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The U.K. Department for International Development (DFID), United Nations Population Fund (UNFPA) and the U.S. Agency for International Development Mission to Pakistan (USAID/Pakistan) have agreed to a joint social marketing strategy.  

This RFA contains a description of the type of program USAID/Pakistan, DFID and UNFPA are interested in supporting, minimum qualification requirements for applicants, evaluation criteria, additional information and instructions for eligible and qualified organizations interested in submitting an application.
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Agreement Officer

Fax: + (9251) 2870310

E-mail: cmallay@usaid.gov
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I.
General Description of the Desired Program 

SOCIAL MARKETING FAMILY PLANNING AND REPRODUCTIVE HEALTH PROGRAM IN PAKISTAN

Background
In February 2002, the Government of Pakistan (GOP) announced the “Interim Population Sector Perspective Plan 2012” which recognizes the link between poverty reduction and population growth.  The GOP objective is to reduce annual population growth from 2.1%(2001) to 1.82% in 2004, and 1.6% by 2012.  The GOP plans to increase the Contraceptive Prevalence Rate (CPR) is to move from 28% in 2001 to 43% by 2006 and 53% by 2012.
These targets are also reflected in the Pakistan Poverty Reduction Strategy Paper.
World Bank Report No. 24296-PAK, Pakistan Poverty Assessment dated October 28, 2002, reported that the increase in use of contraceptives has not risen proportionally with the increase in knowledge of contraceptives among women.  The report states that the knowledge of contraceptives among married women of age 15-49 rose from 38 percent in 1991 to 92 percent in 1998-99, while the actual use of contraception increased from 10 percent to 20 percent.  Wide differences were noted in use of contraception across rural and urban areas, economic status and levels of women’s education. 
The GOP also aims to improve the health of women and children through programs that address the:

· High death rates of infants and children: Estimated Infant Mortality Rate is 85.1/1000 live births; Under 5 mortality rate is 103.0/1000 live births (2000-01 PRHFPS). 

· High maternal mortality: Maternal Mortality Rate is estimated at 533/100,000 (2000-01 PRHFPS), with unsafe abortion being a significant contributing factor.

· Serious macro and micro nutrient deficiencies: 26% of children under 5 are moderately to severely underweight. Only 16% of infants 0-3 mos. are exclusively breastfed.  Only 1% of young children receive vitamin A supplementation and only 19% of households use iodized salt (State of the World’s Children, 2001). 

The GOP’s public sector programs, through Ministry of Population Welfare (MOPW) and Ministry of Health (MOH) provides Reproductive Health (RH) and Family Planning (FP) support through its network of outlets (FWCs, BHUs, RHCs, clinics, etc.).  In addition, there exists 70,000 Lady Health Workers (LHW) and the intention to increase the numbers of LHWs to 100,000 over the next 3-4 years.  Of these, about 15,000 work in urban slum areas so the majority of LHWs work in more rural areas providing FP counseling and selling condoms and oral contraceptives.  Injectables, IUDs and other FP methods are provided at the health facilities where there are trained personnel.  MPOW is responsible for the procurement of all contraceptives to be distributed through the above public sector programs except for LHWs.
Two Social Marketing (SM) program in Pakistan, alongside the public sector, have contributed to increased use of family planning in recent years, and thus to improvements in the health of women and children. By providing Pakistani couples with condoms, pills, and injectables, among other methods, the social marketing programs, help families space births at healthy intervals.  USAID-sponsored research has shown that the spacing of births 3-5 years is associated with:

· significant reductions in maternal, newborn, infant and child deaths; and

· improvements in infants and children’s nutritional status.

The social marketing programs also respond to the significant need for family planning expressed by Pakistani couples.   Among the 60% of  Pakistani couples  who want family planning services, less than half of them have access to such services (33% unmet need) (2000-01 PRHFPS).  The level of unmet need for family planning in Pakistan is one of the highest levels in the world.
The first program, SMP/Greenstar
, began operating in 1991 and markets condoms, oral contraceptives (OCs), injectables, and IUDs, as well as developing other services.  SMP/Greenstar was funded by KfW, UNFPA, PSI and Packard Hewlett and, recently by DFID.  KfW’s funds have been utilized up to 2001.  The KfW has made an additional contribution of DM 8 million which is sustaining SMP up to March 2003.  DFID funding has now ceased.  The target beneficiary is lower income groups.
The second program, Key Social Marketing (KSM)2 has been funded by DFID since its inception in 1996 and, under a different model from that operated by SMP, markets oral contraceptives and injectables.  USAID provides assistance through The Commercial Market Strategies3 project funding from DFID and USAID ends approximately in March 2003.  KSM includes only OCs and injectables at present, the first product being manufactured by ZAFA in Karachi.  The target beneficiaries for this model are lower and middle-income groups.  

Both the SMP and KSM programs have contributed to increased contraceptive prevalence and this is well recognized by the GOP.  The GOP is highly supportive of continued involvement with private sector participation in order to show increasing gains in CPR and assistance in meeting its overall national RH/FP goals.
Both SMP and KSM have established defined and well-known and respected ‘brands’ – based respectively on the Green Star and Green Key logos and packaging.

In order to assist in this development, a national SM program needs continued funding.  With the encouragement and support of MOPW, USAID, UNFPA and DFID have agreed to jointly fund over the next five years an agreed common SM strategy, which seeks to maintain and expand recent Contraceptive Years Prevalence (CYP) gains made by the SM programs, and also to increase awareness of and access to quality RH/FP services.  
DFID and UNFPA plan to contribute family planning commodities with an estimated combined value of $4 million per year to the SM program(s) selected for funding.  USAID/Pakistan plans to contribute $10 million per year in funding. 
This support will be an integral part of the wider USAID, UNFPA and DFID assistance in the population welfare and health sectors over the next 5 years.  The National Health Facility will be implemented from the March 2003; this provides for £60 million over 4 years of budget support to the public sector family planning and national health programs.  USAID and DFID together are making available additional TA support in association with the NHF.  The UNFPA social marketing project described in Attachment 5 is a separate SM project and is not included in the SM program described in this RFA.  UNFPA are finalizing their 7th Country Program , which will run from 2004 to 2008.  The majority of the proposed UNFPA support will also be for public sector strengthening efforts.  
Given past experience as documented in the OPR of 2003, it would be optimal for two organizations to be engaged in the national SM program, as at present.  USAID/Pakistan will consider making more than one award in response to this RFA.  
Objective
This RFA seeks a results-oriented social marketing (SM) Program that will assist the GOP in achieving its objective of improving the health of mothers and children and reducing population growth over the next 5 years by increasing the use of modern contraceptives.  While always maintaining family planning method choice, specific objectives will be: 

1. to maintain and increase CYPs generated by the present SM programs by providing increased access and availability of RH/FP services to new users, including those in rural areas, and where unmet need exists in urban and peri-urban areas; 

2. to offer a expanded mix of FP services, which would include the options of longer term contraceptive menthods and increase the proportion of women who use longer term contraceptive methods; 
3. to educate men, women and health providers about the relationship between spacing and maternal and infant health and nutrition status, and the role that too closely spaced births play in maternal and infant/child mortality, and poor nutritional status;
4. to develop programmatic assistance to public sector workers (such as lady health care workers etc.) where this can facilitate increased use of family planning services increasing CPR in underserved areas; 

5. to make available products and services to lower income groups, including those in rural areas;
6. to improve further the cost efficiency of the SM program;

7. to generate sustainable programs which will be affordable in accordance with National Population and Health policies setting out the public sector resources and health subsidies available in Pakistan. 

