationship between women's issues
 
and health and population is increasingly recognized as evidenced
 
by increased donor involvement and support in these areas. The
 
population policy conference was a useful platform in that it
 
broilght together health and development sectors to address
 
mortality reduction and child survival. Each sector had its
 
proposed solutions, some of which were ambitious in the short term.
 
Except for the health sector, there were few child survival
 
components of immediate impact. Attempts to integrate child and
 
mother survival were minimal.
 

Yemen is at present in the process of integrating the
 
administration and health services of the former YAR and PDRY.
 
Integration of child survival within PHC and across sectors,
 
although recognized to be essential, will take some time to
 
develop. It would, therefore, appear that in the immediate future
 
child survival activities must be carried out using both existing
 
vertical programs and integrated services.
 

Integration of child survival interventions with family planning is
 
a typical and effective approach in most health systems and one
 
which is also recommended here. Service delivery to women and
 
children should contain integral family planning components. Thus,
 
this report recommends the full integration of child survival and
 
family care projects. This will take place in all aspects and at
 
all levels of health care in training, health education, community

participation, logistics and supply, health information systems,

and provision of MCH/FP services through health providers at the
 
community PHC unit and health center levels. As a strategy for
 
integrating MCH/FP with child survival activities in Yemen, focus
 
should be given to health centers at governorate level.
 
Accordingly, MCH/FP services should be provided irn all the 182
 
existing health centers that do not have an MCH service at present.

These health centers will serve as first level units as well as
 
training and supervisory units for lower echelons of PHC and
 
community health services. The MCH/FP department in the MOPH at
 
present is weak and therefore needs strengthening in manpower and
 
management. In the interim, an MCH/FP technical team could be
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formed to support expansion of MCH/FP services in health centers.
 

One of the major impediments to the expansion of MCH/FP is the
 
shortage of health workers. An accelerated training program of
 
community health workers should therefore be undertaken in
 
collaboration with the community. The Yemeni Local Development

Councils have been involved in supporting TBA training and
 
therefore can be motivated to participate further. In the southern
 
governorates, the health guide volunteers have been successful in
 
providing PHC and outreach services at the community level. This
 
category of health provider should therefore be utilized,
 

The training of TBAs, LBAs and health guide-volunteers should be
 
carried out in such a way that they can deliver a range of services
 
to address child survival, safe motherhood and family planning

education. This will have to be reflected in the design of their
 
curricula.
 

Integrated MCH/FP services calls for collaboration with others,
 
among these, government and community services, including the
 
private sector, notably the Yemen Family Care Association which can
 
undertake expansion of its services to district and community
 
levels.
 

Coordination of activities with NGOs is also vital to 
obviate
 
duplication of services, since some NGOs have 
also planned

expansion of MCH and PHC services to selected governorates.
 

While there may be opportunities to integrate child survival
 
activities in both WID and primary education, recommending this
 
strategy is not recommended at this time due to the necessity to
 
narrow down the scope of the health/population program in order to
 
focus on a few discrete achievable interventions of high impact.
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APPENDIX I
 

HEALTH GUIDES IN THE COMMUNITY
 

METHODOLOGY
 

A. 	 SELECTION CRITERIA
 

1. 	 The individual must be selected by the community.
 

2. 	 The person must be a female who commands respect in the
 
village. In villages where there are traditional birth
 
attendants/local birth attendants (TBAs/LBAs), the
 
community should be encouraged to select them. A TBA/LBA
 
may be more appropriate because:
 

a. 	 She is female
 
b. 	 She is respected in the community because of
 

her status/role and age
 
c. 	 She is usually the first person contacted when
 

a women needs medical care or when a child is
 
sick in the village
 

d. 	 If she embraces the PHC concept, she can
 
easily convince other women to use PHC
 
services
 

3. 	 She must be willing to function as a volunteer.
 

4. 	 The community should be encouraged to decide on the kind
 
of remuneration, and this should be documented.
 

