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MoH
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NGO
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OCHA
Office for the Coordination of Humanitarian Affairs

OTP
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PM&E
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Productive Safety Nets Program
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Ready-to-use Therapeutic Food
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Severe Acute Malnutrition
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Stabilization Care (or Centre)

SNNPR
Southern Nations, Nationalities and People’s Region
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Project Proposal Summary Sheet
	Project title
	Drought Emergency Nutrition Response Project

	Type of crisis
	Natural disaster - drought

	Country and specific location
	Ethiopia – Oromiya Regional State; West Hararghe Zone (Chiro, Doba, Gamachis, Tullo Woredas) & East Shewa Zone (ATJK Woreda)

	Project dates
	Date of submission
	June 16, 2008

	
	Expected start-up
	July 1, 2008

	
	Expected completion
	March 31, 2009 (9 months)

	Agency details
	Name
	CARE Canada

	
	Contact officer
	Alain Lapierre

	
	Telephone/fax/e-mail
	613 228-5657, alainl@care.ca 

	Budget 
	Total budget  
	CAD 500,000

	
	Funds from CIDA 
	CAD 500,000

	
	Funds from other sources
	n/a 

	Expected contribution to CIDA’s IHA program 
Principal outcome: Effective treatment for acute malnutrition for 4,600 children under five


	Number and description of expected male and female beneficiaries: 

Directly affected beneficiaries: 13,281 individuals (esp. children < 5, mothers/caregivers)


	Narrative summary of the project and planned activities:
The overall rainfall performance for the period of February to May 2008 is reported to be very poor in most eastern parts of Ethiopia. The humanitarian implications of the ongoing food insecurity crisis in Ethiopia continue to pose a significant threat to life and livelihoods in drought-affected areas in Southern Nations, Nationalities and People’s Region (SNNPR), Oromiya, Amhara and Somali. According to the Ethiopian government, about 4.5 million people are directly affected, as indicated by trends of increased admissions of severely malnourished children to treatment centres as well as erosive coping mechanisms. 

Through this project, two members of the Canadian Network of NGOs in Ethiopia (CANGO), CARE and Food for the Hungry Ethiopia (FH/E), are planning to scale up an ongoing Community-based Therapeutic Care (CTC) project, which is operating throughout the country. In view of the deteriorating humanitarian situation in West Hararghe and East Shewa, there is an urgent need to fill a critical gap in nutritional service provision. The proposed scale-up includes the following components:

· A total of 32 Outpatient Therapeutic Program (OTP), 4 Stabilization Care (SC) and 9 Therapeutic Nutritional Food (TNF) sites will be established or strengthened through work on physical structures, provision of equipment and supplies, and a capacity-building program for staff involved in CTC interventions.

· Sustainability of impact will be enhanced through awareness-raising for mothers and caregivers as well as emergency livelihood recovery support.

· The project team will participate in nutritional and livelihood assessments, especially in woredas of West Hararghe and East Shewa where we have limited information.


2.1. Background

Nature of the disaster
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There are generally two seasonal rains per annum – meher (Oct – Dec) and belg (Feb – May). The start of this year’s belg rainfall was late by about 5-7 weeks in most eastern parts of the country. The overall rainfall performance for the period of February to mid May 2008 is reported to be very poor in eastern parts of Amhara, Oromiya, Somali and most parts of Afar Regional States. Particularly areas such as West Hararghe received below to far below normal rainfall as compared to the short term mean. 

Furthermore, the rainfall obtained as of February 2008 was not evenly distributed in time and space, such that many water points in West Hararghe and other zones in Oromiya could not be refilled. 

Nature of the humanitarian impact known to date and projected evolution
The humanitarian implications of the ongoing food insecurity crisis in Ethiopia continue to pose a significant threat to life and livelihoods in drought-affected areas in SNNPR, Oromiya, Amhara and Somali. According to the Ethiopian government, about 4.5 million people are directly affected. 