In addition, the SM Program will include reproductive health Programs as appropriate: post abortion care (PAC) to reduce maternal deaths due to unsafe abortion; STI/HIV counseling and prevention activities; and safe delivery kits.   
Method
The SM Program(s) will determine means of expanding access to and usage of the current range of products and brands.  Not exclusively, this may involve the following:

· Increasing and consolidating the number of outlets which carry a full range of products and services in terms of both private sector providers and trade stockists;

· Enhancing marketing and resource allocation to these products;

· Training new service providers and giving refresher training where appropriate to those providers already trained, particularly in IUDs and Injectables;

· Training LHWs and Male Mobilizers in how to promote those products which they can sell under current GOP practice; 
· Where appropriate, developing condom usage uptake for use in disease prevention; examining ways in which the present system of giving injections is less restrictive and can be simplified and improved;

· Working with the GOP to allow increased media freedom for FP products and distribution of some products through non-traditional outlets.
In addition, the SM program(s) will expand the range of products and services offered to encompass longer term and possibly clinical methods. Not exclusively, this could include:

· Additions of emergency contraception, injectables implants and other products to the range;

· Male and female sterilizations;

· Development of services offered by associated private practice clinics;

· Association with other NGOs performing these services;

· Expansion into RH practices in SMO related outlets where appropriate and cost effective.
The SM program will also describe: 

· The applicant’s quality assurance plan and how service quality assurance will be maintained, and continuous quality improvements ensured;

· How/if the program will lead to an increase in either or both the scale of contraceptive manufacture in Pakistan, and/or the range of products domestically manufactured.
Results
The SM program(s) selected for funding must focus on the social marketing FP and RH results4 that the applicant expects it will be able to achieve by the conclusion of its program.  
These results should be expressed in terms of:

· The expected delivery of CYPs by year;

· The cost per CYP being kept below a prescribed average over the 5-year period;
· Proportion of providers and outlets expected to meet defined quality standards;
· Proportion of providers and outlets located in rural areas;

· A demonstration of extended services beyond the urban and peri-urban areas in rural areas;
· Other results that the applicant considers appropriate to demonstrate achievement of program objectives.  
Monitoring of Performance and Progress
The organization(s) managing the SM Program must utilize a monitoring and evaluation plan to manage its SM program, including indicators and timelines focusing on the program’s anticipated results and outputs.  A quality assurance plan will be an important element of the overall monitoring and evaluation plan.  The plan would be finalized after award, but the application should include at least a description of how it would monitor its program.  Overall program outputs and progress may be monitored, for instance, by regular research and tracking studies; inter alia, this may cover sales, distribution, consumer behavior, quality of care within the service provider chain, marketing impact, and product, packaging and message development.  MIS systems may be developed such that progress and monitoring can be reported to donors and GoP in a commonly acceptable form, and that are compatible with reporting from other SM programs if relevant.  Information also should be obtained from the GOP on a regular basis as part of monitoring progress to achieving the national objectives.  

The organization(s) managing the SM Program will be required to report regularly (e.g. quarterly) reporting progress of the SM activities, achievements, problems encountered, etc..  These performance reports will be submitted to GoP, DFID, UNFPA and USAID, as well as to other donors that may later join.
USAID, DFID and UNFPA will also monitor the program and may have one or more independent program evaluations conducted.  If other donors join, they may also participate in monitoring the program.
The GoP may also be associated with monitoring of performance and progress.  For instance, this could be done through annual review meetings in which the GoP, donors and the SM implementing organization(s) are brought together.  
 II. Eligibility and Minimum Qualifications For Applicants

In order for its application to be considered, an applicant must meet these eligibility and minimum qualification requirements:

1. The applicant must have experience in reproductive health, family planning, and social marketing 

2. The applicant organization must be of U.S. or Pakistan nationality and a non-governmental organization.
  

3. In order to be considered for funding under this RFA, a non-U.S. applicant organization must not now or in the future during the term of the planned award perform or actively promote abortion as a method of family planning or provide financial support to any other non-U.S. non-governmental organization that conducts such activities.

III. Expectation of Funding Level

USAID/Pakistan anticipates it will be able to provide $50,000,000 in funding over a five-year period commencing in May 2003.  

In addition, UNFPA and DFID each plan to contribute quantities of family planning commodities to the organization(s) managing the SM Program.  The UNFPA contribution is valued at $10 million and the DFID contribution is estimated at £ 7.5 million, in commodities over the same five year period.   
In summary, the expected overall program contribution is expected to be approximately $14 million per program year from UNFPA, DFID and USAID ($10 million in funding and $4 million in contraceptive commodities).  
IV.
Competition – Context and Overview

Authorization.  This program is authorized in accordance with the U.S. Foreign Assistance Act of 1961.  

Competition.  Consistent with the Federal Grant and Cooperative Agreement Act and USAID policy, USAID/Pakistan intends to use this competitive RFA as the means to identify and fund what it considers to be the best possible program to achieve the desired goals and objectives.  

Amendments to the RFA.  Any amendments to the RFA will be issued via the USAID website, as was the RFA itself:  Interested parties are advised to check the website regularly to ensure timely receipt of any amendments: http://www.usaid.gov/procurement_bus_opp/procurement/solicitation. 
Process.  The competition, pre-award considerations, and post-award actions will be conducted in accordance within the policies and guidelines contained in Chapter 303 of USAID Automated Directive System
 (ADS), as supplemented or revised by USAID Acquisition and Assistance Policy Directives
 (AAPDs) concerning “assistance” actions (grants and cooperative agreements).  The decision as to which application USAID will elect to fund, will be based on the results of the evaluation of applications against stated evaluation criteria, the comparative strengths, weakness, benefits and risks of the various programs offered, and other pre-award considerations.  A key pre-award consideration is whether the Agreement Officer determines that an applicant recommended for award is a responsible organization.  A positive “responsibility” determination means that the applicant possesses, or has the ability to obtain, the necessary management competence in planning and carrying out assistance programs and that the applicant will practice mutually agreed upon methods of accountability for funds and other assets provided by USAID.  A “pre-award survey” may be conducted in order to gather information with which to make a responsibility determination.  See ADS 303.5.9 Pre-Award Responsibility Determination and ADS 303.5.9a Pre-Award Surveys, for further information.  
Notices.
(1) Funds to begin this program have not yet been received by USAID/Pakistan, but are expected to be available in time to permit an award in May 2003.
(2) USAID/Pakistan reserves the right to fund any or none of the applications submitted in response to this RFA.   

(3) Depending on the results of the initial evaluation, USAID may make its award decision based solely on the original applications and conduct negotiations solely with the selected applicant(s); or, before making an award decision, USAID may elect to discuss the program(s) offered by one or more organizations that remain under consideration. 

