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Grant Application - Round 1

I. List of programs (one page maximum).   
Established in 1915 with Helen Keller as a founding trustee, Helen Keller International (HKI) works in 22 countries to save the sight and lives of the most vulnerable and disadvantaged.  We combat the causes and consequences of blindness and malnutrition by establishing program based on evidence and research in vision, health and nutrition.  Each year, our programs directly benefit millions of people, and children are our primary concern.  Our two major areas of focus are Eye Health and Nutrition.
In Eye Health, HKI currently addresses: 

· Onchocerciasis (river blindness), by distributing ivermectin and providing information, education and community assistance in nine countries throughout Africa; 
· Trachoma, by implementing the WHO-endorsed SAFE strategy, and offering school- and community-based education, training, and activities throughout Africa and in Nepal;  
· Cataract, by training surgeons, nurses, and community health workers, setting up Direct Referral Services, and providing surgeries in Niger, Nigeria, Senegal, Tanzania, China, Indonesia, and Vietnam; and
· Refractive Error, by offering ChildSight®, which provides vision screenings, refractions, eyeglasses, and referrals for students in the U.S. and Indonesia.

In Nutrition, HKI’s current programs include:

· Vitamin A Supplementation, to prevent blindness, enhance child survival, and promote healthy development throughout Africa and Asia;
· Nutritional Surveillance, the collection and analysis of critical nutritional data for governments and other development partners to influence policy and shape program design in Bangladesh and Indonesia;
· Food Fortification, the enrichment of commonly-used food products, such as wheat flour, cooking oil or soy sauce with essential vitamins and minerals, throughout Africa and in Indonesia; 
· Multi-micronutrient Supplementation, the promotion and distribution of Vitalita®, sachets with 14 vitamins and minerals that are sprinkled on food in Indonesia;
· Iron Supplementation, to avoid iron deficiency and control anemia throughout Africa; and  
· Production and Consumption of Micronutrient-rich Food through:
· Homestead Food Production, the creation of gardens and small poultry farms to simultaneously promote economic independence while providing a source of nutrient -rich foods in Bangladesh, Burkina Faso, Cambodia, Nepal and the Philippines; and
· Orange-fleshed Sweetpotato, promoting the cultivation and consumption of nutrient-rich orange-fleshed sweetpotatoes to improve food security and combat vitamin A deficiency in Burkina Faso and Mozambique.

II. Program activities and budget for featured program (two pages maximum).  
A.
Featured Program – Vitamin A Supplementation 
Since the 1970s, HKI has been at the forefront of developing, testing and scaling-up innovative strategies to control vitamin A deficiency (VAD) throughout the developing world.  HKI-supported vitamin A supplementation (VAS) programs for children in Indonesia to prevent VAD-related blindness were the basis for the research first identifying the link between VAD and child mortality. HKI has been a key advocate for VAD control programs and their inclusion as a central pillar of child survival interventions.  HKI’s strategic partnerships with developing country governments, universities (such as Johns Hopkins), United Nations agencies (such as UNICEF and WHO), donors (such as the Canadian International Development Agency (CIDA) and the United States Agency for International Development (USAID), and over 20 non-governmental partners have been essential in mainstreaming VAD control in the development agenda. 

Global efforts have saved hundreds of thousands of children from irreversible blindness and millions of children from premature death.  HKI innovations include twice-yearly VAS campaigns, integration of VAS into onchocerciasis control, fortification of cooking oil with vitamin A, and development of homestead food production models (including introduction of orange-fleshed sweetpotatoes).  HKI’s contributions are documented in scores of peer-reviewed articles and hundreds of presentations in international fora.  HKI has demonstrated that VAD control can be maintained even in the most resource-poor settings, such as Niger, where the Government and partners have maintained over 80% twice-yearly coverage of VAS for children 6-59 months since 1998. 

HKI has been instrumental in positioning VAD control as a central public health intervention in 22 countries and globally.  HKI is a partner in national-level, twice-yearly VAS programs for children in 13 countries in Africa (Burkina Faso, Cameroon, Côte d’Ivoire, Democratic Republic of Congo, Guinea, Mali, Mozambique, Niger, Nigeria, Sierra Leone, Senegal, Tanzania, Zimbabwe) and 4 countries in Asia (Bangladesh, Cambodia, Indonesia, Philippines), reaching approximately 40 million children in 2006.  Technical assistance is also provided in five additional countries. 

