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Vision, mission, core values, Philosophy and organogram 

Mission statement 
Network Movement for Democracy and Human Rights is a Non-Governmental Human 
Rights Organization. We promote Human Rights and Governance issues through advocacy, 
lobby and campaigns to change the mindset of the people and increase people's par
ticipation in governance so that development and peace can take place. 

Vision 
Network Movement for Democracy and Human Rights (NMDHR) is a Credible NGO 
Promoting Human Rights and Democratic Values. This shall entail information 
dissemination, and community education on human rights, good governance and democracy 
throughout Sierra Leone. 

Our Core Values 
We are guided in the pursuit ofour objectives by the following core values: 

Self-determination: We believe that all persons are created equal and have a right to self
determination. We will ensure that this right isprotected and promoted inall our work. 

Gender equity and justice: We are committed to promoting gender equity and justice, as well as 
empowering women, inall our engagements. 

Accountability and Transparency: We recognize transparency and accountability as a practice that 
promotes trust, participatory democracy and sustainable development. We are, therefore, committed to 
maintaining this practice as aculture ofour organization. 

Inclusivity and diversity: We seek topromote a culture of inclusion and diversity. 

Collaboration and partnership: We believe that there isa lotofvalue inpartnership and collaboration, 
as it creates room to support each other. 

Professionalism: We remain committed and loyal to the culture of our organization and its quidinq 
tenets and principles for effective operations. 

Our Philosophy 
Our philosophy is based on some provisions in the introduction to the Universal Declaration of Human 
Rights of the United Nations which state that" all human beings are born free and equal in dignity and 
rights....They are the inalienable entitlements of people, atall times, and inall places - people ofevery 
colour from every race and ethnic group..." It is against this background that we direct all our work and 
efforts towards ensuring that people, regardless of social, economic, political and ethnic status, enjoy 
their full rights and live in dignity. 
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Section 1 

Executive Summary and Contextual Analysis 

NMDHR publishes its Annual Reports in line with the organization's established standards and 
international best practices and procedures. This report covers all our engagements for 2017. It was 
developed through a participatory process involving the National Coordinator, Programmes Manager 
and project staffs, as well as beneficiary communities and the Board of Advisors. The report also 
captures the organization's achievements within the reporting period, the impacts that our 
engagements created on the lives and wellbeing of people in the project communities and the lessons 
that we learned in the course of implementing the project activities. We also proffered key 
recommendations to help inform future engagements of not only NMDHR, but also other civil society 
organizations working on similar issues inthe country. The report isdivided into two parts: The first part 
provides a brief introduction and background to our organization and what we do in the pursuit of our 
objectives. The second part provides a summary of our key achievements in terms of what we were 
able to accomplish in 2017 against the targets we set ourselves to do. With the support ofour partners, 
Open Society Initiative for West Africa (OSIWA), we have been implementing the Community 
Monitoring for Accountable and Effective Service Delivery in the Health Sector in Kailahun district for 
2016 - 2017. 

Our work is designed such that it complements the efforts of government inachieving its set objectives 
of the FHCI and to ensure that the people enjoy good quality service delivery, particularly in the health 
sector where we mostly focus our work on. This project aims to improve the quality of public service 
delivery in the health sector, empower local communities/rights holders to hold duty bearers 
accountable and to increase their participation in the public health sector. 

We are also quided by the Sustainable Development Goal 3 (http://www.who.inUsdg/targetsfenD: "Good 
Health and Wellbeing" and sub-goal 3.8, which sets a target of achieving universal health coverage, 
including financial risk protection, access to quality essential health-care services and access to safe, 
effective, quality and affordable essential medicines and vaccines for all by 2030. Inthe light of this, we 
had also earlier (2011 - 2013) received funding and support from Cordaid Netherlands to empower 
communities with the appropriate knowledge, skills and tools to advocate for improved healthcare 
services in line with the Free Healthcare Initiative, which the government launched in April 2010. After 
the formal launching of the Initiative in 2010, the government identified user fees as a key barrier to 
many people accessing healthcare services. In fact, the user fees made many people not to visit 
healthcare facilities such as hospitals, health centres and PHUs, no matter what their health conditions 
were. The resultant effect of this was high maternal and infant mortality. Our interventions through 
monitoring, capacity strengthening of local communities, and advocacy have contributed to 
minimizing/reversing this trend. Our intervention has also generated a lot of interest and public debates 
around the Free Healthcare Initiative and inspired more community actors tocome onboard; many lives 
were saved as a result. 
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Areas ofOperations 

Kailahun
 
District
 

1 jaluanun 8 Peje Songre 

2 Jawei 9 Peje West 

3 luawa 10 Upper Samba 

4 4 Malema 11 Yawei 

5 Kissi Teng 12 Dea 

6 Kissi Tongi 13 Pengu ia 

7 Kissi Kama 14 Mandu 

i. Kailahun District (3. Luawa, 6. Kissi Tongi, 5. Kissi Teng and 7. Kissi Kama Chiefdoms) 

We are recognized by our partners and the communities that we worked with; we have a physical 
presence (oases/offices) inouroperational communities and we used a community-friendly approach in 
ourengagements to deliver good quality programmes that were facilitated by trained and experienced 
people in the areas of governance, community animation and human rights. We are familiar with the 
culture and practices ofouroperational communities and we respect them. 