B. 	 TRAINING
 

1. 	 Selection and Training of Trainers (TOT)
 

a. 	 Selection
 

The Health Manpower Training Institute (HMI)
 
in Sana'a already has a cadre of trainers who
 
have 	been .raining primary health care workers
 
at the governorate level. Three to five of
 
these trainers could be selected based on
 
their previous perfornance, experience, and
 
willingness to live in the governorate or
 
district during a training course. Trainers
 
should be Yemeni women who understand the
 
culture.
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b. 	 Training
 

Trainers together with PHC supervisor(s) at
 
the governorate and/or district level should
 
go through a training workshop on ADULT
 
LEARNING METHODOLOGY. The supervisors should
 
atterd the TOT so that during their
 
supervision, they know how to approach the
 
Health Guides, using principles of positive
 
reinforcement. This will also enable the
 
supervisors to know what to expect from the
 
Health Guides in terms of output, and to be
 
able to give in-service/on-the-spot training
 
based on findings during supervision.
 

DURATION OF TOT: 2 Weeks
 
LOCATION OF TOT: Governorate
 

2. 	 Training of Health Guides
 

Participants from 4-5 villages which are located closely
 
together could be trained at a central location,
 
preferable at the nearest Health/Training Center or
 
PHCUnit. This will help to create a close relationship
 
among the trainees as well as between the trainees and
 
the staff of the nearby facility. The participants will
 
also know what their referral center looks like and how
 
it operates. The supervisor(s) should participate in
 
this training.
 

TraininQ Objectives:
 

1. 	 Treat simple cases of diseases, such as
 
bilharzia, tuberculosis and malaria.
 

2. 	 Treat diarrheal diseases with Oral Rehydration
 
Therapy
 

3. 	 Identify the stages of dehydration resulting
 
from diarrhea and appropriately refer those
 
children of moderate-severe dehydration.
 

4. 	 Conduct interpersonal and group counseling on
 
various health and sanitation issues with
 
women in the village.
 

5. 	 Recognize and teach care providers the
 
importance of immunization in child survival.
 

6. 	 Provide proper storage of drugs.
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7. 	 Basic recording and reporting using
 
predesigned simple reporting forms. These
 
forms can be pictorial, whereby the health
 
guide will nly need to circle the appropriate
 
picture.
 

o 	 Duration of training: 3-6 months
 
o 	 Location of training: village or community,
 

PHCUnit or Health/Training Center
 
o 	 Number of trainees per section: 6-8
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APPENDIX K
 

ACCS SHORT-TERM CONSULTANTS
 
JANUARY 1986 MARCH
- 1992
 

Person
 
Months
 

A. JSI/REACH CONSULTANTS
 

1. 	 Carl Hasselblad Management of Immuniza­
tion and Disease Control 2/15-3/31/92 1.5
 

2. Peter Shipp 
 Health Manpower Analysis 2/8-3/8/92 1.0
 

3. Rachel Fe lden 	 PHC Managment Workshop 1/9-3/8/92 2.0
 
4. 	 Madeleine Taha End-of-Term Training
 

Assessment for Male and
 
Female PHCWs 1/2-3/8/92 2.2
 

5. 	 Najawa Kasaifi Teaching Methods for
 
Male and Female ,-HCWs 2/1-3/l/92 1.0


6. 	 David Bevan Computerized Disease
 
Surveillance System 1/6-31/92 
 0.7
 

7. Madeleine Taha 	 Mid-Term, Training Ass­
essment for Male and
 
Female PHCWs 1/4-2/15/91 1.4
8. Peter Shipp 
 Health Manpower Analysis 1/18-2/22/92 1.2
 

9. 	 Carl Hasselblad Management of Immuniza­
tion and Disease Control 2/15-3/31/91 1.5
10. Carl Hasselblad 	 EPI Program Planning 9/1-10/30/91 2.0
 