To adequately grasp the impact of this crisis, it is important to bear in mind that about 85 % of Ethiopia’s population is predominantly dependent on subsistence agriculture. Their livelihoods are entirely dependent on seasonal rains. Land preparation and planting activities in West Hararghe and East Shewa have been severely interrupted. Rainfall has been received in some areas of the country and this has contributed to a temporary alleviation of water shortages in areas hardest hit by the drought. The World Food Programme (WFP) maintains however, that the recent rainfall will not have an immediate impact on the food security situation as the upcoming harvest in June will not produce crop yields required to fill the food gap. We therefore anticipate that food insecurity will continue well after June. In addition, pastoralists and agro-pastoralists have incurred a significant loss of livestock and it will take some time before herds and flocks are regenerated. Pasture availability in West Hararghe and East Shewa remains a problem, as the seasonal rainfall was not adequate to regenerate the pasture to its normal level. The shortage of drinking water for human consumption as well as for livestock is critical in many parts of Oromiya, especially in its lowland parts. 

The above-mentioned impact of the drought is being aggravated by a number of factors. Most importantly, the prices of common food crops like sorghum and maize have been rising in many parts of CANGO’s operational areas due to an inadequate supply of grain to local markets. Livestock prices also remain high. Major food sources such as own production, household food reserves, livestock products and labour exchange for food are becoming less reliable for rural households to fulfill their food requirements. Furthermore, the arrival of migratory locusts in East/West Hararghe and Borena Zones as well as an outbreak of armyworm has affected the limited planted crop land. 

The humanitarian impact of these various developments is becoming apparent. The Emergency Nutrition Coordination Unit (ENCU) has identified West Hararghe and East Shewa as two of the main hot spots in Oromiya. Indicators pointing to a deterioration of the humanitarian situation include increased admissions of severely malnourished children to treatment centres as well as coping mechanisms such as reduction in consumption of meals, increased consumption of wild foods, migration and sale of productive assets. There are cases of malnutrition due to food shortage reported from different parts of Southern Afar, East/West Hararghe, East Shewa and elsewhere. The poor quality of drinking water as well as a lack of safe sanitation facilities is also leading to fear of an outbreak of water-borne diseases such as Acute Watery Diarrhea (AWD). According to the Humanitarian Requirements released by the government in April 2008, approximately 2.18 million people in Somali, SNNPR, Tigray and Oromiya Regions are anticipated to require emergency food assistance. Recently, the Ethiopian Disaster Preparedness and Prevention Agency (DPPA) announced that the number in need has increased to 4.5 million people. The government confirmed that 75,000 children are severely malnourished in the country, while UNICEF estimates the number to be more than 126,000 children. 
These high figures do not include the over 8 million people in chronically food insecure areas receiving predictable transfers (cash or food) through the government’s Productive Safety Nets Program (PSNP) safety net program. These recipients are also at risk of facing harder conditions since the food and/or cash allocated through PSNP is found to be insufficient to fulfill the food requirement of a majority of the population over the coming hunger season in many parts of the country. For instance, many poor households in East Hararghe recently gathered in front of respective Woreda Administrative Offices to request relief food assistance while others had already started migrating to larger towns in adjacent areas. 

2.2 Project Rationale

In view of the deteriorating humanitarian situation in West Hararghe and East Shewa, there is an urgent need to fill a critical gap in nutritional service provision. CARE and FH/E already have programs (incl. nutrition interventions) in several areas of Oromiya, but the recent increase in caseloads as well as the shutdown of nutrition interventions by a sister agency in some parts of West Hararghe necessitate additional efforts.
The current drought has produced needs far greater than the capacity of any single NGO. This, coupled with the limited capacity of regional governments makes the support of multiple organizations necessary. CANGO offers such an approach. Its members have experience specifically in the areas affected by the emergency. CANGO self-selected two of its member agencies (CARE and Food for the Hungry) to submit this joint proposal in order to facilitate the transfer of emergency aid to the most affected areas of Ethiopia and all member agencies remain on standby to ramp up emergency aid delivery if this becomes possible at a later time. CARE has the full support of all CANGO members as the lead agency for this project.
CARE’s and FH/E’s long-standing interaction as well as good understanding of community dynamics and social systems will ensure access to the target communities. As the proposed project is an urgent need of the community, accessibility and acceptability should not be a problem. Due to CARE’s and FH/E’s experience in this area, the two agencies have been able to successfully access beneficiaries with the current infrastructure. 

2.3 Implementing Agency Capacity

CARE and FH/E both began working in Ethiopia in response to the 1984 famine. 

