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EXECUTIVE SUMMARY  

Background: Yemen, with roughly 40% of the population living below the poverty line, must 

accelerate the rate of demographic change; poor health is not only a consequence of poverty but 

also a cause of it. Supported by its development partners and guided by the Yemeni 

Governmentôs Poverty Reduction Plan of 2006ï2010, Yemen must find ways to improve health 

conditions rapidly. Though health indicators are improving, mortality and fertility are still too 

high, and the people of Yemen should not have to wait another 20 years before they see tangible 

improvements in the quality of their lives. 

USAIDôs Basic Health Services (BHS) Project began in early 2006, building on the work of a 

previous project. In July 2009 USAID/Yemen commissioned the Global Health Technical 

Assistance Project to conduct a mid-term evaluation of the BHS Project, for which a two-year 

extension with additional activities had recently been approved. The mid-term evaluation will be 

used to guide work for the next two years. USAID/Yemen also asked the evaluation team to make 

recommendations about future areas of work in the health sector. The recommendations may be 

useful input to the new strategy development process. 

FINDINGS AND RECOMMENDATIONS FOR BHS  

 The BHS Project, operating in five challenging governorates, is wellïmanaged and making 

solid progress in a difficult environment with a fragile health care system. Activities 

implemented in the focus governorates are highly valued by health staff and officials at the 

national, governorate, and facility levels. 

 The renovations and refurbishing of health facilities provided visible and immediate 

improvements and catalyzed higher rates of utilization. However, the proposed shift of 

emphasis from renovation and refurbishing to more intensive work on improving quality and 

building health system capacity is appropriate. 

 Community midwives are the most important avenue to provide family planning and 

maternal and child health services in Yemen. BHS needs to intensify its supervision, 

monitoring, and support to midwives and expand the private practice midwifery program. 

 The expansion of mobile teams to remote and underserved areas has helped reach more 

people with reproductive and child health services and provided much-needed support to 

small and poorly staffed clinics. This program should be expanded even further, with close 

oversight by BHS. 

 A successful Best Practices pilot program in Sanaôa, now being scaled up in six hospitals in 

two of the target and four new governorates, introduces globally recognized, low-cost, high-

impact services for mothers and newborns that will help prevent deaths and improve health 

outcomes. It should be expanded into general hospitals in the other three focus governorates. 

 Religious leaders and women-led nongovernmental organizations (NGOs), with support from 

BHS, are performing a critically important role in community health education. They lend 

credibility to the effort, help reduce cultural sensitivity, and increase the acceptability of 

reproductive health messages. Since 2006, 664,669 people have participated in BHS 

community education sessions. 

 BHS should work closely with other donors and the Primary Health Care section in the 

Ministry of Public Health and Population (MOPHP) to ensure a common approach to 

training, supervision, and quality improvement for reproductive and child health services. 
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 For the extension period BHS should develop a complete performance monitoring plan and 

set outcome indicators so that USAID and the MOPHP can determine the efficacy and impact 

of BHS interventions. 
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I. INTRODUCTION AND BAC KGROUND  

SUMMARY OF HEALTH SI TUATION IN YEMEN  

Yemen, which has a population of about 22 million, is among the least-developed countries in the 

world; 40% of the population lives below the poverty line. With an annual growth rate of 3%, 

almost half the population is under 15. Overall literacy for adults is 44% and for women only 

24%. Health and demographic indicators are improving but not fast enough to achieve the 

Millennium Development Goals (MDGs) established by the Republic of Yemen Government 

(ROYG) (see Table 1).  

The health care system is 

not well developed and is 

estimated to reach just 

over half the population. A 

high fertility rate (6.2 

children per woman), 

closely spaced 

pregnancies, and early age 

of marriage and first birth 

create health problems for 

both women and their 

children. The proportion of 

deliveries attended by 

trained personnel is only 

22%, and maternal 

mortality is very high. 

With gradual 

improvements in services 

for children (e.g. immunization, nutrition, treatment of pneumonia and diarrhea), the mortality 

rate for children under 5 is improving, but at least 50% of all infant deaths are in the neonatal 

period (first month of life).1 To significantly reduce deaths of children in Yemen, it is critically 

important to reduce neonatal mortality by encouraging mothers to space their children by at least 

two years, reduce high-risk births, and utilize quality antenatal, delivery, newborn, and postnatal 

care services. Lower fertility will make mothers and babies healthier and lower the newborn 

mortality rate. 