HKI has developed and tested innovative, sustainable, cost-effective VAS delivery mechanisms including Child Health Days, National Nutrition Weeks, integration of VAS into community-directed treatment with ivermectin (the program to control onchocerciasis), and integration with immunization programs.  HKI has successfully implemented VAS in areas of conflict, food and nutrition crises and natural disasters.
HKI has ensured international impact of its work in VAD control through international conferences, scores of peer-reviewed publications and hundreds of presentations at scientific congresses.  HKI has produced a variety of training materials, monitoring and evaluation tools and resource manuals that are widely used to replicate, monitor and evaluate VAD control in other countries.  
In settings where VAD is prevalent, data show that improving the vitamin A status of children reduces their risk of mortality from measles by an average 50%, from diarrhea by an average of 40%, and all-cause mortality in children 6-59 months by an average of 23%.  In the absence of adequate and sustained policy and program action to control VAD, 42% of children 6-59 months are at risk of VAD.  These same analyses show that effective VAD-control has the potential to reduce mortality rates in children 6-59 months by an estimated 25% and avert over 645,000 deaths per year.  The best epidemiological data to date show that vitamin A supplementation (VAS), one dose twice-yearly, is the most cost-effective strategy to immediately improve vitamin A status in children.
HKI is currently implementing a 3-phase program supported by the CIDA in sub-Saharan Africa with the aim of achieving high and sustained VAS coverage among children ages 6-59 months in the following 9 countries:  Cameroon, Côte d’Ivoire, DR Congo, Guinea, Mozambique, Nigeria, Senegal, Sierra Leone, and Zimbabwe.  We are currently in Phase II of this program which runs from March 2005 through March 2008. In the past, VAS was accomplished during the National Immunization Days (NIDs) which were set up to eradicate poliomyelitis; since the NIDs are being phased out, new strategies need to be developed to ensure sustained VAS. Specific objectives of phase II are to: (1) support country-driven plans to achieve and sustain high VAS coverage (> 80 percent coverage twice-yearly for children 6-59 months); (2) achieve and sustain high VAS coverage (> 80 percent) for children presenting with common childhood illnesses; (3) use semiannual VAS as a platform for an integrated package of low-cost, high-impact, setting-specific child survival interventions; (4) build national capacity including budget allocations that will allow VAS programs to be mainstreamed into national policies and programs; and (5) improve monitoring systems for VAS.
As outlined in the following table, VAS was provided via different methodologies according to the local contexts of the different countries.  Mass community health initiatives, in which large segments of the population gather for a particular health focus (measles campaigns, for example), present an excellent opportunity to maximize reach, impact and efficiency.  The following table outlines coverage obtained for 2006.
Table of Coverage & Strategies for VAS in 2006
	Country
	Year
	Coverage
	Methodology

	
	Dose 1
	Dose 2
	Dose 1
	Dose 2

	Cameroon
	2006
	87.9%
2,252,923
	96.2%
2,509,526
	NIDs, EPI, CDTI & Micronutrient Days
	EPI & measles campaigns

	Cote d’Ivoire
	2006
	92%
4,644,016
	89.5%
4,501,040
	NIDS
	NIDS

	DR Congo
	2006
	82.7%
8,749,424
	94.9%
8,992,381
	Mebendazole campaign & CDTI
	Mebendazole campaign, CDTI, measles & bed nets

	Guinea
	2006
	100.1%
1,826,861
	92.9%
1,770,647
	Child Health Week
	Measles campaign

	Mozambique
	2006
	24%
815,573
	33%
1,095,504
	Health centers, mobile clinics & community health workers
	Health centers, mobile clinics & community health workers 

	Nigeria
	2006
	N/A – NIDS precluded the need for HKI support
	104%
23,054,915
	NIDS (no HKI support was provided in compliance with funder’s directives to HKI)
	Various strategies depending on State; HKI supported CDTI+VAS in 7 states.

	Sierra Leone
	2006
	92%
730,815
	100.5%
796,509
	National micronutrient days
	Measles & Malaria (NIDS)

	Senegal
	2006
	97.9%
1,876,987
	95.4%
1,853,315
	Child Health Survival VAS days
	Measles campaign

	Zimbabwe
	2006
	94%

1,876,987
	65%

1,031,203
	Integrated measles campaign
	Child Health Days


B.
Budget

Overall Budget for Phase II of CIDA-supported VAS program
	Cameroon, Côte d'Ivoire, Guinea, Sierra Leone, Senegal/Mozambique, 
DR Congo, Madagascar, Zimbabwe

	Budget Category
	 

	 
	Year 1
	Year 2
	Year 3
	TOTAL 3 Years

	COUNTRY PROGRAMS
	 
	 
	 
	 

	Salaries 
	882,875
	913,919
	948,165
	2,744,958

	Consultants
	23,000
	23,000
	25,000
	71,000

	Equipment
	280,708
	65,000
	0
	345,708

	International Travel
	67,700
	53,550
	64,050
	185,300

	Field Activity Expenses (subtotal)
	1,766,440
	1,767,440
	1,839,482
	5,373,362

	a) Local Transportation
	305,550
	290,700
	312,108
	908,358

	b) Local per diem
	302,900
	285,100
	309,510
	897,510

	c) Field Supplies
	155,190
	155,700
	159,478
	470,368

	d) Communications
	365,500
	380,090
	394,110
	1,139,700

	e) Dissemination
	110,500
	113,050
	115,728
	339,278

	f) Training
	526,800
	542,800
	548,550
	1,618,150

	Monitoring, Evaluation and supervision
	328,500
	324,300
	337,557
	990,357

	Country programs sub-total
	3,349,223
	3,147,209
	3,214,254
	9,710,685

	REGIONAL OFFICE
	 
	 
	 