In order to have an in-depth understanding of the health situation in ouroperational communities, and 
in order to better position ourselves to contribute meaningfully to strengthening the healthcare service 
delivery, we conducted/commissioned a baseline study in Kailahun district, the hub of our operations. 
The study revealed that for the free healthcare initiative to be successful, there must community 
involvement, particularly in monitoring the rolling out of designed activities and the management and 
utilization of healthcare facilities. Equally, the capacities of communities needed to be strengthened to 
enable them undertake this very important task. The Free Healthcare Initiative (FHI) was fraught with 
several challenges, but despite these problems, some progress was made towards achieving the core 
ooiecaves of the FHi, including increasing access to healthcare facilities and drugs, decrease in infant 
and maternal mortality, as well as an increase in the number of people reporting to healthcare facilities 
fortreatment. 

Since 2002, we have tailored our work and engagements such that capacity building of the 
communities that we work with is at the centre of them. This is the more reason why we have chosen to 
work mainly in rural communities where there is a lotof human rights abuses going on unnoticed and 
underdressed, and where also the capacity of people is low. We have been able tobuild the capacity of 
more than 1000 people in our operational communities with skills, knowledge and tools, as well as 
proViding them with other resources they would need to live better lives and in dignity. We are also not 
oblivious of the fact that the future of the country depends on ouryouth and young people to getoutof 
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the scourge of poverty. It is in this regard that we put youth and young people at the centre of all that 
we do, particularly in our capacity building engagements. Once youth and young people are able to 
access good medical and healthcare facilities, and have the ability to be gainfully employed/self
employed, there isbound tobe sustainable development in local communities across the country. 
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Project Beneficiaries 
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The above chart shows the level of participation of the various project direct beneficiaries during the 
project implementation period. The chart shows the project has five direct beneficiaries including but 
not limited to pregnant women, lactating mothers, children Under-Five, Ebola survivors and persons 
with disabilities. Prior to the implementation of this project, the initial focus of the govemment of Sierra 
Leone's free healthcare initiative was toprovide free healthcare facilities forpregnant women, lactating 
mothers and children below five years of age. But because of the unprecedented catastrophe caused 
by the Ebola Virus disease in 2014/15, the government decided to include the Ebola survivors and 
persons with disabilities so that they could also make use of the free healthcare facility in order to 
mitigate the excruciating impacts of the Ebola disease. Among other things that were evident during our 
initial intervention was the fact that the people with disabilities and Ebola survivors were not getting 
access to the free healthcare facility in the four project chiefdoms in the Kailahun district. In fact, they 
did not know that they were catered for inthe FHCI package. 

Core Programming Areas and Implementation Strategies 

areas 

• Governance and Participation 

• Gender and Women health 
Issues 

1.__
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Implementation Strategy 
NMDHR employed a combination of strategies in delivering our project activities. C One of such is the 
community-led approach that fits into the traditional rote of the stakeholders in the Kailahun district. In 
the first place, the project was launched in each of the four project chiefdoms and also held four 
community stakeholders consultative forums in the district i.e. Luawa, Kissi Tongi, Kissi Teng and Kissi 
Kama chiefdoms as a way ofeducating the community stakeholders on the importance ofthe project in 
the district and for the community people to own the process. During the early phase of the project 
implementation, the project team learned that the issue of community ownership was a serious 
challenge that adversely affected people's participation. Most of the beneficiaries we contacted at the 
initial stage were fully convinced that FHI was just a good gesture/favour from the government. They 
did not know and appreciate the fact that health isa right issue, and that it istheir right to access good 
health facilities. However, we were able to change/challenge these perceptions through various forms 
of engagements inclUding community meetings, outreach sessions using public hailers and community 
radio stations. 

In addition to our work in the health sector, we also work towards promoting good governance at both 
local and national levels. We have been doing this individually and through platforms and networks 
across the country. We are an active member of the National Elections Watch (NEW) which has been 
observing all public elections since 2002 and effectively engaging the entire electoral cycle to ensure 
free, fair, credible and transparent elections that usher in sustainable peace and development. We 
undertake civic education with more focus on the rights, privileges and responsibilities of citizens and 
"why" they should vote. Our work is also designed to ensure that the rights of citizens are not only 
respected, but the needful is done by the appropriate electoral and governance bodies to ensure that 
everyone exercises their right to vote and be voted for, and to help create space to enhance citizens' 
participation in the governance of their communities. We also believe in bUilding synergy between and 
among different stakeholders in the implementation of our programmes and projects. This is because 
every stakeholder has something important to offer towards addressing the issues affecting our 
communities. In this regard, we always create space for local communities to sit together with other 
stakeholders such as service providers, (NGOs, CBOs. local councils, etc) todiscuss the problems and 
develop actions on how to resolve them. These approaches have been working very well. 