(4) This RFA was jointly developed by GoP, DFID, UNFPA and USAID and all may participate in the evaluation of applications.  After award, implementation of the program will be jointly monitored and evaluated by representatives of these organizations.

(5) U.S. Executive Orders and U.S. law prohibit transactions with, and the provision of resources and support to, individuals and organizations associated with terrorism.  It will be the legal responsibility of the Recipient of the cooperative agreement to ensure compliance with these Executive Orders and laws.  The same will be required for any contracts or grants issued by the Recipient under the agreement.  One of the applicable Executive Orders is Executive Order 13224.  The text of that E.O. and a list of the names of individuals and entities designated there under can be found at the web site of the Office of Foreign Assets Control (OFAC) within the Department of Treasury – http://treasury.gov/offices/enforcement/ofac/sanctions/terrorism.html. A pre-award certification will be required from a prospective non-U.S. recipient and information on that can be found on the USAID website: http://www.usaid.gov/procurement_bus_opp/procurement/cib/aapd02_19.pdf
V.  Award: type, number and terms
The planned type of award is a cooperative agreement which would include the successful applicant’s program description. 
USAID/Pakistan reserves the right to make one or more awards.  In other words, either one cooperative agreement might be awarded for the entire SM program; or the program (and funding and commodity contributions) may be divided into components in which case two or more cooperative agreements would be awarded to different organizations.  The evaluation of applications will include an analysis of the comparative advantages and disadvantages of making one or more awards.  One advantage of making more than one award might be, for instance, in consideration of an organization’s particularly strong ability a particular component of the program throughout Pakistan. 
Accordingly, applicants should make it clear whether they are applying to manage all or a part of the overall SM national program, and why this is their preferred strategy.

Applicants applying to manage the entire SM program may also submit a second application for a component of the program (i.e. one applicant can submit two applications).

If award is made to a U.S. organization, the cooperative agreement will be administered pursuant to USAID Regulation 22 CFR 226, applicable OMB Circulars and USAID Standard Provisions for U.S. organizations.  These may be obtained via: http://www.usaid.gov/pubs/ads/22cfr226.doc
http://www.usaid.gov/pubs/ads/300/303maa.pdf
If award is made to a Pakistani organization, the cooperative agreement will be administered according to USAID Standard Provisions for non-U.S. organizations.   These may be obtained via: http://www.usaid.gov/pubs/ads/300/303mab.pdf
Note that the USAID standard provision entitled “Voluntary Population Activities” to be included in the award will be revised in accordance with USAID Contract Information Bulletin (CIB) 01-08( R) dated 29 March 2001 and having the subject, “Restoration of the Mexico City Policy - - White House Memorandum for the Acting Administrator of the U.S. Agency for International Development (Revised).” This CIB can be found on the USAID website:  http://www.usaid.gov/procurement_bus_opp/procurement/cib/cib0108r.pdf
The terms of the agreement would also include USAID’s involvement in the following:

1) Approval of the recipient’s annual implementation plans. 

2) Approval of the recipient’s monitoring and evaluation plan.
3) Approval of designated key personnel. 

4) Specified* kinds of collaboration between DFID, USAID and the recipient concerning specific elements of the recipient’s program description, where agency knowledge would benefit the organization’s accomplishment of its stated program objectives.   (*Particulars will be discussed and agreed with the selected organization as part of pre-award negotiations and will be included in the award.)
VI. Evaluation Criteria  

Applications will be evaluated against the following three criteria:  

1. Technical Merit is of primary importance amongst the evaluation criteria and is significantly more important than either of the other two evaluation criteria.  Technical Merit consists of two key sub-factors:

1a. Definition of End-of-Activity Results, which identifies the target 
beneficiaries and how these individuals will benefit from the SM program 
at the end of five years, is highest in importance.


1b. Program Description and Approach planned to achieve the expected 
end-of-


activity 
results.  This is a close second in importance to the first sub-factor. 


USAID/Pakistan has a strong preference for programs that maximize the 


utilization of Pakistani individuals in program implementation and 



management both as a general principle and also so that the program will 


not be as vulnerable to continuing security incidents involving foreigners.    

2. Past Performance of the applicant and including any organizations included as part of its implementation team. Work in Pakistan is of particular importance. This factor is second in relative importance amongst the evaluation criteria, close in importance to Cost Realism and Effectiveness. 

3. Cost Realism and Effectiveness.  This factor is third in relative importance. 

Technical merit includes, but is not limited to, considerations such as:  Approach to start-up, implementation, sustainability and closeout; the degree to which the proposal reflects an understanding of the issues, context and challenges of implementing a social marketing program in Pakistan; the goals and expected results (qualitative and quantitative) attributable to the proposed program: are they ambitious enough? Are they too ambitious?  Could the program succeed?    

Past performance includes, but is not limited to:  Were prior programs implemented by the organization effective?  Were planned results achieved?  How effectively did the organization manage problems or changed circumstances as they arose?  Were resources managed in an effective manner?  Was attrition or turnover of key personnel a problem?   

The cost realism review will be primarily concerned with whether an application’s budget is a reasonable and realistic representation of the applicant’s program.  Whether individual cost elements might be under-estimated or over-estimated will be considered.   

The cost effectiveness analysis will consider elements of the program, its approach and/or budget that indicate careful or thoughtful utilization of funds; in general maximizing program impact per dollar, and more specifically maximizing benefit per dollar in Pakistan and to the Pakistani people.  This RFA does not require a minimum cost share contribution, however it will be considered as an element of cost effectiveness.  Cost sharing may be offered by the applicant, in addition to the planned contributions of DFID, UNFPA and USAID.  Cost sharing may be additional funding or in-kind contributions of resources, whether offered by the applicant or another party.  For more information on USAID’s cost share policy, note that the section on cost share contained in ADS 303 has been superceded by AAPD 02-10 which can be found at: http://www.usaid.gov/procurement_bus_opp/procurement/cib .  Current policy is as described in AAPD 02-10.    

Reasonableness and allowability of individual cost elements will also be considered as part of the cost realism and effectiveness review.        

​
VII. Instructions Concerning Content and Submission of Applications
Applications must be in English.

The application should be organized by the RFA’s qualification requirements and evaluation factors.  Separately bound technical and cost sections are not required.
As noted elsewhere in this RFA, applicants should make it clear whether they are applying to manage all or a part of the overall SM national program, and why this is their preferred strategy.  Applicants applying to manage the entire SM program may also submit a second application for a component of the program (i.e. one applicant can submit two applications).

Eligibility and Minimum Qualification Requirements. The application must clearly and convincingly support the applicant’s assertion that it meets the eligibility and qualification requirements (Section II of this RFA) as of the date applications are due.  Only applications received from organizations meeting, in the opinion of the USAID Agreement Officer, the eligibility and minimum qualification requirements for applicants will be considered for funding.  

