Project HOPE Grant Application to the Clear Fund (Cause 2)

I. List of Programs

Project HOPE, established in 1958, is an international health organization that channels its resources – financial, gift-in-kind, and education – to improve health care in developing countries.  HOPE is unique in that it creates solutions that build bridges between community-based and hospital-based health programs.  For 18 consecutive years, more than 90% of all resources expended have gone to programs, impacting health care for those who need it most.

Project HOPE utilizes a long-term approach to providing health care, which includes the building of health clinics and the training of health professionals, but also works to send immediate health care to areas in need, especially for disaster relief.  Over the past 49 years, we have worked in more than 90 countries;  presently, HOPE has programs in Asia, the Middle East, Central and Eastern Europe, Russia and Eurasia, Southern Africa, and the Americas. 

Project HOPE has five core areas of expertise:

Health of Women and Children (featured program for this proposal):  Project HOPE has a long-standing tradition of using health education and humanitarian assistance to produce sustainable improvements in the health of women and children around the world.  Strategies range from educating parents in community settings, to training health care workers who provide care to women and children in local clinics and hospitals, to providing advice and support to Ministries of Health on the national and local levels, to HOPE’s innovative health and microcredit strategy known as Village Health Banks.
Infectious Diseases:  HOPE’s HIV/AIDS programs range from increasing health professionals’ skills in treating HIV to community education campaigns aimed at raising awareness about HIV/AIDS prevention.  Our tuberculosis programs introduce the most widely tested and successful methods of diagnosis, care, and treatment for TB patients.
Health Professional Education:  Project HOPE has helped to establish and train the staff necessary to operate hospitals and health clinics, especially those targeted to the needs of children, as well as providing general and specialty training to doctors, nurses and other professionals in how to detect and treat various diseases.
Health Systems and Facilities:  In a variety of settings, Project HOPE participates in the design and development of new medical facilities and the renovation of existing health care facilities which serve as centers for the provision of quality health care.  It is also involved in the development of national and regional training centers for physicians, nurses, administrators, and allied health professionals.
Humanitarian Assistance:  Over the short-term, Project HOPE provides emergency medical assistance when natural or manmade disasters strike.  Longer term, HOPE’s humanitarian assistance program also strengthens health facilities in need with the acquisition and delivery of donated medicines, medical supplies and equipment.

II.

Program activities and budget for featured program
A.   Featured Program Description

The Featured Program (within the “Health of Women and Children” portfolio) is our Orphans and Vulnerable Children (OCV) program in Mozambique and Namibia, which seeks to alleviate the burdens on families caring for children left orphaned or vulnerable by the AIDS pandemic.  What follows is a description of the beneficiary population and the health and economic problems which this program is addressing, our overall strategy for confronting these problems, and the specific activities being conducted under this program.
Beneficiaries and Health/Economic Issues:  While the AIDS pandemic by no means accounts for all of Africa’s orphans and vulnerable children, its magnitude has undeniably transformed a social dilemma into a global humanitarian crisis.  The sheer quantity of children affected by HIV/AIDS in Africa is staggering: an estimated 13 million have lost either one or both parents.  The risks and obstacles facing these children are daunting.  At greatest need are the “double orphans” who have lost both parents (1% of children under age 15), who are twice as likely to suffer from malnutrition as single orphans; orphans and vulnerable children (OVC) who are HIV infected (8-10% of children under 15); young women who are pregnant, who are at high risk for perpetuating the OVC cycle in their own children; OVC who are heads of households, who may bear the burden of income generation for the household; OVC in impoverished households with, or at risk of, malnutrition; and OVC who are victims of abuse and/or prolonged periods of homelessness and destitution.

As the overwhelming majority of orphans and other children affected by HIV/AIDS are living with immediate or extended family members, the safety and well-being of these children depends largely on the ability of these relatives to protect and care for the expanded household.  Without economic strengthening, many households and communities are unable to access basic health care and appropriately care for orphans and vulnerable children.