CARE Ethiopia currently implements over fifteen programs covering Sexual Reproductive Health, Primary Health, Water, Sanitation and Hygiene, Food Security (e.g. PNSP), Pastoral Livelihood Development, HIV/AIDS, Small Economic Activity Development, a CTC program, Livelihoods Diversification and Expansion, Civil Society Strengthening and Good Governance, Relief and Drought Mitigation in three regions of the country, namely Oromiya (Borana, East and West Hararghe zones) Afar (zones 1, 3, 4 and 5) and Amhara (South Gonder zone). CARE’s nutrition programming has developed from direct food distribution to integrated nutrition and health interventions. The program includes disaster area food security assessments, need based nutritional surveys, targeting, nutritional local capacity building and provision of food resources to vulnerable groups
Food for the Hungry/Ethiopia (FH/E) has broad experience in responding to emergency situations in Ethiopia. FH’s health unit staff has experience managing child survival, food security and other health projects. FH's strategic plan includes a strong component of community-based health care – including CS interventions – to address health and nutrition problems in the communities in which it works. Currently, FH/E is managing development programs in three regional states:  Amhara, Oromiya and Beneshangel. These projects include nutrition; PNSP; HIV/AIDS prevention, care and support; child development; water and sanitation; capacity building of local partners; agriculture; natural resource management; animal health; and road construction. FH/E has been working in the Jido Area of Adami Tulu Jido Kombolcha (ATJK) woreda since 2003 when it undertook emergence operations in response to drought. Since 2005 FH/E has been running an OVC program for approximately 2,000 children in ATJK. 
3. Project Description

3.1 Purpose and Expected Results

Goal: The goal of this project is to prevent a deterioration in the nutritional status of children under five among the drought-affected population of West Hararghe and East Shewa Zones.

Impact: The desired impacts of project activities are (1) improved recovery rates for enrolled children, (2) adequate coverage such that most eligible children are reached by the program, and (3) reasonable sustainability of immediate impacts (1 & 2) so that a renewed increase in severe acute malnutrition among targeted communities is prevented effectively.

To achieve above-mentioned points 1 & 2, the project team will have to provide effective treatment for acute malnutrition for 4,600 children under five. The following expected results (outputs) fall under this outcome:

Result 1: TNF available and accessible to 4,600 children < 5 in East Shewa and West Hararghe Zones on a weekly basis.

Result 2: CTC sites available and accessible to 4,600 children < 5 in East Shewa and West Hararghe Zones on a weekly basis.

Result 3: Program sites (32 OTP, 4 SC, 9 TNF) run by professional staff who ensure adequate screening, treatment, etc.

Result 4: Key community members mobilized and trained for case finding and follow-up.

Furthermore, points 1 & 2 will require the availability of data to improve targeting and programming in the course of the implementation period.

To achieve above-mentioned point 3, i.e. sustainability of immediate impacts, improved access to food for the most seriously affected households in targeted areas (approx. 2,100) and especially children < 5 in those households will be necessary, as well as improved care for children in a safer environment. The following expected results (outputs) fall under these two outcomes:

Result 5: Emergency livelihood recovery support for 2,100 affected households

Result 6: Increased awareness of mothers and caregivers regarding safe and effective child care

3.2 Beneficiaries

Total: 13,281 individuals

Breakdown:

· 2,100 households (of an average of 6 members, i.e. approx. 12,600 individuals)

· The above-mentioned number includes 4,600 children < 5

· 169 health workers

· 512 Community Nutrition Volunteers (CNVs)

For details on how specific activities benefit the above-mentioned groups, refer to the Performance Framework in Annex 1.

Background information on situation beneficiaries currently find themselves in:

Country – wide: Recently, DPPA announced that the number in need has increased to 4.5 million people.  

The period of May to August is the main annual hunger season in most parts of the country. The major food sources such as own production, household food reserves, livestock products and labour exchange for food are becoming less reliable for the poor rural households to fulfill their food requirements. The current rise in grain prices in most CARE operational areas is gradually weakening the households’ ability to obtain their food through purchasing. 

The number of CARE’s current nutrition beneficiaries (with another nutrition project) of 80,000 people is currently rising and expect to rise further as the month of June progresses.

3.3 Planned Activities

Result 1: TNF available and accessible to 4,600 children < 5 in East Shewa Zone on a weekly basis.

Activities:

· Ready-to-use therapeutic food (RUTF) will be provided. 
Children with severe acute malnutrition with no medical complications will be treated in an OTP program, which provides ready-to-use therapeutic food (RUTF). 
Result 2: CTC sites available and accessible to 4,600 children < 5 in East Shewa and West Hararghe Zones on a weekly basis.