Also, in order to contribute more effectively towards the overarching goal of reducing poverty in Sierra 
Leone, we have prioritized our work into three strands: 1)governance and citizens participation; 2)child 
protection; and 3) gender and women's health. We considered these areas to be very critical to the 
development of any country or community. In our communities, it's a common practice that decisions 
that affect everyone in the community are made by a few people only regardless of how such policies 
impact these communities, whilst women and children are not only the most vulnerable groups, but are 
also the subject of neglect and exclusion. The social impacts of these vices are great and adversely 
affect the development and wellbeing ofour communities. It's our assumption that tackling these issues 
could lead to accelerated growth, poverty reduction and participatory governance, which is also critical 
tosustainable peace. 

Country Context 

Sierra Leone is located on the West Coast of Africa; bounded by the Republic of Guinea in the North 
East and the Republic of Liberia in the South East. The current population stands at 7.1 million 

-
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according to the Population and Housing Census (PHC, 2015). Sierra Leone Human Development 
Index (HOI) value for2016 is 0.413, but still below the 0.518 average forSub Saharan Africa (in the low 
human development category) positioning it at 181 out of 187 countries and territories (LlNDP).lnfant 
and maternal mortality has been a perennial health problem in Sierra Leone, particularly in rural 
communities where healthcare facilities and services are very deplorable. Reduction in maternal 
mortality is one of the SDGs of the United Nations. Sierra Leone currently has one of the worst under
five mortality rates, at 174 deaths per 1000 live births with a target to reduce it to 95 by 2015 (UI\IDP 
2015). Infant mortality is at 89 deaths per 1000 live births and maternal mortality is at 1,300 per 
100,000 live births. These social indicators are terrible fora recovering post-war and post-Ebola nation. 
Itwas as a result ofthis prevailing situation that the GoSL inpartnership with international organizations 
(UNICEF) introduced the Free Health Care Initiative (FHCI) in 2010. It was geared at abolishing user
fees and providing free healthcare services and drugs for children under-5, lactating mothers, and 
pregnant women in all government health facilities across country. This initial goal saw a reduction in 
the infant and matemal mortality rate. Ebola survivors and persons with disability were later 
incorporated into the initiative as they too were vulnerable and needed healthcare services. Quite 
recently, the GoSL expanded the coverage of the Free Health Care Initiative to include all primary 
school pupils, and enacted it into law with strong monitoring systems. Despite the challenges it was 
fraught with, the FHCI made tremendous progress towards the realization of its core objectives of 
increasing access to healthcare facilities for the targeted beneficiaries, increasing attendance to 
healthcare facilities and reducing the infant and maternal mortality in the country. 

Acknowledgement/Appreciation 

We would like to register our profound gratitude tothe Open Society Initiative forWest Africa (OSIWA), 
particularly the Sierra Leone Office forproviding us with financial and technical support toundertake the 
project titled Community Monitoring forAccountable and Effective Service Delivery in the Health Sector 
and to the chiefs, community leaders and other stakeholders in the project communities for their 
support and collaboration in the rolling out of project activities. Without their support, cooperation and 
collaboration, we would not have been able to do as much as we did. However, all errors that are 
contained in this report orcommitted during implementation ofthe project are entirely ours and we take 
full responsibility. 
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Section 2 

Outputs 

Impact Chart 

12 youth trained 

I 

trained and Mobilise 240 
deployed 40 youth stakeholders 

I I 

24 outreach sessions 42 radio discussons 
conducted program held 

lC _ 

Output 

~~-

I
.	 • Trained:l2 youth onlbaslc sk'ills and--knoWiedge-if research:methodology 

I 

•	 Trained and deployed 
-

forty 
-

(40) youths toundertake community monitoring 

•	 Trained two hundred and forty (240) community stakeholders in mobilization for free 
health beneficiaries inproject locations. 

•	 Conducted twenty four (24) community outreach sessions within project locations 

•	 Conducted forty two (42) community radio discussion programmes. 
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Section 3 

Key Results and Achievements 

Baseline survey onthe Free Healthcare launched 

In December 2016, NMDHR conducted a Baseline Survey on the effectiveness of the provisions of the 
FHCI and how knowledgeable of these provisions the people were. The survey was conducted in 
Luawa, Kissi Teng, Kissi Kama, and Kissi Tongi chiefdoms. OSIWA funded the baseline survey as part 
of the project" Community Monitoring for Accountable and Effective Service Delivery in the Health 
Sector". The full report ofthe survey isavailable on our website ((www.nmdhr.org) 

a.	 summary of findings 

1.	 Out of ....respondents, 156) were aware of the FHCI; with pregnant women and lactating 
mothers being the most aware and persons with disability being the least aware. 