Past Performance.  Past performance information and references are required for the applicant and for any of its organizational team members to include the following:  A list of all contracts, grants or cooperative agreements (including award numbers if available) involving similar or related programs since March 2000; the location where each project was implemented; a brief and precise description of the organization’s role in the project; and a reference point of contract (name and his/her current telephone number or email).  
Technical Merit: Additional Instructions.   The planned results, program description and approach should be comprehensively described and include whatever information the applicant believes will best convince the panel that this is the program that should be funded.  It should include a clear statement of the program’s purpose, clearly describe each component of the program, expected results, how progress towards those results would be monitored and how final results will be measured or documented at the conclusion of the program.  The applicant should clearly describe its proposed management structure and how its effectiveness will support achievement of its program’s objectives.  If the applicant is proposing to team with other organizations, a description of the mutual roles and responsibilities of each organization; whether the team has successfully worked together before or why the applicant believes it would do so with respect to this program, should be noted.  The roles and responsibilities of “headquarters” versus field offices and should be clearly described. The credentials and experience of individuals nominated for key field team and management positions should be included.  
The following are examples of the outputs and details that should be included in the application:  

1. Phased 5-year plan of product sales and contribution to and projected share of national CYP;

2. Detailed descriptive action plan of program objectives showing how the applicant plans to implement and achieve its targeted CYP contribution, including method mix rationale and projected target audience; this will be used to evaluate the technical merit of the proposal;
3. The applicant’s plan to expand SM services in rural areas; 
4. Detailed plans which cover sales, distribution, communications, training, quality assurance, research, finance, administration, MIS and reporting to donors and GOP; this should include any plans to retain, sustain, or add to the existing (Green Key and Green Star) branded products (e.g. Key Famila 28 or Green Star Sathi Condom) on the market – or any plans to remove branded products from the market; 
5. Plan of how the applicant proposes to work with and develop the capacity of its public sector partnership with LHWs and/or others;

6. Indication of proposed partnerships and modus operandi with other NGOs;

7. Plan of how the applicant would source contraceptive commodities; 

8. Details (quantities and other specifications) of any domestic procurement of contraceptives (manufactured in Pakistan) which might be purchased with USAID funding;

9. Logframe showing results, outputs, indicators, means of measurement and any constraints to output achievement;
10. A justification of the product pricing strategies, including and not restricted to, the financial and CYP implications; 

11. Plan of how the applicant sees the “graduation” of the program at the end of the 5-year period - within the context of the national Population and Health policies, and such as the national PRSP.
Alongside the above, a detailed plan should be presented as to how the contraceptives to be procured internationally with UNFPA and DFID funding will be used within the proposed program.  This will include a draft procurement schedule showing the expected annual required quantities of condoms, oral contraceptives, injectables, IUDs, implants and emergency contraception.  This plan should also set out the branding and packing specifications.

An indicative commodities budget should be presented, based on the above, using UNFPA unit costs.  (This will include the cost of branding and packing specifications.)

Where the sum of these international commodity requirements might exceed $4 million per year (i.e. the anticipated combined UNFPA and DFID contributions), the provision of any additional international commodity procurement should be included in the budget.

Examples to illustrate what is meant by challenges or context with respect to implementing a social marketing program in Pakistan include following: 
· How gender issues should be addressed to increase the likelihood of achieving the SM Program’s results;
· A risk analysis of the applicant’s program.  Attached to this RFA is an illustrative format for the risk analysis.  The categories and content of the illustrative risk analysis are not prescribed for the SM program.   The applicant must determine the categories and content applicable to a risk analysis of its proposed program. 
Letters of commitment from organizational team members which are proposed to work on this program and any individuals nominated for key positions, are requested.  “Exclusive” letters of commitment are not required. 
The cost section of the application will include the following completed standard forms (SF): SF424, SF424a and SF424b; these can be found at: http://www.contacts.gsa.gov . 

Along with the budget summary, the following information is required: 

· Descriptive cost information (bases of estimates, etc.) should be provided along with the budget summary and budget detail to support the application’s budget as being realistic and efficient for the program proposed;  
· Any features of the program description or implementation approach which offer cost efficiencies should also be noted.  
· Phased Program costs and income by product/service, including specific product related costs;
· Overall phased annual budgets for the 5-year period showing product costs, revenue from sales, marketing activities, specific overheads attributable to the RH/FP program and general local and international overheads contributions;
· If indirect rates are proposed, identify whether these rates have been agreed by a U.S. Federal agency.  If so, identify that agency and a point of contact.  If not, please note that until provisional indirect rates are negotiated between a recipient and USAID, indirect costs may not be reimbursed under the cooperative agreement.  
Note that fee or profit is not permitted for recipients of grants or cooperative agreements. 

Applications may be submitted via one of either of the following means:

1) In hard-copy (i.e. paper-copy)(one original and two copies of the complete application) delivered to the following address:

American Embassy

Diplomatic Enclave

Ramna 5, Islamabad

Pakistan

Attn: USAID, C. Mallay, RFA no. 391-03-03

2)  Via email to: cmallay@usaid.gov with the following limitations strictly observed:

Email attachments are limited to Microsoft Word or Excel compatible documents.
“Zip” files are acceptable.
One email may not have more than 5 attachments.  
Attachment(s) on one email must not to exceed 1MB.

The application may be submitted via multiple emails, but the attachments must be logically organized and clearly described so that the application can be readily and correctly assembled without USAID having to consult with the applicant.   

Applications received after the due date will not be considered unless the Agreement Officer determines that all such submissions will be evaluated up until the time an award decision is made.

ATTACHMENT 1

Strategic Snapshot

Social Marketing in Pakistan

1. After periods of slower growth, contraceptive use is now increasing steadily in Pakistan, with strong prospects for accelerated rises over the next 5 years.  By 2000, the overall CPR had reached 28%, with about ¾ of this use attributable to modern FP methods.  Since the early 1990s, the CPR has been growing by about 1-2 percentage points a year.  Rises of between 2 and 3 percentage points a year are now projected, in order to meet the PRSP CPR target of 45%.

2. One important feature of the increasing contraceptive use has been the growth of national social marketing programmes.  Up to a third of those currently using modern methods of contraception are accessing their family planning through one of the two SM programmes.  (These are the Green Star programme operated by Social Marketing, Pakistan (with international support from Population Services International, (PSI)), and the Green Key programme managed by Futures.)  Through these programmes, more than 17,000 private sector providers (primarily doctors, paramedics, and pharmacists) have been trained in contraceptive service provision. 

3. The national Population Policy, 2002, proposes an even bigger role for social marketing.  The current national plans are for between 40 and 50% of couples using modern contraceptives to be obtaining these from social marketing sources by 2007.

4. Such a major (and expanded) future role for social marketing is justified on several counts:

· Social marketing is cost-effective.  Green Star services have achieved a cost per CYP of around Rs300 ($5).  The Green Key programme is more expensive, but there may be opportunities to reduce unit costs to, or below the SMP level.  (Estimates suggest that the cost per CYP in the public sector population welfare programme is at least double that of Green Star, although this reflects the central role of the PW programme in reaching the poorest – who could not afford even the low prices charged by the social marketing programmes.)

· Both Social Marketing programmes have (understandably) concentrated to date on urban localities; there is scope for extending the marketing reach into rural areas (albeit at the potential risk of pushing up unit costs).  This could include working with the LHWs as an additional group of providers.

· Whilst both social marketing programmes have placed considerable emphasis on improving, sustaining and assuring service quality, there remains scope for further improvement (and through this perhaps reducing the numbers of users who are currently seeking alternative FP sources – after using SM outlets).