Activities:

· Where necessary, physical structures of 32 OTP, 4 SC and 9 TNF sites will be built or improved and basic equipment provided.

· Supplies as well as routine and supplemental medicines for OTP and SC activities will be provided.
Children with symptoms of severe acute malnutrition (SAM) and no medical complications will attend an OTP site weekly for check ups and more supplies of RUTF. Those who are acutely malnourished and have medical complications will be treated in an inpatient stabilization centre (SC) until they are well enough to continue with outpatient care.
Result 3: Program sites (32 OTP, 4 SC, 9 TNF) run by professional staff who ensure adequate screening, treatment, etc.

Activities:

· A capacity-building program for staff involved in CTC interventions will be conducted to increase the effectiveness of their work

· Health workers will receive training in CTC protocols and nutritional screening. 

The OTP is run by clinic staff who will be at the level of a health worker. They will be given specific CTC training and support. Ministry of Health (MoH) staff will be in charge of screening, admission, measurements, treatment and supervision. A CTC supervisor will ensure coherence between OTP, SC and community components of the program. An initial two days’ training will be given to prepare OTP teams for their tasks. This will be followed immediately by on-site training. A trainer or the CTC supervisor will work with clinic staff as they admit and follow up children. Direct supervision will be given for at least the first two days when children are being admitted for the first time, and then for the first follow-up a week later. 
The SC sites will aim to adhere to the SPHERE recommendation of one feeding assistant/health worker per ten inpatients. Since the physiology and medical treatment of the severely acutely malnourished is very different from that of normally nourished children, a short orientation period will be organized for SC staff. Emphasis will be placed on ensuring that SC discharge guidelines are followed, that the length of stay in the SC is kept short and that resources are used efficiently. 
Result 4: Key community members mobilized and trained for case finding and follow-up.

Activities:

·  CNVs will receive training in malnutrition detection and health and nutrition education.

CARE and FH/E believe that the success of their CTC program depends on adequate coverage. Reaching a point where the community comes to recognize the effect of RUTF on sick children requires effective mobilization. CNVs will be crucial in conveying this message and in addressing misunderstandings that might otherwise lead to the program attracting the wrong people (healthy children, families that expect a general ration).

Result 5: Emergency livelihood recovery support for 2,100 affected households

Activities:

· The most seriously affected households will be provided with food production inputs as emergency livelihood recovery support.
In their interaction with beneficiaries, project staff will ensure that food production inputs will be used as intended. The quality of the inputs will be reviewed in terms of their acceptability and beneficiary preferences. For this purpose, target households will be consulted in the early stages of the project.

Result 6: Increased awareness of mothers and caregivers regarding safe and effective child care

Activities:

· Mothers and caregivers will be engaged in awareness-raising in nutrition, child care practices, and hygiene.

When a child is first admitted to the program, it is essential to ensure that information about how to give RUTF, how to take the antibiotic at home and basic hygiene are clearly understood. To accompany basic hygiene messages, soap will be given to all OTP caregivers every two weeks so that caregivers can wash their hands and the child’s hands before feeding of RUTF. 

Additional health, nutrition and hygiene messages will be provided during follow-up visits to the OTP site each week, as part of an extended health and nutrition education program. These messages will be based on discussion with the target group to identify appropriate messages and vehicles of communication. Links will be made with existing programs providing health and nutrition education at community level.
The project team will participate in nutritional and livelihood assessments, especially in Woredas of West Hararghe and East Shewa where we have limited information, in order to improve the quality and targeting of the humanitarian response

3.4 Assumptions and Risk Mitigation Strategy

	Assumptions


	Mitigation Strategy

	Access to all sites throughout the program period


	CARE and FH/E will cooperate closely with each other and with other aid agencies in the area to ensure that resilient, performing logistics systems are in place.



	Working relationships are maintained between local authorities, community leaders and relevant humanitarian actors


	CARE and FH/E respect the primary responsibility of local authorities and community leaders for the well-being of communities. The two agencies will interact with these formal and traditional authorities in a respectful way and address different view points in constructive ways.



	Sufficient resources are made available by Ethiopian government and international donors to enable aid agencies to conduct life-saving interventions and reduce overall vulnerability of communities in program areas 


	CARE and FH/E will continue coordinating closely with other aid agencies active in affected parts of Ethiopia. If there is a lack of agencies providing assistance in CARE & FH/E programming areas, these two agencies will seek to expand their assistance to include other critical sectors and advocate for a scale-up of humanitarian assistance.