A major challenge in 

Yemen is to accelerate 

the rate of improvement 

in health, because poor 

health is not only a 

consequence of poverty 

but also exacerbates it. 

Poor people waste money 

on low-quality services 

from unqualified 

providers and are not able 

to work due to illness. 

Multiple closely spaced 

                                                      
1 Family Health Survey, Ministry of Health and Population and Pan Arab Project for Family Health, 2003. 

TABLE 1. DEMOGRAPHIC  INDICATORS AND MDG TARGETS 

Indicator Rate (2003) MDG Goal for 2015 

Infant mortality (per 1,000 
live births) 

77 41 

Under-5 mortality (per 
1,000 live births) 

102 52.5 

Maternal mortality rate (per 
100,000 live births) 

365 212.5 

Total fertility rate (births per 
woman) 

6.2 No goal 

Contraceptive prevalence 
rate (modern methods) 

13.4% No goal 

(Source: Yemen and Millennium Development Goals, World Bank 
Working Paper No. 31 dated March 2003) 

TABLE 2: DEMOGRAPHIC TRENDS 

Indicator DHS 1991 DHS 1997 
PRB 2000 
Factsheet 

Infant mortality rate 
(1,000 live births) 

84.5 75.3 77 

Under-5 mortality rate 
(1,000 live births) 

121.1 104.8 101.9 

Total fertility rate 
(births/woman) 

7.7 6.5 6.3 

Contraceptive 
prevalence rate (%) 

6.1 9.8 13.4 
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pregnancies not only undermine the health of women and children, but large families also make it 

harder for the poor to manage within their meager earnings. A burgeoning cohort of youth and 

young adults resulting from the population growth rates confounds the unemployment situation 

and creates the preconditions for instability and social unrest. In short, Yemen, supported by its 

development partners and guided by the Yemeni Governmentôs Poverty Reduction Plan of 2006ï

2010, must find ways to improve health conditions rapidly. Though health and demographic 

indicators are improving (see Table 2), mortality and fertility are still too high and the people of 

Yemen should not have to wait another 20 years before they see improvements in the quality of 

their lives. 

USAID POPULATION/HEA LTH PROGRAM  

USAIDôs health program in Yemen is aimed at increased use of reproductive, maternal, and child 

health services (Strategic Objective 5). The two main programs are the Basic Health Services 

(BHS) Project and the Yemen Partnership for Health Reform (YPHR) Project. Both work with 

the ROYG on its programs related to achieving MDGs 4 and 5, which seek to reduce infant and 

child mortality and improve maternal health. The BHS Project supports two of USAIDôs 

intermediate results (IRs): IR 5.1: ñIncreased access to quality health services and participation at 

the community level,ò and IR 5.2: ñIncreased health knowledge and improved behaviors at the 

community level.ò Project activities are organized in terms of those IRs. 
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II. SCOPE OF WORK AND METHODOLOGY 

BACKGROUND AND RATIO NALE FOR EVALUATION   

The BHS Project, which began in early 2006, is implemented through an associate award to 

Pathfinder International through the USAID Global Health Bureauôs Extending Services Delivery 

(ESD) Project. BHS builds on the Catalyst Project that operated in Yemen in 2004ï2006. In July 

2009 USAID/Yemen commissioned a mid-term evaluation of the project through the Global 

Health Technical Assistance Project after granting BHS a two-year extension with additional 

activities. Findings from the evaluation will be used to guide the work for the next two years. 

USAID/Yemen also asked the evaluation team to make recommendations about future areas of 

work for USAID in the health sector. The recommendations may be useful input into the new 

strategy development process. 

SUMMARY OF SCOPE OF WORK  

The purpose of the mid-term evaluation (see Annex 3) is three-fold: 

1. Evaluate the effectiveness of the BHS Project so far in achieving program objectives, which 

contribute to USAID/Yemenôs Strategic Objective (SO) 5, Increased use of reproductive, 

maternal, and child health services. 

2. Review planned BHS activities for the extension period and assess whether they represent the 

right approach to addressing Yemenôs maternal and child health (MCH), reproductive health 

(RH), and family planning (FP) needs. 

3. Make recommendations based on the findings for any modification to BHS activities during 

the extension period and for future USAID MCH and FP programming. 

The scope of work required a team of three: a team leader with evaluation experience in health 

and population, an MCH expert from USAIDôs Global Health Bureau/MCH Division with 

knowledge of the region, and an RH care specialist with experience in Yemen. 