11. Rachel 
Feilden Tihama PHC Assessment 6/26-8/26/91 2.0
 
12. Madeleine Taha 
 PHC Training Development 6/26-7/23/91 1.0
 

13. Rachel Feilden 	 PHC Mannagement 1/9-2/9/90 1.0
 
14. David Pyle 	 Prepare REP Scope of Work 7/31-8/21/90 0.7
 

15. Mark Grabowsky 	 Review of Coverage Data
 
and EPI Experience for
 
ACCS Project 7/31-8/20/90 0.7


16. Carolyn Hart 	 Administrative Visit 7/31-8/21/90 0.7
 

17. Sareen Thaddeus 	 PHC Training Development 5/9-8/6/90 3.0

18. William Bowers 	 PHC Training Dovelopment 5/12-6/8/90 0.8
 

19. Mickey Vanden 	 REACH Internal Audit 2/18-3/3/90 0.4
 
20. Pierre Claquin 	 REACH Activities Review 1/25-31/90 0 .2
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Person 
Months 

21. Robert Steinglass TDY (purpose not in file) 12/30-1/15/88 0.5 
22. Norbert Hirschorn REACH Activities Review 9/1-9/23/86 0.8 

23. Zein Ahmed Zeinu Manpower Assessment dates not in file 
24. Ahmed Said- EPI/Cold Chain dates not in file 

B. AED/HEALTHCOM 

1. John Elder Health Education 
Training 11/26-12/6/91 0.4 

2. Taher El-Amour Research Training 9/12-10/6/91 0.8 

3. Anne Roberts Workshop Training 9/12-10/6/91 0.8 
4. Lucine Tamian Finalize Research 

Design and Data 
Collection Tools 6/26-8/12/91 1.6 

5. Anne Roberts Development Workshop 7/12-26/90 0.5 
6. Will Show Development Workshop 7/12-26/90 0.5 

7. Wiil Show Health Education 
(purpose not explicit 
in file) dates not in file 

8. Roger Pereira Evaluate Existing 
Health Education 4/1-5/6/86 1.2 

C. 3PECIAL PROJECTS 

Health Financing 

1. C. Ross Anthony Al-Thwara Health Care 
Financing 7/6-21/90 0.5 

2. Eleazer Andrews Pre-Feasibility Study 
for Private Specialty 
Hospital 7/7-21/90 0.5 

3. Lawrence Carl Same 7/7-21/90 0.5 
4. Scott Stupey Same 7/7-21/90 0.5 

5. Eleazer Williams Same 7/7-21/90 0.5 
5. Paul Torrens Health Financing/ 

Insurance Schemes 8/4-18/91 0.5 

L Local consultant 
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Person
 
Months
 

National Epidemiologic and Disease Surveillance Program (NEDS)
 

1. 	 Kelly Bussell NEDS Information
 
System Development 2/8-14/92 0.2
 

2. 	 Ralph Vaughn NEDS Information
 
System Development 2/10-16/92 0.2
 

3. Stanley Foster 	 Review of NEDS Workplan dates not in file
 
4. Edward Kassira 	 Review Disease Patterns 5/18-6/2/90 0.5
 

5. Edward Kaosira 	 Same 2/9-17/90 0.3
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OPTIONS FOR FAMILY CARE PROJECT 
Strategies, Yemeni Implimenting Agencies (YIA) and
 

USAID Contracting Agencies (UCA)
 

M 
 U Information
t Commerctal
SCllection 
 S riat.
 

Dendevieryyo 
 unicati. 
 T
 

YACAYIA 
 UCA YIAUAYAUC
 

a)ational a)OPTIONS a)Ministry of a)Pathfider a)Ministry of
Population b)DIS/IRD a)JHIU/PCS
Public iealth b)JHPIEGO a)Yezen a}SOMARC
Information b)Pathfinder Drug
 
Council(NPC)/
Tecnical Sec. (MOP!) C)FIITP/PAC (MOI)
-ealth Man- I bMinistry of Company
r
 
(TS) 
 power Institute d) AVSC Public Health 
 Industry

b)Central c)BUCEN -Faculty(JIMI) of e)SEATS (MOP!)
c)Yemen Family and
Commerce
 
Statistical d)RAPID III Medicine(FOM)
Organization Care Association 
 (YEDCO)
(FCAmmbnYeatno
 
(CSO) b)Yemen Family 
 (YC)Physicians
 

Care Association
(YFCA) and
Pharmcists
 
c)Yemeni Physicians 
 Unio (roPUu
 

and Pharmacists
 
Union (YPPU)
 

*SEATS will manage, coordinate all activities under OFC Project
(Y C )P 
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