· In the same way, there are opportunities to improve SM marketing – in particular, if the public sector IEC efforts are improved and some of the current constraints are relaxed.

· Lastly, the strong growth of the past 2 years (which in many respects have been a period of uncertainty for both social marketing programmes) suggests the potential exists for continued expansion.  The Green Star programme increased its outputs (reflected in numbers of CYPs) by 35 % in 2002 (this increase exceeded 400,000 CYP); the equivalent figure for Green Key was 16 %.

5. Given the envisaged increases in outputs, the projected annual costs are expected to rise from slightly less than Rs 600 million ($10 million) in 2003-4, to in excess of Rs1 billion (almost $20 million) in 2007-8. (The assumptions underpinning these costs estimates are given in table 1 attached.  There are however several uncertainties, - in relation to both the social marketing programmes themselves, and to the public sector population welfare programme. The former include the pace of expansion, the scope for reducing unit costs through greater efficiency, any countervailing increases in unit costs as a result of working in ‘harder-to-reach’ areas, and such ‘unknowns’ as national and international contraceptive prices.  Whilst, the public sector programme will not have to expand at the rate of the SM programmes, there are doubts as to whether even these rises are achievable.)

6. The greatest proportion of these projected costs will be to cover the purchases of contraceptives.  Other key elements will be quality improvement and assurance (including training), and marketing.

7. In expanding the social marketing programmes, a number of strategic options are available.  These include:

· Whether to increase the range of contraceptive brands available for sale through the social marketing programmes (this could include the Green Key programme adding condoms, IUDs, or other methods to the hormonal methods currently offered);

· Whether to continue with two or more programmes, or alternatively to seek consolidation into a single programme;

· Whether to change the contraceptive pricing structure – in the face of some evidence that price is not always an over-riding factor for some purchasers of some methods of FP (e.g. contraceptive pill users).  (Such a change in prices could have significant impact of the overall costs of the social marketing programmes – given the high costs of the commodity purchases.)

Table 1

	
	End 2003
	End 2004
	End

2005
	End 2006
	End

2007

	Population

(millions)
	148.6
	151.5
	154.5
	157.3
	160.1

	MWRA

(millions)
	22.3
	22.7
	23.2
	23.6
	24.0

	CPR

(%)
	36.0
	38.2
	40.4
	42.7
	44.9

	Modern methods CPR

(%)
	20
	28
	30.5
	32.5
	35

	Couples using modern FP

(millions)
	5.80
	6.36
	7.08
	7.67
	8.40

	Social marketing as share of modern methods CPR (%)
	33
	36
	39
	42
	45

	Nos of Social Marketing CYPs (millions)
	1.9
	2.3
	2.8
	3.2
	3.8

	
	
	
	
	
	

	Projected Cost of Social Marketing (Rs M)
	550
	670
	810
	930
	1100

	Projected Cost of Social Marketing ($M)
	9.5
	11.5
	14
	16
	19

	
	
	
	
	
	


ATTACHMENT 2 –

REVIEW OF

DFID’S SOCIAL MARKETING POLICY,

STRATEGY AND PROGRAMMES

IN PAKISTAN

Undertaken on behalf of the Department for International Development

February – March  2002


Executive Summary 
Section 2: Output to Purpose Reviews


1. The Key Social Marketing (KSM) project was approved by DFID in 1996 and is due to end in March 2003.  The total budget is £9.4 mn and the project is managed by Futures Group Europe.  KSM markets hormonal contraceptives: oral contraceptives, which are now locally manufactured, and an imported 3-month injectable.  Programme funds are spent primarily on information dissemination, training and product marketing.   

2. Project outputs have been given a score of 2 (for definition of scoring, see Annex A).  Two negative factors were the price of the injectable being slightly too expensive for the low end of the target income group, and some weaknesses in the application of best practices by trained providers. The purpose rating was also 2.  Indicators for sales of  OCs, and for market share for both products, have been well exceeded, but sales growth of injectables has been constrained by leakage from the public sector and by its higher price.  There is inadequate information to judge whether overall sales have predominantly reached target income groups.  The goal rating is 3.  The target market share of hormonals was exceeded, for which KSM can take credit, but GoP overall targets for a CPR of 35% and population growth rate of 1.9% during the project period were too ambitious and will not be achieved. 


3. Social Marketing Pakistan (SMP/Greenstar) began operating in 1991. It was funded by USAID and KfW until 1999, when DFID provided £2.35 mn to supply 82.4 mn SATHI condoms.  Lower than expected procurement prices made it possible to extend the project, and to include new outputs to develop an HIV/AIDS initiative.  Subsequently, a further extension was approved at a cost of £1.7 mn, which is due to end in December 2002. 


4. During 1998/99, SATHI sales had fallen dramatically due to price rises and stocking problems.  A feature of the DFID funding was a new communications campaign.  Sales rose by 50% and in 2001 SATHI represented 65% of the total market and contributed 25% of all CYPs.  The DFID contribution thus helped to save this important part of Pakistan’s family planning programme. HIV/AIDS initiatives have included the supply of condoms to NGOs and promotional campaigns in high-risk communities. 

5. Project outputs have been scored at 2.  Negative factors were supply shortfalls due to quality problems (beyond SMP’s control) and some weaknesses in providers’ application of best practice. Otherwise, SMP has very largely achieved its output objectives, though some of  the indicators were not very rigorous and there are some concerns about the quality of the HIV/AIDS programme.  The purpose is also scored at 2.  Sales of SATHI well exceeded the target, but, as with KSM,  there is no clear evidence on sales within the low income groups, though KAP surveys show that 70% of SATHI users are from SEC groups C to E.   The goal is also rated as 2.  Greenstar, with the help of DFID funding, has made a major contribution to the GoP’s FP targets, and the single goal indicator (CPR by modern methods of 29% in urban areas) was nearly achieved. This indicator does not, however, fully reflect the goal statement, of improving the RH of low income women. 

Efficiency, targeting and affordability

6. An SM rule of thumb is that one year of contraceptive protection should cost 1% of annual income.  The KSM target group was Rs 1500-4000 per month.  The KSM injectable has always been above the target price for the lowest income group, but for households at the upper end of the range, both OCs and injectables are affordable.  KSM’s main poverty focus has been through Mohalla Sangat.  Prices for all Greenstar products are within the 1% benchmark, which is possible because donors provide free product. One advantage of having two programmes is the opportunity for performance benchmarking.  This would be easier if, in future, both organisations used standard calculations for cost per CYP and standard income and/or SEC categories. 

7. Since the big fall in sales of SATHI, Greenstar’s policy has been to leave all prices fixed (in real terms a fall over time). A more active pricing policy could help reduce SMP’s dependence on donors, the cultivation of whom absorbs much management effort. There are also anomalies in the price structure, with big variations in the cost recovery between products. A more rational policy would be to set recovery percentages at higher rates for products used by higher income groups.  The opposite seems to be the case at present.   It is not suggested that there be large and possibly damaging price rises, but that Greenstar should adopt a clear and rationalised policy to setting the absolute and relative levels of prices.