EVALUATION M ETHODOLOGY  

The in-country portion of the evaluation was conducted June 29ïJuly 15, 2009. The team met 

with a wide range of project stakeholders, including Ministry of Public Health and Population 

(MOPHP) officials at the national, governorate, and district levels; development partners; NGO 

partners working with BHS; USAID officials; BHS project staff in Yemen and coordinators from 

each of the focus governorates; service providers; and some clients. A list of questions was 

prepared to obtain comparable information from the interviews. Though the teamôs ability to 

travel to the governorates was constrained by security issues, one team member was able to visit 

project sites in Amran Governorate, which provided important information from the service 

provider and client perspectives. Team members also visited sites in Sanaôa, such as the Al 

Sabeen hospital, where pilot Best Practices activities were implemented. The team reviewed a 

large number of project documents, other donor and MOPHP program documents, and data from 

surveys, service statistics, and project-generated monitoring and evaluation (M&E) data. (See 

Annex 4 for information on the analytic framework, stakeholder questions, and the timetable for 

evaluation deliverables.) 
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III. SUMMARY PROJECT DESCRIPTION  

PROJECT GOALS, O BJECTIVES, AND COMPONENTS  

The cooperative agreement for the associate award with Pathfinder International was signed in 

November 2005, so the BHS Project has been in operation for about three and a half years. The 

objective of the project is to help the MOPHP to increase access to quality health services in 

reproductive, maternal, and child health. Its activities are organized to help ensure better access to 

and utilization of RH/MCH services on the one hand and improve health knowledge and 

behaviors on the other. BHS has been working in five governoratesðAmran, Al Jawf, Marib, 

Saôada, and Shabwaðthat have particularly poor health indicators and few donor-supported 

health activities. For the extension period, Sanaôa City was added, as were hospitals in four new 

governoratesðAden, Taiz, Lahej, and Ibbðwhere the Best Practices activity is being scaled up. 

The project extension will also intensify work in the five original governorates and add new 

activities related to hygiene and safe water, including linkages with school programs. The project 

base at the national level is with the Population Section of the MOPHP, which has responsibility 

for RH and maternal and newborn health (MNH). 

It is projected that BHS health promotion activities will reach about 14% of the population of 

Yemen. The approach is to fund the activities of highly respected Yemeni organizations that are 

committed to improving RH/MCH conditions and related community mobilization and education 

programs. Among them are religious and other foundations, womenôs organizations, and 

associations such as the Yemeni Safe Motherhood Alliance. BHS also funds health education and 

promotion through governorate Community Mobilization Groups (CMGs) with multisectoral 

representation.  

PERFORMANCE MONITORING AND PROJECT TARGETS  

Though BHS collects a large amount of data to manage its work, it reports to USAID on a much 

smaller set of indicators (see Annex 5) and on the Operational Plan (OP) indicators 

USAID/Yemen needs for reporting to USAID/Washington. Quarterly and annual reports, 

consisting largely of numerical information on achievements in governorates, are provided to the 

MOPHP as well as USAID. Reports are also shared with the director general of each governorate 

where the project works. 
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IV. PROGRESS TOWARD MEETING GOALS AND ACHIEVING 
RESULTS  

This analysis of progress toward achieving project results is organized into three main categories: 

activities related to IR 5.1 (increasing access to quality health services and community 

participation), those related to IR 5.2 (increasing health knowledge and improved behavior),  

and findings on overall project management. For each activity area, the report provides a very 

short description, assesses progress and accomplishments, identifies issues or constraints, and 

makes recommendations. The recommendations in each of the three areas are consolidated in 

Section VII. 

IR 5.1: INCREASED AC CESS TO QUALITY HEAL TH SERVICE AND 
PARTICIPATION AT THE COMMUNITY LEVEL  

Renovation , Equipment , and Supplies  

Brief Description   

This activity was considered central to the BHS project in promoting increased access to basic 

RH/MCH services. USAID asked the project to produce fast and highly visible results by 

renovating and equipping health facilities, establishing and equipping mobile outreach teams, 

training health providers, providing equipment and supplies, and improving clinic management 

and the quality of services (BHS agreement dated December 15, 2005). This was done in the five 

focus governorates. Renovation, equipment, and supplies responded to the following priorities: 

FP/RH, antenatal care, emergency obstetric care, newborn and child care, postpartum care, and 

finally general areas, such as laboratory, reception, administration, and pharmacy. BHS worked 

with the MOPHP to select facilities based on a needs assessment and a commitment that facilities 

have permanent staff.  