 

	Local acceptance of CTC program


	Project staff will work closely with community leaders to ensure concerns about the acceptability of certain program components are identified and addressed in a timely and appropriate manner.



	Risks


	Mitigation Strategy

	Access to sanitation, water, health services and/or food could deteriorate (e.g. through disease epidemic, continuing drought conditions and crop failure, continued increase in prices for food and basic staples)


	As mentioned above, CARE and FH/E will do their utmost to address a further deterioration of the humanitarian situation in a timely manner. Given the scope of some of these scenarios, advocacy will play an important role in raising national and international awareness about the urgency of increased assistance.




3.5 Project Management
CARE has been unanimously endorsed as the lead agency for this project by the 16 member agencies of CANGO. CARE Canada will be responsible for contractual compliance, for some technical assistance where relevant, liaison with the Canadian International Development Agency (CIDA) and narrative and financial reporting and monitoring support for the project. FH/E will sign a sub-grant agreement with CARE. 

Each agency will be responsible for project implementation in its respective area (FH/E: East Shewa Zone, CARE: West Hararghe Zone). The two agencies will compile joint progress reports that will be submitted to CIDA by CARE. Since FH/E will be liquidating advances to CARE, it will be CARE’s responsibility to consolidate the financial report into a single report to CIDA. The two agencies will meet regularly to exchange information, ensure similar data collection systems and coordinate activities. For example, we might decide to do a joint purchase of common items if there are cost efficiencies to be realized.
3.6 Public Engagement and Benefits to Canada
CARE’s strategy for promoting Canadian identity will focus on the visibility of CIDA funding at all stages of the project cycle. This will include the promotion of Canada’s assistance on all project assets and inputs, a communication strategy targeted at communicating Canada’s role to all project partners and beneficiaries, and to maximizing opportunities for media promotion in local and international media. The local government and beneficiaries, as well as the Canadian public will be made aware of Canada’s contribution and media communications will identify the Canadian government as the donor.  
4. Cross-Cutting Themes and Principles

4.1 Gender

CARE is committed to the principle of gender equity, and works to ensure that gender issues are integrated into all of its projects. To ensure active participation of women in this project, CARE will work to sensitize men, local authorities and opinion leaders on the importance of women’s active involvement in this process. The project will also incorporate gender sensitivity into all of the training and workshops supported by the project.

4.2 Participation of Beneficiaries

Beneficiary participation is critical in not only creating appropriate targeting systems for those most vulnerable but also to ensure appropriate support is provided to the community. For the development of the activities presented in this proposal, beneficiaries were consulted about their needs and the most appropriate forms of assistance given the cultural, economic and social context of Ethiopia.  

4.3 Local Delivery Partnerships and Capacity Building

Local project partners include relevant government offices working on emergency nutrition response in East Shewa and West Hararghe. The regional, zonal and woreda health offices will collaborate closely with CARE and FH/E. The Oromiya Health Bureau and DPPA will provide technical assistance and mobilize resources for the integrated implementation of this project. The administrative targeting committee (Kebele chairperson, community representatives, CARE and other partners) will be actively involved in targeting of eligible community groups and ensure that national guidelines are applied.

As CARE and FH/E staff will be working along side these government offices, they will have opportunities to provide on the job training and transfer skills. In the CTC program, CARE believes that by building a program on the existing MoH health facility structure and staffing, program sustainability is achieved - rather than deploying a full CTC team to intervention woredas. A CARE Nutrition officer is assigned to an intervention woreda along with two facilitators. Each health facility assigns clinical staff to carry out OTP/SC. CARE staff do follow up, on job training, facilitation of logistics and monitor the documentation and reporting. CNVs are trained by CARE to do community mobilization, follow up and case referral. In general, it is believed that this is in line with the MoH plan to institutionalize Community-based Management of Acute Malnutrition (CMAM).
4.4 Convergence and Coordination