2.	 Knowledge of Ebola survivors and persons with disability being one of the beneficiaries of the 
FHCI was very low even though they were very much aware that lactating mothers, pregnant 
women and children Under-5 were beneficiaries. Out of ...respondents, only .... knew that 
Ebola survivors and persons with disability were provided for in the FHCI. This low knowledge, 
if not addressed promptly, would have prevented these two critically vulnerable groups from 
benefiting from the FHCI. This was prevalent in all the communities in which the survey was 
done - Kissi Teng and Kissi Tongi chiefdoms, and Pewahun and Yendema in the Kissi Kama 
chiefdom. 

3.	 There was some confusion due to lack of a clear understanding of who exactly should benefit 
from the FHCI. Some respondents mentioned Traditional Birth Attendants (TBA), Community 
Health Officers (CHOs) and Old People (aged) aspart ofthe beneficiaries to the FHCi. 

4.	 Only a few designated beneficiaries, mainly pregnant women, knew about the provisions and 
services that were there for them inthe FHCI and how toaccess these services. Ebola 
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survivors, persons with disability, lactating mothers and persons with disability had no or little 
knowledge about these services. 

5.	 Radio was mentioned by almost all the respondents as their most effective and reliable means 
of receiving information about the FHCI in their communities, followed by local authorities and 
community meetings. 

6.	 Out of ... respondents ...said healthcare workers were adhering to the principles of the FHCI 
and they were not demanding money from them forservices and drugs deemed to be free of 
costs. 

7.	 FHCI services including drugs are meant to be free of costs to the end users, but a small 
number of respondents (28.7%) said they were willing to pay for FHCI services since they 
could not afford the high charges in private health facilities. These respondents were main'IY 
residents in Kailahun town, Dambadu and Yendema. 

8. 
9.	 Majority of respondents are of the view that corruption exists within the FHCI 
10. There ishigh degree ofagreement that local communities, NGOs/CSOs/CBOs should be part 

of monitoring ofthe initiative. 
11. Almost all the respondents (over 99%) believed that the FHCI was fraught with corruption in 

which the different stakeholders, but more particularly healthcare workers, were very much 
involved. 

After the launching of the survey report, we held series of engagements with different stakeholders in 
the operational communities with the objective of raising public awareness about the survey findings, 
analysing the findings with the view to developing appropriate actions to deal with them. The actions 
that we developed during these sessions were designed such that they provided better understanding 
of the precise beneficiary groups of the FHCI, the package that was there for the designated 
beneficiaries and making a compelling case for the need for free healthcare beneficiaries to go to 
clinics and healthcare centres fortreatment. We designed and implemented these actions together with 
the community stakeholders. 

Stakeholders at the Survey Launching in Luawa Chiefdom 

-
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Section4 

PROJECT IMPACTS
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Consultative meetings on the Free Healthcare Initiative (FHCI) in Kailahun District 

We organized four days consultative meetings on 1 - 4 December inclusive during the reporting period 
in which we targeted 240 community stakeholders, 60 participants per chiefdom (156 males-65% and 
84 females-35%). The meetings were held at the respective community town halls in the chiefdom 
headquarter towns of Kailahun, Dia, Kangama and Buedu respectively. These engagements further 
helped to increase the knowledge and understanding ofcommunities of the FHCI, aswell as what they 
should do as communities to ensure that the Initiative worked for them and the country as a whole. 
Participants admitted right from the outset that even though they have heard about the FHCI, they did 
not know farther than that; meaning they did not know the details contained in the free healthcare 
package. So, the meetings provided an opportunity for further education and public discussion in a 
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non-intimidating atmosphere, and correspondingly strengthened the confidence of local communities to 
visit health centres when beneficiaries or their children are ill. From both formal and informal 
discussions with community people and healthcare workers in the targeted chiefdoms, there was an 
increased awareness about the FHC policy and PHU attendance increased significantly after these 
engagements. 

Trained and deployed forty (40) community monitors across the four project areas 

We successfully conducted training inmonitoring and reporting skills forForty (40) people (25 Male and 
15 Female) to serve as community-based monitors of the FHCI on 11 - 13 February 2017. 10 
participants were drawn from each of the four project chiefdoms in Kailahun district. The monitors were 
tasked with the responsibility of monitoring the rolling out of the free healthcare policy in its entirety with 
regards information and communication flow, accessibility to healthcare facilities and services, quality of 
services delivered, attendance, transparency and accountability and impacts, attitude and behaviour of 
healthcare workers. The selection of the monitors was done in an open and participatory process that 
involved the project holder (NMDHR), chiefs and community leaders, religious and societal heads. 
Prior to the selection, a set of criteria was developed to guide the process. They were 1)must be able 
to read and write because they were required to inspect diaries, delivery forms and other important 
documents held by health centres, as well as filling monitoring templates; 2) must be credible, 
respected and of high integrity to ensure that they did not compromise, or the communities doubting 
their reports; 3) must be permanent residents of their communities because monitoring was an ongoing 
process; and 4) must have time to do the monitoring. This painstaking process was to ensure that the 
right people were selected for the exercise. The three days training focused more on identifying and 
agreeing on what should be monitored, developing monitoring indicators, developing monitoring tools, 
developing analytical tools and monitoring template. The monitoring templates were pre-tested before 
they were used. 