Achievements and Progress  

 During the BHS base period (2006ï2008), BHS renovated 24 health units and health centers, 

established 11 basic and emergency obstetric units in health facilities, built and furnished 17 

housing units for health providers, and equipped 104 health facilities. The targeted number of 

health facilities refurbished to MOHPH standards and facilities equipped was almost 

achieved, although the targets had to be adjusted in 2007 when the USAID budget was 

reduced. 

 The activity achieved its target in terms of an increase in numbers of clients in health 

facilities assisted by BHS compared to the baseline (from 105,400 in 2006 to 397,378 in 

2008). 

 MOPHP considers the geographical focus appropriate because the focus governorates, 

constrained by tribal conflicts, were the least achieving and most underserved. Most of these 

governorates received no other donor support. 

 Central, governorate, and local staff valued this activity because of the visible impact on 

utilization rates for RH/MCH services. Establishing housing for health providers helped 

stabilize services in several facilities that otherwise would have been closed or functioned 

only partially.  
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Constraints, Issues, and Recommendations  

 Except for a few sites in Amran the evaluation team was not able to visit many facilities for 

security reasons, so it was not possible to visit renovated facilities, assess utilization rates, 

gauge client satisfaction, or verify availability of contraceptives and other commodities.  

 BHS reports that maintenance of facilities and the equipment provided is a constant concern 

because facility budgets are inadequate. BHS coordinators are instructed to identify 

weaknesses in monthly reports. The evaluation team saw field monitoring reports from BHS 

staff and BHS coordinators assigned to the governorates that contained a mix of positive and 

negative observations.  

 While there are reports reflecting on the situation of the facilities, there are no analyses or 

organized system for follow-up on actions to correct problems. The BHS coordinators should 

summarize key issues and weaknesses resulting from monitoring visits and attempt to address 

them with the Director General or central project staff. The subsequent monthly report should 

start with updates on any actions taken. In the long run the MOPHP supervision system, once 

functional, should provide such information and follow-up. 

 To sustain the investment in upgraded facilities and equipment purchased since the project 

began (including equipment of the mobile teams), BHS staff should set up a system for 

carrying out regular checks on vehicles and equipment. The project is looking into finding a 

cost-effective solution for building maintenance capacity at the governorate level. 

 BHS should ensure that FP units in all assisted facilities receive more comprehensive 

attention in terms of furnishing, equipment, and training to ensure that clients can access the 

highest quality services. BHS should also regularly monitor the number of facilities it has 

renovated that are fully staffed according to MOPHP standards, as anticipated in the BHS 

agreement. 

Pre-Service Community Midwifery Training   

Brief Description  

The project has been helping the MOPHP to increase the number of trained providers by 

supporting the pre-service training of community midwives at the High Institute of Health 

Sciences (HIHS). Students must complete middle school to be eligible for the two-year certificate 

program that qualifies them as community midwives. The HIHS training is conducted in Sanaôa 

and four branches in BHS target 

governorates. This is the only MOPHP-

affiliated institute responsible for training 

nurses, midwives, and a variety of other 

health paramedical personnel.  

All partners and the Social Fund for 

Development (SFD) use the HSIS for 

training midwives. On occasion the 

training requests are beyond staff capacity 

to handle. Several donors are attempting 

to assist. An assessment by the World 

Health Organization (WHO) in 2008 

highlighted several limitations on capacity 

to handle the training load and conduct 

supervised mentoring. UNICEF and the 

SFD plan to conduct an assessment of the 

HIHS facility. The World Bank will also 

Midwives in Amran Governorate receiving on-
the-job training 
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commission an evaluation of pre-service training. During the evaluation teamôs visit to the HIHS 

in Sanaôa, the vice dean expressed a need to revise the midwifery curricula and build staff 

teaching skills in branches in the governorates as well as in Sanaôa.  

Achievements and Progress  

 BHS has provided much-needed support for pre-service training for community midwives. It 

established strict selection criteria for trainees, such as requiring midwives to be selected 

from the communities where they live and will work after graduation, because this helps 

overcome deployment and staffing problems in the focus governorates. 