HOPE Strategy:  Several years ago, Project HOPE began addressing the needs of the OVC population through our Village Health Bank (VHB) program, after surveys of families in Malawi participating in that program showed an extraordinarily high rate of morbidity and mortality from HIV.  The Village Health Bank program – established by Project HOPE 14 years ago, and implemented in nine countries worldwide – provides small loans to families that are linked to health education activities and messages.
Based on the success of the Malawi model, Project HOPE has now embarked on a long-term program in Mozambique and Namibia, Sustainable Strengthening of Families of OVC (the focus of this proposal).  Similar to the situation we encountered in Malawi, HIV prevalence rates of orphans in Mozambique and northern Namibia are among the highest in the world (14%-16%).  Using the VHB methodology, health education is targeted to orphans and vulnerable children, their families and staff and volunteers of community and faith-based organizations.  To address the fundamental reality that the majority of orphan care is by relative and non-relative families, this program focuses on expanding the coping capabilities of households that are supporting and caring for OVC.  The program combines economic strengthening activities with targeted education and improved access to OVC services via community volunteers.  

Program Activities:  The program has three principal components.  First, it provides micro-loans to caregivers to engage in small-scale business activities which will generate increased income and financial resources.  Second, it provides the caregivers with education and access to information and resources to help them support the needs of all children under their care, including orphans.  This education encompasses such topics as household nutrition, promotion health, parenting skills, and bereavement guidance.  And third, the program establishes a community-based network of volunteers that can give on-going support and assistance to caregivers and orphans by providing peer counseling and referrals to specialized services.

This program was modeled after the Malawi program, but it was also designed based on the results of a survey conducted by Project HOPE in Namibia and Mozambique, which focused on coping strategies of caregivers and needs of OVC.  In Namibia, the survey found that a much higher percentage of households (76%) are caring for orphans than official statistics suggest.  Moreover, caretakers reported that 34% of the children in their households had lost one or both parents, as compared to the officially reported national rate of 11%.  Households caring for orphans were caring for an average of 2.5 orphans.

The overwhelming concern reported by the families surveyed, who are caring for OVC, was the economic demand of the expanded household and its impact on all aspects of their lives:  inability to purchase the quantity of food they need, difficulties in paying for school fees and uniforms, inability to access needed health services because of high cost, and other related constraints.  Fifty-six percent of households reported their income was not sufficient to meet their needs for more than three months in the past year, with over 25% having to sell assets in order to have money.  Over one third of households in Namibia could not seek medical services when they needed to, due to financial reasons.  Additionally, only 41% of teenagers in Namibia had eaten four or more meals in the past two days.

B.   Population Served
The nature of this program is that it provides health and financial assistance only those who are actually caregivers for orphans and vulnerable children (primarily but not exclusively due to HIV/AIDS), not to the broader community at large.  The vast majority of beneficiaries are women, because of their disadvantaged position in society and their critical role as caregivers.  Most women in sub-Saharan Africa are not involved in paid employment.  However, they do almost all the household chores such as looking for food, cooking, cleaning the home, washing, walking long distances to fetch water and firewood, and taking care of children.  With limited resources, women are increasingly responsible for the care of extended families – a situation that has been made much worse by the AIDS scourge.  In the project region, there are roughly three times as many widowed, divorced or separated women as men; as a result, the number of female-headed households has also grown significantly.  Since 1999, HOPE’s VHB program in Malawi has helped about 12,000 women improve household incomes, secure personal and family health, and reduce feelings of helplessness and second-class status.  In so doing, the program has also strengthened the family and community foundation on which Malawi’s orphans and vulnerable children depend.
To date, the OVC Program in Mozambique and Namibia has recruited and trained more than 600 community volunteers – individuals who are now providing care and support to families of more than 48,000 children. 

C.   Budget
This program, which is now completing the second of a planned five years, is budgeted at approximately $1.5 million per year.  Primary budget categories:
Personnel costs:  Approximately $450,000 annually.  This program is a human resource intensive program.  By Year 3, it employs 10 health educators and 12 community promoters annually (increasing to 16 community promoters in Years 4 and 5).  This reflects Project HOPE’s emphasis not just on awarding loans but on providing regular health messages as a way of linking improved health and economic status.  Per local standards, trained health promoters receive salaries of about $7,000 annually; community promoters about $6,000.  Virtually all personnel costs are incurred in the field.