	 

	Personnel
	157,551
	163,929
	170,625
	492,105

	Office support costs
	40,500
	33,000
	33,000
	106,500

	Travel and per diem
	98,000
	98,000
	98,000
	294,000

	Regional Workshops  (2)
	30,000
	0
	30,000
	60,000

	Regional review meetings (2)
	0
	20,000
	0
	20,000

	Regional office sub-total
	326,051
	314,929
	331,625
	972,605

	Indirect Project Costs 13%
	441,294
	441,628
	460,964
	1,343,886

	Grand Total (US$)
	4,116,568
	3,903,765
	4,006,843
	12,027,176


III. Monitoring and evaluation for featured program (one page maximum).
A.
Monitoring Outputs
For every program, HKI creates a detailed work plan that delineates program goals & objectives, outputs & outcomes, timelines, roles & responsibilities, coverage areas, and budget parameters.  Regular required reporting to donors provides us with the opportunity to describe how activities are being carried out as intended, or, conversely, point out unexpected barriers and the methods by which we plan to address them.   
B.
Monitoring Outcomes
VAD is the leading cause of pediatric blindness world wide and is a major contributor to child mortality.  As the need for VAS for those who are deficient is well established, HKI outcomes are measured according to coverage.
Independent surveys were conducted to ascertain VAS coverage in Guinea, Sierra Leone, DR Congo, Côte d’Ivoire and Zimbabwe.  In Zimbabwe, the independent assessor, Select Research, conducted a post-event VAS survey that revealed a national VAS coverage of 94% - only a 4% difference from the campaign coverage data, meaning that health service statistics collected during the campaign were reliable.  The survey recommended increasing vitamin A awareness and educational campaigns in those provinces that had low coverage figures.  In Guinea, HKI and UNICEF funded an independent coverage survey in September 2006 (round 1) and WHO funded an independent coverage survey in February 2007 (round 2); finalized results for both surveys are still in development.  

In Sierra Leone, an independent post campaign coverage survey funded by the Canadian Red Cross was conducted in January 2007 to determine whether the objectives of the campaign were met, with preliminary results showing that 90% coverage was achieved for vitamin A (objective was 95%), 91% coverage was achieved for Mebendazole (objective was 90%), 88% coverage was achieved for Measles (objective was 95%), 84% coverage was achieved for LLIN (objective was 80%), and 51% coverage was achieved for LLIN use (objective was 60%).

In DR Congo, HKI financed an independent survey that was conducted by the national nutrition program (PRONANUT) and the Demographic Institute of the University of Kinshasa.  The evaluation was conducted in 2 parts, addressing both non-CDTI areas financed by UNICEF and CDTI areas financed by HKI.  Among the survey’s key findings was that mothers as well as distributors are not aware of the real benefits of vitamin A, nor are they aware of how to improve their nutritional habits.  Preliminary results show that coverage is similar in both non-CDTI and CDTI areas.

In Cote d’Ivoire, post-event coverage surveys elicited specific recommendation, including that the training of agents be prolonged to ensure more effective use of the vitamin capsules; that a more appropriate period (other than the month of June) be selected for future campaigns; that logistics should be better organized; and that greater emphasis should be placed on strengthening social mobilization for vitamin A delivery.
C.
See Attached Reports on Monitoring (outputs) & Evaluation (outcomes)
IV. Optional:  Other support for featured program (one page maximum).   
There are several complementary solutions to addressing VAD.  Supplementing children with capsules twice-yearly (VAS) is the fastest to put into place and extremely cost-effective, but insufficient in the long term.  Food-based strategies are critical for sustained VAD control.  An increasingly important, private sector-led solution is fortifying commercially produced foods with vitamin A.  HKI has been leading successful efforts to fortify cooking oil with vitamin A through a regional initiative that involves 8 countries in West Africa, and is focusing now on creating a similar initiative to fortify wheat flour with iron and folic acid.  HKI has also taken the lead in developing a vitamin A fortification program in the Philippines and implemented a large-scale program of in-home fortification (using a multi-micronutrient powder that contains vitamin A among other vitamins and minerals) as part of tsunami relief in Indonesia.  
Increasing the availability and consumption of vitamin A-rich foods (such liver, eggs, mangoes, orange-fleshed sweetpotatoes, etc.) is another long-term solution.  HKI has developed models for homestead food production and promotes the production and consumption orange-fleshed sweetpotatoes to ensure adequate vitamin A in diets in Bangladesh, Burkina Faso, Cambodia, Mozambique, Niger and Nepal.  For the homestead food production programs, HKI provides seeds, seedlings, saplings and chicks, along with the technical assistance to grow/raise them, to families so they have a sustainable source of nutrient-rich and palatable foods.  The primary goals of these programs are to improve food security and combat vitamin A deficiency (VAD), but they programs also help communities achieve greater economic independence since surplus food can be sold for much-needed added income. 
V. Confidentiality.
We request that the budget we have sent as part of this application be treated as confidential.
EIN:  13-5562162
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