 BHS also selected what it considered the best instructors among the HIHS staff in each 

branch and supported them to work intensively with BHS-funded midwifery trainees to help 

ensure better skills development. 

 In 2006ï2008, 217 midwives were trained; the target was 200. BHS also trained 105 

midwives for three days before graduation on the five best practices. 

Challenges, Constraints, and Recommendations  

 HIHS capacity issues are beyond the BHS mandate. Several donors are attempting to assist; 

USAID should stay engaged and consider support for improving pre-service training 

capacities along with other donors because this is a major opportunity to ensure the future 

supply of midwives. 

 BHS should regularly monitor the employment status and performance of the midwives 

trained by BHS and Catalyst (a total of 340). 

 Community midwives are highly important to improving MNH. More and better follow-up of 

all BHS-supported trainees is needed, including developing supervision systems, refresher 

training, and further skills development. BHS should take advantage of the good relationships 

built up during trainee selection and training at HIHS to monitor their subsequent 

performance. 

 Skills related to RH topics (ANC, delivery care, PPC, newborn care, FP) and private business 

management should be reinforced through on-the-job training, not just counseling. 

In-Servi ce Training  for Health Providers   

Brief Description  

The BHS project produced numerous training materials and conducted in-service courses for 

health providers, primarily physicians and midwives but also nurses/nurse technicians and 

technical assistants, to update their clinical skills. Several courses oriented supervisors and 

managers on project activities. The training materials ranged from clinical management 

guidelines to training-of-trainer (TOT) courses. All training was conducted in Arabic using local 

resources from the universities, MOPHP, and a pool of providers and consultants. Every training 

activity was facilitated by the BHS training advisor/coordinator.  

Achievements and Progress  

The BHS project has so far conducted about 99 training courses. Materials for physicians 

included clinical skills training for both trainers and trainees, best practices, and planning for 

essential maternal and obstetric care (EMOC). Midwives were counselled in FP, RH, and MCH 

as well as getting practical training for newborn care and service quality improvement. A one-day 

course was added to enable physicians to operate new equipment. Anaesthesia training was added 

to ensure that obstetric cases needing surgery were properly managed. In the five governorates 

1,173 providers were trained; total training days were 6,183.  
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 The TOT training list included FP, MCH, and best practices courses as well the counseling 

skills. Most guest lecturers prepared their own presentations but these were reviewed by the 

project training coordinator for content and methodology.  

 To emphasize a competency-based training methodology, all training courses adopted the 

participatory approach and used case studies in theoretical sessions followed by hands-on 

training, usually in hospitals. Training was deemed successful if providers achieve a score of 

75% or more on the post-course test.  

 Courses for community health educators (morshidat) went beyond health education to 

practical training to assist with medical services whenever that was necessary. Training 

curricula for morshidat covered newborn care, improving skills, and best practices.  

Constraints, Issues, and Recommendations  

 The high turnover of providers due to reassignments or promotions places a financial burden 

on the project because those who have been trained are replaced by new staff who must be 

trained.  

 The absence of an MOPHP supervision system makes it difficult to follow up on those who 

have been trained. There is a lack of standardized monitoring and supervision tools at the 

national level or tools to monitor governorate or district service provision and quality, 

although efforts are underway to develop supervision mechanisms. 

 Even if they were not too busy with other tasks, BHS coordinators themselves do not have 

enough technical skill s to monitor all types of training.  

 The training materials the evaluation team reviewed were found to be out of date. 

Furthermore, the lack of standards for clinical practice guidelines and training curricula to 

support such standards means that the technical content conveyed to trainees is not uniform. 

 BHS should consider using MOPHP-approved in-service training materials whenever feasible 

as long as the curricula are of adequate quality. Staff should review the three-week home-

based training for MNH, a UNICEF competency-based course for community midwives that 

has been approved by MOPHP, which will use it in its own MNH program (supported by the 

Netherlands and DFID). 

 Since BHS covers child health and nutrition, BHS should consider collaborating with the 

MOPHP Primary Health Care (PHC) Section to conduct the 16-day course on integrated 

management of childhood illness (IMCI), nutrition, TB, malaria, and RH. This course is 

being scaled up in 64 districts by the PHC Section, funded by the Global Alliance for 

Vaccines and Immunizations/Health Systems Support (GAVI/HSS). BHS should assess 

whether these can be utilized. It might be well to link with UNICEF for TOT capacity 

development to ensure good trainers for the BHS program. Master trainers from the PHC 

section could also be considered for use in BHS programs. 