We also facilITated the holding of periodic stakeholders meetings in which monitoring reports were 
presented, the findings and recommendations were critically discussed/analyzed and validated, and 
actions developed to take forward the recommendations. In this way, the project communities were 
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able to regularly engage different stakeholders in the healthcare sector from an informed position in 
order to get them to address identified challenges. The quality of service delivery kept improving as a 
result. The consultant developed a comprehensive training manual to make the training more simplistic 
and engaging. 

NMDHR engagement withthe District Health Management Team (DHMT) in Kailahun District 

Project team displaying one of the monitoring reports 

We successfully monitored 28 healthcare centres and PHUs in the four project chiefdoms in Kailahun 
district during the reporting period: seventeen (17) in Luawa chiefdom, six (6) in Kissi Tongi; three (3) in 
Kissi Teng; and two (2) in Kissi Kama. The project team met with the appropriate healthcare staff in 
these chiefdoms and the District Health Management Team (DHMT) to discuss our monitoring 
engagement and how it would help strengthen the healthcare service delivery in the targeted 
communities. The team allayed the fears of the healthcare workers in these engagements that our 
intervention was meant to add value and strengthen the free healthcare initiative, and not geared 
towards witch hunting them. This assurance was necessary to establish a good working relationship 
with all the stakeholders, especially those in the healthcare sector and the DHMT. And with this 
assurance, we enjoyed the support and cooperation of these health actors in the project communities; 
they provided us with technical support and placed their infrastructure at our disposal in the 
implementation ofthe project. 

Media engagement in project locations in Kailahun Disflict 

Throughout the first phase of the implementation of the project, we used the media, both print and 
electronic, effectively to generate public awareness and debates around the FHCI and related issues. 
In order to reach out to wider audiences, we hosted quarterly radio discussion programmes on 
community radio stations in the districts using the local languages. The radio programmes were mainly 
phone-in in order to allow community people to contribute to the discussion and to give feedback on 
how the free healthcare policy was being rolled out. The responses from the general public during such 
radio programmes were overwhelming - people calling to ask questions, seeking clarifications and 
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making contributions. Because we were dealing with a delicate and technical sector, we brought 
experts in the healthcare sector to serve as panellists/resource persons in these discussions. These 
rad io engagements also helped to increase public awareness about the FHCI and toencourage people 
to visit healthcare centres and other facilities in their communities. See below a summary of radio 
programmes. 

v-, 

Radio discussion programmes 

Local Artistes performance during community outreach sessions in project locations in 
Kailahun District 

Also, we employed local artistes in our outreach sessions. We identified local artistes with celebrity 
status that were famous, loved and respected in their respective communities. We hired two of such 
artistes to be the face of our outreach engagements in six communities in the project chiefdoms. In 
order to ensure effective engagements, we drew up a comprehensive plan and clear timelines and 
objectives. We identified and visited areas/places where large crowds of people congregated such as 
market places, public schools, town hall events, barrays, bike riders' centres/parks, lorry parks and 
cultural events and festivities. We worked with youth groups in this. Whilst the artistes were capturing 
the attention of the people in these places, the youth were communicating clearly-designed messages 
on the FHCI using public hailers. We used these moments to discuss citizens right to access good 
quality healthcare services, primary healthcare services, sexual and reproductive health, pre and post 
natal care. Over 200 FHCI beneficiaries were reached out in Luawa and Kissi Kama chiefdoms. 

Scenes ofouroutreach sessions 
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Press Releases and Publications 

During the reporting period, we issued a couple of press statements on issues that were critical to the 
subject matter of our engagements. The press statements were crafted in such a way that they clearly 
defined our position at any given time, and where it was found necessary, we communicated our 
demands succinctly to the appropriate authorities for actions. At varying moments, we focused our 
press statements on public interest stories emanating from the free healthcare policy, human rights 
violations, anti-social and behaviours of youth, flooding and other natural disasters as they affected the 
health and wellbeing of the people. All our press statements were based on our observations and our 
monitoring findings, as well as our engagements with stakeholders. In September 2017, we issued a 
press statement, which sought to raise awareness and address the poor state of the free healthcare 
service delivery in Kailahun district. 

In the same year, we did another press statement calling on the Government ofSierra Leone to revisit 
the toll road agreement with the Chinese and to provide an alternative route where those that did not 
want to go through the toll gate would ply. We issued several other press statements in the course of 
the reporting period. Also, we published a bi-monthly newsletter that was dedicated solely to providing 
abody of knowledge on our work and that ofour partners. All of this helped to increase our visibility and 
improve our branding and that ofour partners. 