8. KSM’s brands are available in over 82% of pharmacies in Pakistan, with most regions and even small towns well covered. SMP makes more sales through its network while KSM achieves coverage of lower SEC women through LHVs.  SATHI is to be found in most pharmacies and in over 50% of grocery and general stores. 
9. The overall cost to DFID per CYP generated by KSM over the whole project was $45 but in 2002 the total resource cost should fall to $10. Greenstar hormonal products cost about $8 per CYP in 2001.  Greenstar has a much wider range of products, and its overall resource cost per CYP delivered in 2001 was, by all international standards, extremely low at under $5.  The cost per CYP for condoms was also below $5.  A very rough estimate of the cost per CYP in the public sector is $15.   However, GoP has to operate in much more difficult areas. 


Quality of care

10. The two SMOs use different approaches. Greenstar offers a wider choice, and its training is longer and its follow up more rigorous because it includes IUD procedures.  KSM monitor active members of their network 2-4 times per year, while SMP monitor providers trained in IUD insertion 8 times a year and others 3 times. Both use visits by mystery clients.  

11. Greenstar providers rated as benefits of network membership the increased numbers of clients, an enhanced reputation, and training. With KSM, the most important was training. Greenstar providers make significant money from IUDs, which derives in part from product subsidy.  More strategic thinking may be necessary about subsidy policy and who benefits.

12. The Greenstar franchise model, through which it controls quality, is more evolved than KSM’s. Unlike commercial franchising, franchisees are not granted exclusive territories, though Greenstar is considering this as well as charging fees and the possibility of removing franchisees who do not meet standards. KSM’s product mix is less dependent on franchising, and it has developed alternative cost-effective approaches to providing information which are in many ways superior to Greenstar, for instance the Mohalla Sangat programme which 93,000, mainly low-income, women have attended, and the cassette programme, a very  effective way to reach both men and women..   


13. Client scoring of provider quality was not very different for Greenstar and KSM, though Greenstar ranked slightly better.  Quality was associated with how well clients were treated and how much information they received.  However, external studies suggest that both organisations need to improve client impact.  Perceptions of provider quality were not very different for Greenstar and KSM, but both sets of clients scored very low on knowledge of some basic RH issues, which implies a gap between perceived and actual quality.

Training programmes

14. SMP has trained over 12,000 providers (doctors, paramedics and chemist shop staff).  Lady doctors receive the most intensive training and follow-up.  Providers are trained in all contraceptive products, and in areas such as post-abortion care and RTI/STD.  KSM has trained 16,450 providers. It has recently started training in RTI/STDs for doctors and is re-designing its yearly refresher training. New components will include safe injecting and cardiac management and more emphasis on blood pressure screening.  


15. Involving male doctors continues to be a challenge. SMP research indicated that female providers were more effective than males, but SMP’s initial training design did not include follow-up with male doctors. 66% of doctors trained by KSM are male (cf  80% of all doctors).  The mystery client surveys shows that 91% of the male doctors were able to provide family planning services and that female doctors performed only a little better. 

16. Training and monitoring by both companies has had a substantial impact on the quality and quantity of services which providers offer. The small number interviewed showed a good understanding of products and how they were used.  However, there were some instances of apparent provider bias.  To recognise providers who are providing quality services, SMP is developing a reward plan.   Mystery client interviews for KSM providers indicate significant improvements in attitudes and practices after a year of training and supervision, but they also show provider bias. Counselling skills are still weak with one-way communication being the norm.  


17. Recommendations on training include: the counselling component needs to be strengthened, and provider bias addressed.  Selection of providers for training should focus on quality over quantity and continued participation in the network should be contingent on meeting standards and sales targets.  Strategies to make male doctors a more effective part of the network need to be devised.  SMP and KSM should consider collaborating on developing training materials. Data should be collected on discontinuation rates and used to develop training materials to improve these rates. Both organisations should conduct a baseline KAP survey against which the impact of training can be measured.  


Indirect Benefits

18. Advertising and publicity by both programmes have raised the overall profile of family planning, not just the sales of branded products, and created a more open acceptance for discussion of health issues among both men and women.  Training large numbers of private doctors and paramedics has enhanced their knowledge and potential to deliver other community health services.  Not least among the benefits was the KSM initiative for the local manufacture of OC pills, a move which may be followed by SMP.


Section 3: Social marketing and national population and family planning strategies


National policies

19. The MPW has recently produced the Interim Population Sector Perspective Plan. Its overall goal is to reduce population growth from 2.1% pa in 2001 to 1.6% by 2012, and to achieve replacement fertility by 2020.  The plan takes a long term perspective and the emphases on SM and an IEC strategy are new.  There is currently a Rs 33 billion gap between the cost of implementing the plan and the allocated budget.  There are still many problems to be addressed, such as the contraceptive logistics system, leakage of product, staff absenteeism, the use of DOH facilities, and the management of support for NGOs.


Impact of devolution on population strategies and SM activities

20. GoP is planning to restructure the MPW at several levels simultaneously. Provincial MPW departments will be handed over to provincial governments, though the budget will, initially, be provided by GoP.  At the second level, the relationship between the provincial and district health departments is still to be worked out, though it is likely that the population budget would be protected.  Another issue is whether there will be a district population officer separate from the health department. This appears unlikely.  The community workers of the two departments have already been merged into one cadre. 

21. There are significant risks associated with devolution. Without improvements in management, planning and so on, long-standing systemic problems will simply be shared with a lower tier of government.  Concerted efforts will be necessary to protect and promote population programmes at the district level.  However, at the present stage of de-federalisation, there seem to be no immediate implications for the SMO programmes as such.       

Social Marketing’s contribution to the population programme 


22. Total CYPs by the four main methods amounted to 3 mn in 2001 and are growing at 8% pa.  SM programmes generate 39% of the total and thus make a substantial contribution.  SM brands account for 50% of the market for OC pills and 19% for injectables.  KSM has outsold SMP on both OCs and injectables, in terms of impact on CYPs.  SMP condom brands have recovered from the 98/99 collapse and supply 63% of the market of 120 mn condoms, in which there has, however, been little growth over the last 2 years. 


23. The IUD market is dominated by GoP, SMP contributing just 13%.  The number of CYPs provided is the subject of some contention.  IUDs should provide 5 years, though 3.5 is often used in developing countries to allow for higher discontinuation rates. In Pakistan, 50% of women are said to discontinue within the first year and there is considerable leakage of GoP IUDs into the private sector. Implicitly, therefore, GoP assumes an average CYP of one year, in which case IUDs provide less than one third of total CYPs. To help future planning, there should be research to establish realistic values for IUD conversion rates. 

Section 4: GoP population targets and how they might be achieved

Assessment of population forecasts and their implications for SM


24. The mission has made forecasts of future sales of contraceptives by different products and by sector of delivery.  These have been converted first to CYPs and then into CPR.  The forecasts are based on achieving two possible scenarios: a 34% and a 41% CPR by 2005.  The forecasts cover a 5-year period to 2006, a likely time-frame for donor projects, but  because the GoP target for a 41% CPR is 2005, this year is used as a point of reference. 