 The midwives are a highly important avenue to improving MNC. More and better follow-up 

of all BHS-supported trainees, supervision systems, refresher training and skills development, 

reliable systems for supervision of midwives with referral linkages, and expanding the 

program are all critically important. 
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 BHS should ensure that all eligible2 community midwives working in BHS facilities receive 

IUD training now that the procedure is supported by the MOPHP and incorporated in their 

job description. If feasible, BHS might consider helping the MOPHP scale up this training in 

the focus governorates in alignment with other active partners and donors. 

 In governorates where no other donors are doing so, BHS should look into management and 

leadership training using curricula like the HIHS GTZ-supported short courses for 

governorate, district, and facility managers who have not already been trained. 

 Doctors in focus governorates could be trained on manual vacuum aspiration (MVA ) for 

post-abortion care and on implants, linking with partners such as Marie Stopes and using 

existing curricula. 

 Since newly graduated community midwives received best practices training, it would be 

useful to similarly train the midwives deployed in mobile teams and BHS-supported facilities, 

if possible. 

Mobile Teams   

Brief Description  

Supported by positive feedback and requests from governorate and national health managers for 

more mobile teams per governorate, the BHS project built on lessons learned from the 

CATALYST project to expand and reinforce mobile teams. The objective was to expand essential 

health services to more deprived areas within the five governorates, such as areas with no health 

facility at all, and to build the capacity of staff in any fixed health unit. The mobile teams were 

tasked with building relationships between the community and local health providers, increasing 

service utilization rates where a facility existed, monitoring staff performance and facility needs, 

assessing community health requirements, and setting a frequency for mobile team visits to 

targeted villages.  

The mobile team comprises a trained 

physician, two trained midwives, and a 

driver. The project established a list of 

equipment for the vehicle that would 

enable the mobile team to provide basic 

and essential health services for women, 

including antenatal care (ANC), postnatal 

care (PNC), delivery, gynecologic exams, 

and general health services. Child health 

includes IMCI and vaccinations. Men are 

given general physical exams. Mobile 

teams also provide ultrasound 

examinations, electrocardiograms, first 

aid, and simple lab tests, such as Hb%, 

ABO-RH, urine tests for sugar ketones 

and proteins, and pregnancy tests. 

Training courses for mobile team 

members ensure that providers have sufficient clinical skills and include an orientation tour with a 

successful mobile team to share the experience before going into the field.  

                                                      
2 MOPHP guidelines state that a midwife must have 3-5 years experience to be eligible to receive IUD 

training. 

Amran Health Office mobile team van 
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Achievement and Progress  

 The BHS project increased the number of mobile teams in the five governorates from 3 to 12. 

The team monitors service utilization by fill ing out a form on numbers and type of cases seen 

and services provided. A substantial increase in the numbers of clients served is reflected in 

BHS M&E data as the number of mobile teams has expanded.  

 Clients requiring diagnostic work or treatment beyond the capacity of the team are referred to 

the nearest governorate hospital or district hospital, even though there is no formal health care 

referral system.  

 The BHS coordinator and sometimes the directors general oversee the quality of services. 

The coordinatorôs monthly activity report contains information on the performance of mobile 

teams and any activities undertaken by facility staff to prepare for mobile team visits. The 

BHS Sanaôa-based staff occasionally makes unannounced visits to mobile team sites. 

 The evaluation team noted that community health education appears to be an activity 

assigned to a mobile team midwife during each visit. The physician examines clients. Facility 

staff see patients when the mobile team is not visiting.  

 The capacity of the mobile team staff is built through training of all midwives and health 

educators (morshedas) in RH areas. Local health staff based at the facility are included.  

Challenges, Constraints, and Recommendations  

 Most activities that BHS originally proposed for the mobile teams are underway. However, 

the project originally planned to have a roving repair team to help maintain mobile team 

equipment and equipment purchased by BHS for health facilities, and this has not yet 

happened. Resolving repair and maintenance problems is a matter of high priority for BHS 

and governorate health offices. 

 There are no official referral forms or a follow-up system to enable the mobile team 

physicians to formally refer cases. Devising a simple referral form might be a small but 

useful step forward. 

 Absence of mobile network coverage in some areas has caused communication problems 

among the teams, the Director Generalôs office, and the BHS coordinator, when, for example, 

the team is delayed in reaching a site or returning from one. 