One ofNMDHR's PUBLICATIONS- see link Press Release 
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Section 5 

Challenges and Lessons 

Challenges 
In the course of implementing this project within the reporting period, we encountered several 
challenges that slowed down the pace ofimplementation.Atsome instances, we had todelay 
implementation toallow us toreflect on the challenges, review our strategies and come up with 
mitigating measures. Among these challenges are: 

Road connecting project locations in Kailahun District 

1.	 The predominant vocation in the project chiefdoms is farming. Because people spent most of 
their time on their farms, it was difficult at the initial stage of implementing the project to get 
them to attend public meetings and other awareness rising and outreach sessions. This posed 
a serious challenge to the overall success of the project. What we did to overcome this 
challenge was to give long notices for public meetings and to use very influential people in 
these communities such as chiefs, pastors, Imams and societal heads to convey meeting 
notices. This approach paid offas more fanners began attending public meetings. 

2.	 Managing the high hopes and expectations of the project beneficiaries was a serious 
challenge. They were expecting transport refunds and other stipends for whatever 
event/activity they took part in, with no consideration on whether ornot there were budget lines 
for such. Again, we responded by engaging community leaders on the project budget to get 
them to know and understand what the project budqet catered for. These engagements 
emphasized the importance of them owning the project and how itwould impact their lives. This 
brought about achange ofperception among project beneficiaries. 

3.	 Poor infrastructure in the project communities. The roads are deplorable and virtually 
impassable in the rainy season, whilst internet coverage is non-existent in most parts of the 
targeted communities. This posed a serious challenge to the deployment and work of the 
community monitors, as it was difficult to communicate with the monitors. It also affected the 
movement of the project implementing team and beneficiaries. But we devised an approach 
which we called Me-to-Me Text Messaging wherein all community monitors anonymously 
converged to the office in Luawa Chiefdom to submit their monthly monitoring checklists. We 
also hired motor bikes tomove us round the project communities. 

4.	 We were faced with the challenge of working with the leaderships of community radio stations 
to schedule our project programmes at prime listening time with obstructing their normal 
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flagship programmes. The FHCI was targeting different beneficiaries/stakeholders who were 
engaged in different vocations such as farming, trading, among others. They were atdifferent 
places at different times of the day. So we engaged the community radio leaderships to get 
them to know our target groups and to schedule the radio programmes to suit the time these 
people would be athome orwhere they would be able tolisten toa radio. 

Lessons Lean 

1.	 Effective Communication is key to successful project implementation. Effective communication 
in this context means the timely sharing of project information with all the project partners 
including beneficiaries, aswell as the adequacy of the information shared. Hoarding of project 
information may lead to suspicion and low participation of the people. On the other hand, 
proper and effective information sharing could lead tocommunity ownership ofprojects. 

2.	 For any project to be sustainable and impactful, it must be owned by the people. Any project 
that is not owned by the local community could hardly produce the desired results or survive 
the project cycle. Working with community-based groups helps to enhance community 
ownership. 

3.	 Team work and collaboration helps to add value to our engagements. Different groups have 
different expertise and resources depending on their sectors of work, and it is this expertise 
and resources that they bring to the partnership to support each other and learn from each 
other. 

4.	 Radio is the most appropriate tool to use in reaching out to many audiences in local 
communities where modem technology facilities are poor. Despite the deplorable social 
conditions, there is hardly a house in our operational communities that does not have a radio 
set. Many people listen to radio programmes, particularly when they re done in the local 
languages. 

Engagement with DHMT in Kailahun District 



211 P a g e 

Section 6 

Recommandations 

1.	 The project implementing team should schedule their meetings and other project engagements 
in days that the people don't normally go to their farms e.g. on Fridays in Muslim-dominated 
communities and on Sunday in Christian-dominated communities. 

2.	 The project implementing team should involve the beneficiary communities right from the 
inception to the full development of the project to enable them better understand the project 
and what it offers. The budget should also be discussed with the project tominimize hopes and 
expectations that are outside the reach ofthe project. 

3.	 NMDHR should improve its communication resources by purchasing XL motor-bikes for its field 
staff and use ofsocial media effectively. 

4.	 The project implementing team should strengthen its relationship with the community radio 
operators. 

5.	 The project implementing should strengthen its collaboration with chiefs, religious leaders and 
other societal heads. 