Physical materials:  These costs are relatively small – about $55,000 annually.  About half of these funds are for motorcycles (five per year at $5,000 apiece) on which the program’s health educators and community promoters depend heavily, given the terrain, to reach rural villages in the target area.  Other material requirements include computers and printers, copier machines, overhead projectors, office furniture and equipment.

Local advertising and outreach to potential beneficiaries:  Community promoters are the main mechanism for project communication and outreach to potential beneficiaries.  In support of their outreach activities, the program budgets $17,000-$20,000 annually for communications, printing and reproduction of materials.
Costs of training and transporting personnel:  As discussed, health education is a key activity of the program staff.  The cost to train health educators and community promoters increases annually as their numbers increase and as the number of Village Health Banks grow (from 80 in Year 1 to 300 in Year 5).  Overt the five years, training costs average about $40,000 annually (not including associated personnel costs).  Field travel plus the cost of maintaining and operating field vehicles is about $70,000 annually.
Financial risk:  Credit funds represent $140,000 of the Year 1 budget, increasing slightly in Year 2 as the number of Village Health Banks and the number of women handling loans increases, then gradually decreasing as loans are repaid with interest and the credit funds are built up (decreasing to $70,000 in Year 5).  Project HOPE has found that increasing numbers of investments and participants does not translate into increased financial risk, even in extremely low-resource areas like sub-Saharan Africa.  In fact, rates of repayment (with interest) average 96-98% – steadily increasing the program’s own financial resources and validating that an integrated health/microcredit program can be sustaining in sub-Saharan Africa.
III. Evaluation
A.   Evaluation Process
Monitoring and evaluation is an integral component of this project.  The M&E plan will allow HOPE staff in the field to know when planned activities take place, the quality of those activities, any problems or issues experiences, and the result of those activities.  Specific indicators have been established to measure improvements in health care for beneficiaries and their families; improvements in nutrition (e.g., increased food consumption, reduction in percentage of underweight OVCs); housing and shelter improvements (e.g., house size, construction materials, toilet facilities); and achievements regarding economic strengthening and independence (e.g., increased bank accounts, increased ability to pay for school and other standard expenses).
While we recognize the constraints and obstacles of working in an extremely resource-poor area, where AIDS is taking a tremendous human toll, our experience in Malawi provides a ray of hope.  A study of the impact of the VHB program – in Malawi as well as two other HOPE sites – was published recently in the Journal of the International Association of Physicians in AIDS Care (copy attached).  In Malawi, it found that, after four years, household income of VHB members had increased 51% and savings had increased 43%.  In terms of health outcomes, the number of participants who knew HIV-prevention strategies increased 10%, the number of women seeking care when signs of sexually transmitted infections increased 17%, and the number of women accessing primary care for child health increased 12%.  The study concluded that “by combining health education with incremental increased in family income, the VHB program may significantly address the combined impact of poverty in the developing world.”

These results have confirmed that VHBs can be a powerful response to the varied and compelling needs of OVC.  By targeting women, VHBs empower women heads of households in their role as guardians for maternal orphans, and the risk of malnutrition is reduced.  Similarly, young women gain a responsible role model with a greater ability to meet their needs for nutrition, clothing, and school supplies, a measure which greatly increases a young pregnant woman’s likelihood of accessing prenatal and newborn care.   Young male OVC also benefit from the fellowship within the VHB household and related activities, such as sports clubs.  Paternal orphans gain an increased likelihood of durable household stability and remaining in school.  Double orphans gain the added security of sustainable income.  HIV-infected OVC increase their likelihood of accessing primary health care services, and the chance of a more normal childhood within a family structure is increased.  Depressed or abused OVC are more likely to remain in one home, and are more likely to access supportive counseling from the VHB trainers, or from partner organizations.  And OVC reached within the VHB system are all less likely to end up abandoned and consigned to orphanages.
B.    Written Reports
See attached articles from the Journal of the International Association of Physicians in AIDS Care, the Journal of the American Medical Association, and The Africa Journal (published by the Corporate Council on Africa).
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