 Lack of a supervision system in the MOPHP raises the question of whether BHS activities 

will be sustainable after the project phases out. Difficult access to deprived areas due to roads 

and distances is an obstacle to supervision. 

 Both female and male doctors are sometimes reluctant to adhere to the difficult schedule of 

these mobile outreach teams even though they do earn extra money from per diems. Low 

MOPHP pay is a major disincentive to physicians in general. However, the evaluation team 

did observe in Amran some very dedicated mobile team staff making visits despite extremely 

difficult road conditions. The MOPHP should devise a reward system for those who show 

such dedication. 

 Provision of assistance to districts where there are immigrant and refugee camps is an unmet 

need, and current mobile teams are already too fully occupied to take on additional 

responsibilities.  

 Because the mobile teams seem to be fill ing a very necessary function, the number of teams 

should be expanded as the budget allows. Keeping track of costs and patient loads would also 
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help other partners and the MOPHP determine whether to support expansion into other 

governorates.  

Best Practices    

Brief Description  

This activity was added to the BHS project with a $50,000 grant from the Global ESD project to 

implement five best practices identified by the Yemen country team. That team has members 

from MOPHP, several other Yemeni partners, and USAID and in September 2007 participated in 

the Bangkok meeting, ñScaling-up High Impact FP/MNCH Best Practices,ò which was funded by 

USAID and organized by ESD in collaboration with other USAID partners. The grant was a 

follow-up activity to countries with good action plans for scaling up best practices. The best 

practices program was piloted by BHS in Al Sabeen Hospital in Sanaôa. 

The five best practices selected are:  

1. Essential newborn care/infection prevention 

2. Kangaroo mother care (KMC) for low-birth-weight newborns 

3. Encouraging immediate and exclusive breastfeeding 

4. Counseling on postpartum FP, healthy timing and spacing of pregnancy (HTSP), and the 

lactational amenorrhea method (LAM ) counseling 

5. Vitamin A supplementation for women 

The pilot, planned as a one-year program, was completed in November 2008. ESD assessed the 

activity as successful and gave BHS another $75,000 to scale the experience up in six more 

general hospitals in four new governorates, adding a sixth best practice, newborn immunizations 

for BCG and polio. BHS was also asked to integrate the teaching of best practices into the 

curricula of midwifery schools and add a seventh best practice for midwifery curricula, active 

management of the third stage of labor (AMTSL) to prevent postpartum hemorrhage. Expansion 

of Best Practices, now underway, will apply the Improvement Collaborative model.  

Achievements and Progress  

 The BHS team should be commended for moving ahead with this activity, with ESD support, 

and ESD should be commended for providing an associate award and technical support to 

BHS to implement this and other activities, such as religious leadersô training and the Safe 

Age of Marriage initiative. This collaboration between a Global Health project and a USAID/ 

Mission project to pilot and implement innovative programs is a good example of 

collaboration to improve country programs and advance global learning. 

 The best practices selected are evidenced-based, low-cost, high-impact interventions that are 

usually neglected by health providers. They are being promoted by the global community and 

recommended by USAIDôs MCH and Population and Reproductive Health (PRH) divisions 

as essential maternal, FP, and newborn care interventions that should be scaled up. 

 The BHS monitoring records reflect increases in most of the best practices by at least 50% in 

the pilot hospital, which encouraged ESD to support the scale-up. 

 Al Sabeen Hospital established both infection prevention and patient education committees, 

in collaboration with the MOPHP Quality Department and Health Education Department, 

which provided follow up (though continuing this will require full MOPHP commitment).  
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 MOPHP endorsed scaling up Best Practices in the 2009 BHS work plan, and added a working 

group on best practices to its RH Technical Group. BHS gave MOPHP the Best Practices 

curriculum to train providers from 67 districts as part of an MOPHP health systems 

strengthening project funded by GAVI. 

Constraints, Issues, and Recommendations  

 On a site visit to Al Sabeen Hospital, the evaluation team noted that at this very busy hospital, 

implementing all components is a challenge. Most of the normal deliveries were counseled, 

given Vitamin A and BCG, and the data recorded. However, women discharged after 

cesarean sections or post-abortion care are probably not counseled. Nor were the data 

recorded, as the counseling room is not near where those procedures are done. Staff in the 

inpatient ward are too busy to handle these tasks. 