International Partners 

i. Open Society Initiative forWest Africa (OSIWA) 2017-present 
ii. Access to Security and justice programme (AS.IP)- 2014 
iii. Cord Aid Netherlands- 2008-2013 
iv. United State Aid (USAID)- 2010 
v. Over Sea's Development Institute (ODI2011-2012 

National Partners 

i. National Election Watch (NEW) 
ii. Pekin to Pekin Movement 
iii. Heal Salone 
iv. Children Advocacy Forum 
v. Movement Against Inequality Sierra Leone (MAIL-SL) 
vi. National Youth Awareness Forum 
vii. Youth Participation in Peace and Development 
viii. TYPE 
ix. Centre for Democracy and Human Rights (CDHR) 
x. Campaign for Good Govemance (CGG) 
xi. Peace and Reconciliation Movement (PRM) 



221 P age 

Section 7 

NETW ORK OVEME T FOR DEMOCRACY
 
AND HUMAN RIGHTS (NMDHR
 

ANNUAL FINANCIAL
 

STATEMENTS 2017
 



231 P a g e 

Balance Sheet 
as at 31st december 2017 

In Leones 

Non- Current assets 

2017 

Le 
37,680,3002 -_---:_....:..-

Note 2016 

Le 
51,147,950 

Current Assets 

Cashand CashEquivalent 
Debtors/Receivable 

3a 

3b 

4,124,271 
41,686,667 

51,706,147 
85,026,667 

Total Current Assets 45,810,938 136,732,814 

Less .Current Liabilities 
CreditorslPayables 4 (5,750,000) (5,750,000) 

Net current Assets/(Liabilities) 40,060,938 130,982,814 

Net Assets 77,741,238 182,130,764 

Represented By: 

Accumulated Fund 
Capital Reserve 

5 5,856,084 
71,885,154 
77,741,238 

110,245,610 
71 ,885,154 

182,130,764 
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Income and Expenditure 

REVENUE: 
Grant 
Other Income 

Total Income 

EXPENDITURE: 
Personnel Costs 
Training & Workshops 
Repairs & Maintenance 
Postage & Communications 
Fuel and Lubricant costs 
Professional Charges 
Travelling Costs 
Rent 
Utility Costs 
General Expenses 

Total Expenses 

Surplus/(Dejicit) 

Note 

6a 
6b 

7 

8 
9 

10 
11 
12 
13 
14 
15 

2017 
Le 

104,014,104 
859,500 

2016 
Le 

283,929,000 
3,080,000 

104,873,604.00 287,009,000 

80,366,000 
37,575,000 

6,735,000 
12,551,000 
10,512,000 
3,668,000 
1,380,000 

30,000,000 
933,000 

25,543,130 

21,765,250 
25,000,000 
42,290,000 

6,600,000 
4,766,750 

3,380,000 
24,500,000 

495,000 
59,942,545 

209,263,130 188,739,545 

(104,389,526) 98,269,455 

4
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Statements ofCash Flow 

Cash Flow From Operating Activities 

Operating Surplus/(Deficit) 

Note 2017 
Le 

(104,389,526) 

Adjustmentfor: 
Depreciation 1 13,467,650 

Operating Surplus/(Deficit) before Working Capital cha: (90,921,876) 

(Increase)lDecrease in Receivables 
Increase/(Decrease )in Payables 

43,340,000 

Net Cash Flow From Operating Activities (47,581,876) 

Cash Flow From Investing Activities 

Net Cash Flow From Investing Activities 

Cash flow from financing activities 

Net cash flow from financing activities 

Net lncrease/(Decrease) in Cash and Cash Equivalents (47,581,876) 

Cash and Cash Equivalents at beginning ofperiod 51,706,147 

Cash and Cash Equivalents at end ofperic 3a 4,124,271 

Analysis ofcash and cash equivalents 
during the year 

Cash and Cash Equivalents at beginning ofperiod (51,706,147) 

Cash and Cash Equivalents at end ofperiod 4,124,271 

Net increase/Idecrease) in cash and cash equivalem (47,581,876) 

5 

2016 
Le 

98,269,455 

15,575,650 

113,845,105 

(63,960,000) 

49,885,105
 

49,885,105 

1,821,041 

51,706,147 

(1,821,04 1) 

51,706,147 

49,885,105 



261 P a g e 

NOTES TO THE FINANCIAL STATEMENTS 

1.	 Principal Accounting Policies 
The following accounting policies have been applied consistently in dealing with items, 
which are considered material in relation to the Organization's financial statements. 

a.	 Basis ofAccounting 
The financial statements have been prepared under the historical cost convention. 

b	 Depreciation 
Depreciation is calculated to write-off the book values of fixed assets over their estimated 
useful lives by equal annual installments at the following rates: 

Generator	 20% 

Furniture & Fittings 10% 

Office Equipment	 10% 

Motor Vehicle	 20% 

b.	 Foreign Currencies 

Asset and liabilities denominated in foreign currencies are translated at the exchange rate 
ruling at balance sheet date. Transaction in foreign currencies is recorded at the 
appropriate rate in the market at the date of transactions. Foreign exchange differences 
arising on translation are recognized in the income and expenditure account. 

c.	 Income: 

Income received from Donors has been accounted for on cash basis and other income only 
when received 

e. Expenses: 
All expenses are accounted for on the accruals basis. 

f. Income Tax 
The Network Movement for Democracy and Human Rights is a non-trading institution and 
is therefore exempt from payment of income tax under the income Tax act, Cap. 2000 
Section 9 (b) (i). 