CANGO is a network of sixteen Canada-based NGOs, working in Ethiopia with decades of collective emergency aid and developmental experience in the country. Together, CANGO’s membership is active in most regions of the country, giving them wide access to both information and the necessary support infrastructure. Their technical experience will ensure the efficient delivery of relevant emergency programs in cooperation with all levels of the Ethiopian government (Federal, Zone and Woreda), along with a significant ramping-up capacity if the situation were to continue to deteriorate.  
Both CARE and FH/E are also part of the Early Warning System/Information and thereby closely linked with the DPPA Emergency Nutrition Coordination Unit for Ethiopia (ENCU). CARE also participates in the UN Cluster meetings for health, agriculture, nutrition and early recovery and is a member of the UN OCHA Humanitarian Response Fund Advisory Board. As members of the Ethiopian Development Assistance Consortium (EDAC), CARE and FH/E will also share information and experiences with other cooperating agencies. Through EDAC, members can facilitate common understanding and approaches that will ensure developmental relief assistance and emergency recovery programs support the Government’s overall Food Security Program.
4.5 Environment

Environmental factors play an important role in death and disease among young children and for leading infectious diseases in order to address environmental the project will focus on interventions that prevents illness and death associated with environmental factors. The project will also use innovative approaches to take these interventions to scale within the project context activities.

4.6 Sustainability

CARE and FH/E consider sustainability to be a key criterion of quality assistance. Therefore, the design of this project includes significant components focused on ensuring a reasonable degree of sustainability of immediate impacts in terms of morbidity and mortality. 

About 2,100 most seriously affected households will receive emergency livelihood recovery support in order to regain their ability to cope with the current situation without continued exposure to a major risk of severe acute malnutrition of their most vulnerable household members.

Furthermore, the awareness of mothers and caregivers regarding safe and effective child care practices will be increased in order to ensure that children under five in the programming area are raised in a safe and conducive environment, without the risk of severe acute malnutrition due to insufficient access to food and inadequate maternal and child care behaviour. 

5. Monitoring and Reporting

CARE and FH/E have strong monitoring and evaluation (M&E) teams. One of the successes of their emergency response in the past has been the immediate involvement of their M&E teams, which have already contributed to improved practice in the early relief phase. If necessary, CARE and FH/E may also call upon the support of other CANGO members to support their M&E activities.
The staff is experienced in using participatory monitoring and evaluation (PM&E) and therefore beneficiaries and local stakeholders will be involved in monitoring, and PME will be an ongoing process throughout the project. Data will be collected directly by CARE and FH/E as well as partner staff to measure progress against the agreed indicators, with the aim of improving implementation. Among other things, monitoring will ensure most vulnerable are receiving assistance.
5.1 Performance Measurement Plan 
	Expected Output: TNF available on a weekly basis

	Targeted Indicator
	Data Source
	Data Collection Method
	Responsibility

	Maximum distance between TNF program sites and target communities in East Shewa Zone is less than 3 hours walk within 8 weeks


	Beneficiaries from most remote target communities
	Monthly survey
	TNF team leader



	Nutritional care is provided according to internationally recognized therapeutic care protocols


	CTC staff
	Monthly supervision reports
	TNF team leader, Project manager

	Expected Output:  CTC sites available and accessible to all on a weekly basis



	Targeted Indicator
	Data Source
	Data Collection Method
	Responsibility

	Maximum distance between CTC program sites and target communities in West Hararghe Zone is less than 3 hours walk within 8 weeks


	Beneficiaries from most remote target communities
	Monthly survey 

	CTC team leader



	Waiting time no more than 2 hours within 8 weeks


	Beneficiaries at CTC sites
	Monthly survey
	CTC team leader

	Expected Output: Centres run by professional staff who ensure adequate screening, treatment, etc.


	Targeted Indicator
	Data Source
	Data Collection Method
	Responsibility

	Screening, diagnosis and prescribing in CTC centres functioning correctly within 8 weeks


	 CTC staff
	Monthly supervision reports
	CTC team leader



	Nutritional and medical care is provided according to internationally recognized protocols.


	CTC staff
	Monthly supervision reports
	CTC team leader, Project manager

	Expected Output:  Key community members mobilized and trained for case finding and follow-up


	Targeted Indicator
	Data Source
	Data Collection Method
	Responsibility

	Relevant community institutions are identified within 4 weeks and are actively case finding within 8 weeks


	CTC staff
	Monthly progress reports
	CTC team leader

	Potential obstacles to case finding are identified less than 5 weeks after beginning of mobilization and addressed within the following 3 weeks

 
	CTC staff
	Monthly progress reports
	CTC team leader

	Expected Output:  Information on nutritional and livelihood situation in project area gathered and analyzed


	Targeted Indicator
	Data Source
	Data Collection Method
	Responsibility

	Availability of data and recommendations for more targeted interventions within 10 weeks


	Assessment report
	Review of report  
	Project manager

	Expected Output:  Emergency livelihood recovery support provided to affected households


	Targeted Indicator
	Data Source
	Data Collection Method
	Responsibility

	Target households are consulted within 4 weeks 


	Project staff
	Monthly progress reports
	Project manager

	Locally acceptable, quality inputs for primary food production are provided in a timely manner.