 Hospital staff are loaded with additional counseling and recording tasks and logbooks, even 

though this is not considered part of the staffôs regular duty. Since project support ended at 

the pilot site, no one is gathering data and analyzing it; thus, some of the best practices might 

easily be neglected. Senior hospital staff, although committed in principle, are too busy to 

monitor the activity. 

 Information on client services provided within the Best Practices project needs to be reflected 

in the service statistics registers used by the hospital. As suggested in a BHS report, MOPHP 

should integrate collection of this information into the registers when considering a national 

scaling-up.  

 The capacity of the hospital to implement infection prevention and client counseling are basic 

requirements for the success of Best Practices. Having adequate numbers of staff on all shifts 

is key to consistent quality care. There is a need to address budget shortages to remedy lack 

of supplies for infection prevention as well as normal services and to address staff shortages. 

Lack of incentives to implement services on a 24-hour basis and to provide counseling to all 

patients is a constraint (BHS report).  

 Capacity needs to be built in such hospital management areas as team building, strategic 

planning and vision, operational planning, problem-solving, quality control, and M&E (BHS 

report). It will be important to observe in the expansion phase whether the Improvement 

Collaborative approach overcomes some of these challenges. 

 The hospitals proposed for the expansion period overlap with the MOPHPôs MNH project, 

which focuses on maternal and newborn departments. The evaluation team recommends full 

collaboration with the MNH program to ensure strategic consistency. The BHS has already 

started this collaboration and invited the MNH team to infection committee meetings. 

 As Best Practices is scaled up, it should be promoted as a vital component of the essential 

obstetric care program that the MNH program is working on. Establishing the right context is 

important: Best Practices represents simple interventions that can easily be scaled up but do 

not substitute for or undermine other important interventions for MNCH and FP services. 

 BHS should consider scaling up Best Practices in the five target governorates as well as the 

new ones and include AMTSL as one of the key interventions in hospitals as well as in clinics 

and midwife-assisted home deliveries. The added value will be that those hospitals are the 

site for pre- and in-service training of midwives, whether training is supported by BHS or 

others. AMTSL should be included as the seventh component of Best Practices.  
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 In the expansion phase, data collection and indicators need to be streamlined to make it 

feasible for further-scale up, considering the limitations of very busy hospitals and their 

capacity to collect and use information. The scale-up experience should be documented, but it 

should not be treated as a research study. Realistic data collection and analysis expectations 

will be critical because facilities will not be able to dedicate full-time staff for this function. 

BHS should discuss indicators selected with ESD. 

 The burden on the BHS team of overseeing the scale-up of the Best Practices program and 

satisfying ESD reporting requirements should be carefully analyzed by Mission and BHS 

staff so that this activity does not jeopardize other project activities.  

Yemeni Midwives Association  and Private Practice Midwi ves  

Brief Description  

The National Association of Yemeni Midwives (YMA) was established on September 2, 2004. It 

has financial, administrative, and technical autonomy. The USAID Yemen Partnership for Health 

Reform (YPHR) project supported its establishment and provided office, equipment, and hired 

staff. The YMA has 600 members who have actually paid the YRl 1,200 annual registration fee.  

The YMA aims to promote and strengthen the midwifery profession in Yemen. It seeks to 

upgrade the RH/FP/MCH skills, professional status, and career opportunities of midwives. Both 

the Yemen Partnership for Health Reform (YPHR) and BHS have offered YMA members 

capacity-building opportunities to upgrade their business planning, hands-on training, and 

supervision skills.  

YMA works with the BHS on the Private Practice Midwife (PPM) program: 

 The BHS, with support from ESD 

core funds and in collaboration with 

the USAID Private Sector Partnership 

Project, supported establishment of 

the PPM program in November 2007. 

BHS invited YMA to assist with this 

program and learn from experience in 

another country (Uganda) as a way to 

build member capacity. YMA 

members were trained to coach 

private midwives on mapping their 

catchment area and to supervise them 

on a monthly basis through field 

visits, using a comprehensive 

checklist. 

 The PPM program supports and encourages midwives to establish a private practice in their 

own homes or in community-provided or private settings within deprived areas to increase 

access to MNH care. With support from BHS, midwives who qualified were required to 

construct a separate area (room and rest room), furnished by BHS with essential equipment 

and supplies, to function as a private clinic. A private institute contracted by BHS trained 

them in basic private business management skills. BHS conducted a six-day clinical skills 

training to ensure their clinical competence. 

Clinic of a private practice midwife 
























































