6 
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Notes to the Financial Statements (Contd) 

Non Current Assets 

Cost Land Generator 
Le Le 

Balance B/fWd. l/0l/20l~ 11,380,000 16,920,000 

Additions 

Balance as at31112/201 11,380,000 16,920,000 

Depreciation 
Balance B/fWd. l/0l/201~ 16,920,000 

Charges for the year 

Balance as at 31/12/201 16,920,000 

Net book Value 
lst January 2017 11,380,000 

31st December 2017 11,380,000 

Furniture & 
Fittings 

Le 
28,806,500 

28,806,500 

19,969,550 

2,880,650 

22,850,200 

8,836,950 

5,956,300 

7 

Office 
Equipment 

Le 
105,870,000 

105,870,000 

74,939,000 

10,587,000 

85,526,000 

30,931,000 

20,344,000 

Motor 
Vehicle 

Le 
151,050,000 

Total 
Le 

314,026,500 

151,050,000 314,026,500 

151,050,000 

151,050,000 

262,878,550 

13,467,650 

276,346,200 

51,147,950 

37,680,300 
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Notes to the Financial Statements (Contd.) 

2017 2016 
CURRENT ASSETS Le Le 

3a Cash and cash equivalent 
First International Bank 3,995,133 48,637,309 
Rokel Commercial bank 129,137 3,068,837 
Cash at hand 

4,124,271 51,706,147 

3b Recefvables/Debtors 
Alpha Bedoh kamara 1,500,000 1,500,000 
StaffDebtors 29,720,000 70,060,000 
Rent prepayment 10,466,667 13,466,667 

41,686,667 85,026,667 

4 Current Liabilities 
Payables/Creditors : 
Provision fur Audit fees 4,400,000 4,400,000 
NASSIT- Accrued 1,350,000 1,350,000 

5,750,000 5,750,000
 

5 Accumulated Fund 
Balance B/fWd. 110,245,610 11,976,154 
Surplus/Deficit (l04,389,526) 98 ,269,455 
Accumulated Fund C/fwd. 5,856,084 110,245,610 

6a Grant 
Osiwa 104,014,104 283,929,000 

104,014,104 283,929,000 

6b Other Income 
Other Income 859,500 3,080,000 

859,500 3,080,000 

8
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Notes to the Financial Statements (Contd) 

EXPENDITURE: 
7	 Personnel Costs 

Salaries 
Allowances 
NASSIT 

8	 Repairs & Maintenance 
Vehicles 
Office 
Computers 
MotorBike 
Generator 

9	 Postage & Communications 
Communication 
Internet Services 
Postage 

10	 Fuel for vehicle & Generator 
Vehicles 
Generator 
MotorBike 

11	 Travelling Costs 
International 
Local 

12	 Professional Charges 
Accountancy Fees 

13	 Rent 
Head Office 
Kailahun Branch 

14	 Utility Cos t 
Electricity Bills 
Water Rate 

2017 
Le 

2016 
Le 

69,141,000 
8,705,000 
2,520,000 

80,366,000 

8,914,000 
12,011,250 

840,000 
21,765,250 

1,500,000 
1,370,000 
1,295,000 
2,570,000 

38,500,000 

3,790,000 

6,735,000 42,290,000 

931 ,000 
11,620,000 6,600,000 

12,551,000 6,600,000 

4,668,000 
5,844,000 

10,512,000 

3,326,000 
1,266,750 

174 ,000 
4,766,750 

1,380,000 
1,380,000 

3,380,000 
3,380,000 

3,668,000 
3,668,000 

27 ,000,000 21,500,000 
3,000,000 3,000,000 

30,000,000 24,500,000 

700,000 280,000 
233,000 215,000 
933,000 495,000 
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Notes to the Financial Statements (Contd.)
 

14 Utility Cost 
Electricity Bills
 
Water Rate
 

15 General Expenditures 
Miscellaneous 
Stationery 
License and Insurance 
Bank Charges 
Depreciation 
Media Expenses 
Printing & Photocopying 
Ex-gratia Partners 
Office expenses 

2017 
I.e 

700,000 
233,000 
933,000
 

3,794,500 

1,290,000 
962,980 

13,467,650 
4,200,000 

606,000 

1,222,000 
25,543,130
 

2016 
I.e 

280,000 
215,000 
495,000
 

2,912,000 
4,378,750 

3,058,145 
15,575,650 

750,000 
218,000 

23 ,400,000 
9,650,000 

59,942,545
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Section 8 

Annexes 

Baseline Report 

• Baseline Survey Reports on Project G03027 
Board Members 

• Current Board Members 

Startegic Plan 

• Strategic plan 2012-2017 

Press Releasesand Article 

• Press Release 
• NMDHR Article 2017 
• NMDHR print Media Publication 
• NMDHR print Media Publication 
• Press Statement 

Project Reports 

• Current and Past Reports 