25. Forecasts for Scenario 1 are based on current trends, plus the outcomes of known likely activities. For condoms, they assume substantial growth resulting from new LHW initiatives and, in later years, from the promotion of usage for disease protection; for IUDs, from more Greenstar clinics offering services; for OCs, from the launch of better value packs with 3 month’s supply; and for injectables from the launch of a locally manufactured product in 2003.  For Scenario 2, these assumptions would need to be complemented by more aggressive targets for the SM programmes, a dramatic reduction in the discontinuation rates of  IUDs, and success in encouraging women to adopt longer term methods. 


26. Scenario 1 would require annual growth of 7% for the public sector, mainly from  condoms and OCs, and is dependent on the LHW programme. For the SMOs, the required growth rate is 14% pa.  This is reasonable given adequate funding and aggressive marketing.  Under Scenario 2, GoP would have to grow at 14% pa (cf a fall over each of the last 3 years) and the SMOs by 25% pa., dependent on a big increase in the number of private sector clinics capable of fitting IUDs.  Our conclusion is that, based on recent trends, Scenario 1 is more  realistic and that an overall CPR figure of 34% could be achieved by 2005.

27. The number of CYPs to be delivered by SM under each scenario have been valued based on recent unit costs achieved by the SMOs.  In 2001 prices, the SM companies would need finance over 5 years of $43.2 mn under Scenario 1 and $ 58.2 mn under Scenario 2. In cash prices, these equate to $46 mn and $63 mn respectively.  

Comparison with the demographic transition in Bangladesh


28. One way of assessing the realism of the CPR targets is to make a comparison with growth rates in Bangladesh during its period of demographic transition.  The average annual growth rate in CPR for Bangladesh from 1979 to 1993 was 10% for modern methods.  Pakistan is well behind Bangladesh: growth from 1985 to 2001 was 6% for modern methods (and the rate fell towards the end of that period). To reach the CPR target of 41%, growth would have to rise to 10% annually, the level achieved in Bangladesh. It is by no means clear that Pakistan has the economic conditions and health systems to achieve this.  Fertility decline in Bangladesh was a result of a series of factors: heavy government investment, major contributions from NGOs, and social changes resulting from the large-scale employment of young women which led to delayed marriage and lower fertility rates.  As a result, population growth fell from 2.5 % in 1970 to 1.5 % in 1995.

Potential for public-private partnerships


29. There were mixed views on the viability of SM agencies working through LHWs. The GoP was keen for them to help SMCs expand their services to the rural areas and ensure a reliable supply of contraceptives to the LHWs.  Problems raised at provincial level and by the SMOs included the price difference between GoP and SM contraceptives and increased training and supervision costs.  Any formal working relationship between LHWs and SMOs would need to be pilot-tested.    

30. GoP actions which would benefit the SMOs include co-operation on generic advertising, a more progressive policy on the censorship of branded advertisements, giving family planning more prominence in the curriculum for medical colleges, and the de-regulation of the OC pill to enable it to be sold through consumer networks (though there would need to be a parallel programme to provide women with adequate information).  

Possibilities for expansion into rural areas

31. The two SM projects were designed for urban and peri-urban areas, though they have already achieved more extensive coverage with training programmes in 100 districts and distribution networks reaching 520 towns.  Hence, it is already possible for SM to reach any remote area which has a retail network. In the next phase, for the SMOs to achieve the required growth in volumes will involve a threefold approach of expanding their general retail networks, expanding their networks of trained providers and diversifying the product range. Choices will need to be made between intensifying efforts in urban areas where the programmes are most cost-effective and where there is still considerable unmet need, and undertaking innovative approaches in less densely populated areas on a pilot basis.


32. Choices will also need to be made between products. Condoms and pills are easier to  distribute into less populated areas than IUDS, injectables, and VSCs, which are more expensive to provide and monitor at the point of delivery and would need greater subsidy.  Another consideration is competition between health care providers.  In addition to low price GoP product, NGOs already have active community based distribution programmes. If one or both of the SMOs moved into rural areas, that would be yet another source of competition.  The SM products would be the highest priced and may have difficulty in surviving.   

Potential for GoP to make its own population programmes more effective


33. There are a number of cost-effective policies that GoP could itself adopt to help meet its population targets.  These include improving the availability of contraceptives through its 70,000 LHWs and 10,000 MoH outlets; reducing product wastage by eliminating contraceptive distribution targets for GoP employees; differentiating the market between private sector and public sector supply sources; and improving supply chain management, both within the public sector and also by giving the private sector a role in the system.
Section 5: Potential for social marketing of other health services

34. Funding for social marketing should be concentrated on areas where a clear health need exists and where the SMO business model has proved to be successful, that is, in expanding demand, supply and quality of existing RH products and services in urban and peri-urban areas.  If funding allows, activities might include an expanded range of RH products and pilot work to improve geographic coverage. Donors should fund SM projects for other diseases only if a clear health need exists; if the need is best approached through a SM programme; if it fits well with the existing business of the SMO; if initiatives would not overlap with those of GoP and other donors; and if funding for RH SM is not thereby reduced.  If SMOs are funded for other diseases, these projects should be financially and organisationally ring-fenced from the reproductive health programmes of the SMOs.

Section 6: Funding for Contraceptive Social Marketing

Case for continued donor support for CSM 

35.  The economic case for subsidies is that market outcomes cannot achieve socially desirable goals; in the case of Pakistan, poverty limits access to commercially-priced products, and markets do not provide adequate information about the benefits of contraceptive use. IEC campaigns are most effective when delivered as a package with subsidised supplies and services. In the medium term, therefore, it is appropriate for donors to subsidise IEC provision and supplies so as to build up demand amongst target groups. As behavioural change becomes firmly rooted, demand for contraceptives should become self-sustaining but not until levels of CPR have reached 50-60%, or double current rates in Pakistan.  A behavioural change of this magnitude requires a diversified approach, including public, private, and social marketing sources, as well as a choice of products.

36. A range of other factors provide a positive environment for continued donor support the SM of family planning in Pakistan.  These include the poor levels of reproductive health, the high level of unmet need, strong political support from the GoP, demonstrated willingness by the public to use the private sector, the need for a variety of cost-effective methods and, not least, the successes of the social marketing programmes to date.   

37. However, whilst it is generally recognized that countries such as Pakistan will need external resources to support health and population goals for the foreseeable future, the vagaries of donor commitment (with which Pakistan is very familiar) supports the case for thinking how to move, however gradually, towards independence from external funding.   Donors and the SMOs need to think about exit strategies, even if exit is not envisaged in the near future, and to incorporate them in the design of the next generation of projects. 

Case for supporting more than one CSM project


38. Both SMOs, in their different ways, have made a significant contribution to meeting the GoP’s population targets and there are net benefits from having at least two SMOs in operation. The disadvantages include, possibly, higher overhead costs, and some wasteful competition (eg duplication of training and franchising).  However, in a rapidly growing market there should be room for more than one SMO.  Competition promotes efficiency, gives consumers more choice of product and service provider, allows alternative models (eg pricing policies) to be tested and benchmarks compared, and advertising from more than one source helps to reinforce messages to the consumer.  There may also be strategic advantages of not allowing one agency a monopoly position: GoP and donors also have a choice. This conclusion is however dependent on there being sufficient resources available from donors and domestic sources to fund the size of programmes described above

Prospects of funding from donors

39. Scenario 1 would require an investment of around $10 mn pa and Scenario 2 $15 mn pa (allowing for some donor overheads). Three donors have supported SM in the past, but the mission was given no firm indications of levels of future support.  DFID and USAID may have $2 mn each available per year, but KfW is unlikely to make any further commitment.  The use of UK budgetary aid next year to purchase product has been discussed but will depend on other priorities. The Ministry of Finance may contribute product to the SM programme.  At this stage, the likelihood is that resources will fall far short of the full requirement of even Scenario 1. 