	Project staff, targeted households
	Monthly progress reports, beneficiary surveys
	Project manager

	Expected Output:  Awareness of mothers and caregivers regarding safe and effective child care raised


	Targeted Indicator
	Data Source
	Data Collection Method
	Responsibility

	Assessment of child care behaviours conducted and risks identified


	Targeted mothers and child caregivers
	Interviews
	Project staff

	Objectives of child care promotion strategies are clearly defined and prioritized


	Project staff
	Review of training materials
	Project manager

	At least 70 percent of mothers and child caregivers who have participated in awareness-raising can give at least 2 examples of risky behaviour as well as options for improvement of child care practices


	Targeted mothers and child caregivers
	Exit survey
	Project staff


5.2 Reporting Format

A report will be prepared by CARE to IHA three month after the end of project period. The report will evaluate performance based on the objectives set in this project proposal document. The report will include a complete account of the programmatic and financial status of the project. All reports will be prepared following CIDA guidelines.  

6. Financial Information

Budget by Line Item
	
	Recipient


	Donors
	Total 

(CAD)

	
	CARE

(CAD)
	CIDA-IHA

Contribution (CAD)
	Others Donors
	

	1) Personnel
	127,220
	127,220
	
	127,220

	2) Transportation
	59,658
	59,658
	
	59,658

	3) Supplies
	16,640
	16,640
	
	16,640

	4) Material and equipment
	183,406
	183,406
	
	183,406

	5) Monitoring and evaluation
	10,400
	10,400
	
	10,400

	6) Local admin costs 
	67,792
	67,792
	
	67,792

	7) Headquarters’ admin costs (7.5% of direct cost)
	34,884
	34,884
	
	34,884

	Total
	500,000
	500,000
	
	500,000


ANNEX 1: Performance Framework

	Project Title – Drought Emergency Nutrition Response Project

	Project Goal – To prevent a deterioration in the nutritional status of children under five among the drought-affected population of East Shewa and West Hararghe

	How?
	Who?
	What?
	Why?

	Resources (CAD)
	Activities
	Beneficiaries
	Outputs
	Outcome
	Impact

	$ 81,741 CAD
	TNF provided 
	4,600 children < 5 years
	TNF available on a weekly basis
	Effective treatment for acute malnutrition for 4,600 children under five
	· Improved recovery rates for enrolled children

· Adequate coverage (the priority for CTC) such that most eligible children are reached by the program



	$ 61,400 CAD
	· Physical structures and equipment for 32 OTP, 4 SC and 9 TNF sites provided or improved

· RUTF, additional supplies and medicines purchased and delivered on a regular basis as required
	4,600 children < 5 years
	CTC sites are available and accessible to all on a weekly basis. 
	
	

	$ 14,160

CAD
	· Training of health workers in CTC protocols and nutritional screening
· Training of CNVs in malnutrition detection and health and nutrition education
	169 health workers, 

512 CNV
	· Centres are run by professional staff who ensure adequate screening, treatment, etc.

· Key community members are mobilized and trained for case finding and follow-up
	
	

	$14,000 CAD
	Participate in nutritional and livelihood assessments
	At least in four woredas 
	Information on nutritional and livelihood situation in project area gathered and analyzed
	Availability of findings required to improve targeting and effectiveness of emergency response
	

	$ 25,000 CAD
	Provision of food production inputs to most seriously affected households
	2,100 HH
	Emergency livelihood recovery support for affected households
	Improved access to food for most seriously affected HH, esp. children < 5 years
	· Sustainability of Immediate impact through CTC intervention increased

· Renewed increase in SAM rates prevented



	$ 3850

CAD
	Information dissemination to mothers and caregivers regarding nutrition, child caring practices, hygiene and sanitation promotion
	1,600 mothers & caregivers; 
	Awareness of mothers and caregivers regarding safe and effective child care raised 
	Improved care for children in a safer environment as a result of change of behaviour of mothers and caregivers
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