40. The report assesses the likely consequences of reduced funding.. If investment over 5 years is as low as $25 mn, then the contribution of SM to CYPs will fall by an average of 5% pa. Even if GoP met its own Scenario 1 targets, the total CPR rate in 2005 would be just under 30%.  For the annual contribution of CYPs by the SM sector to remain at the same level as now, a minimum investment of $28.8 mn is needed.  Total CPR rate in 2005 would then be just under 31%, 3 percentage points below the Scenario 1 target. 

41. If funding were as low as $5-6 mn per year, the recommendation that donors should support two projects might need to be reconsidered. KSM is a creation of DFID, and without external support will have to close down in March 2003.  The OC Famila could continue to be sold by Zafa, though, without marketing support from KSM, sales might  rapidly fall off. Even if funds were available to extend the KSM project, EC regulations would oblige DFID to re-tender management of the project.  This is possible because DFID owns the Key brand. The long timetable for approval and tendering would prevent a smooth continuation of the KSM project over the next few months.  PSI/SMP may be interested in bidding for some elements of the KSM project, and in a situation of severely reduced funding, this might be a convenient way to sustain the benefits of the Key network and realise the efficiencies of a single agency running SM in Pakistan.  Another possibility is that USAID may be able to support the continuation of  KSM without a tendering process.     


42. SMP, by contrast, is an independent entity, funded from a variety of sources, and owning its own brands. For these reasons, the management of SMP, its products and its  brands cannot be put out to tender in the same way.  However, what could be tendered is the supply of product and technical assistance to support SMP management.  SMP’s short term financial position is more secure than KSM’s and it could, if necessary, afford some delays while future arrangements are sorted out.  SMP also has some limited scope to increase its self-generated funds by switching to local production of OC pills, by increasing cost-recovery percentages through rationalising its price structures, and by realising some of the value of its network (eg charging franchising fees, charges for training).     

43. It was because of the uncertainties discussed above that  the mission was unable to prepare a logical framework for the next stage of DFID (and other donor) support for contraceptive social marketing in Pakistan.  Before this next step can be achieved, DFID and the other donors, in conjunction with MPW, need to agree on levels of future support for SM, how many SMOs they can support, and contracting arrangements for the allocation of funds.


ATTACHMENT 3 

NATIONAL HEALTH AND POPULATION WELFARE FACILITY

The National Health and Population Welfare Facility (NHF) is a new 4 year DFID initiative to improve the health of poor people in Pakistan.  The NHF will support the Government of Pakistan’s efforts to achieve the ambitious targets set out in the National Health and Population Policies and in the Interim–Poverty Reduction Strategy Paper. 

Health and population indices in Pakistan are poor, poorer than should be

the case given its per capita GDP, with considerably less money spent in the health and population sectors as a proportion of GDP than neighbouring countries.  

The NHF will: (a) provide budget support to seven federal health and population programmes (Population Welfare, National Programme for Family Planning and Primary Health Care - also known as the Lady Health Worker Programme, National Tuberculosis Programme, Expanded Programme of Immunisation, National AIDS Control Programme, Malaria Control Programme and the Nutrition Programme) and (b) provide technical assistance to improve policy making and programme management.

Under the NHF, DFID will provide £60m in financial aid (in eight six-monthly tranches of £7.5m) and up to £4.5m of TA.  Financial aid is linked to the Government of Pakistan’s commitments to raise its own spending on public health and population welfare, to strengthen the policy framework, and to improve the fiduciary environment.  The NHF will commence in March 2003, with the first disbursement of financial aid planned for August 2003. 

Alongside DFID support, a package of allied technical assistance is being prepared at the provincial and district levels by USAID.  It is envisaged that other donor assistance will similarly complement the NHF. 
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ATTACHMENT 4
-
Illustrative Format for a Risk Analysis

RISKS AND UNDERTAKINGS

1. The major risks to the programme are:

A. Deterioration in the regional or internal political context
Pakistan continues to have difficult relations with both Afghanistan and India.  Further, there is a strong internal threat of terrorism, and ongoing uncertainties over political transition.  Any one of these could escalate and risk the stability of public policy, planning and budgeting necessary for the NHF to succeed.

B. Deterioration in macroeconomic performance

Macroeconomic performance since 1999 has been broadly strong.  Resources available for the PSDP have increased in each budget between FY99 and FY03.  The PSDP is projected to increase for 2003/04 (IMF 3rd Review).  The quantitative budget commitment for the first tranche under the NHF reflects this growing availability of resources.  However, if the macroeconomic situation deteriorates severely, federal health spending could be affected.  DFID’s response will depend on the reasons for the deterioration and GoP’s own plans to deal with the fiscal constraint.

C. Lack of commitment to national/primary health programmes
Public health programmes need a major increase in funding if the I-PRSP targets are to be met.  There is a risk that GoP may not prioritise thise areas.  The impact will depend on the extent to which health programmes are under-funded.  The Review process will monitor this closely.  The development of the MTBF will also strengthen the budget process and make explicit the policy of trade-offs inherent in making inter-sectoral resource allocations.

D. Devolution of federal health programmes to sub-federal tiers
Some or all of the federal health programmes could be devolved to the provincial level over the duration of the NHF.  The policy and resource priorities of the provincial governments in relation to the public health programmes are untested.  A decision to devolve any of the programmes will result in a renegotiation of the NHF to determine whether resources should be redirected to lower tiers of government; or scaled back on basis of reduced need.  Devolving programmes will have a major impact on the design of the NHF, but not necessarily undermine the programmes progress or the effectiveness of the revised NHF.  
E. Fiduciary risk
An assessment of fiduciary risk based on DFID guidelines has been carried out during the appraisal stage of the NHF.  The NHF budget support to Pakistan will depend on continued progress with addressing issues on fiduciary risk.  DFID will be continually assessing this through: (i) the IMF and the WB-led diagnostic exercises with GoP (ROSC and Country Financial Accountability Assessment) and (ii) the WB/ADB/DFID support being provided to strengthen financial reporting and audit.  Additional safeguards for the NHF include: (i) the CFAA Action Plan; (ii) a detailed assessment of budgets and expenditure outturns for federal health sub-sector programmes; and (iii) TA to improve procurement arrangements under the umbrella of broader World Bank support to procurement reform.  

F. International staff and consultants in Islamabad
Over the last eighteen months, DFID staff have been evacuated twice due to the threat of terrorism.  It remains difficult to recruit international staff and consultants to be stationed in Pakistan.  The NHF objectives could be threatened if the security climate were to deteriorate such as to leave gaps in essential DFID staff or international inputs to the TA components under the NHF.
2. Risks are tabulated in the impact probability matrix below:
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Attachment 5
SOCIAL MARKETING OF REPRODUCTIVE HEALTH PRODUCTS AND SERVICES IN PAKISTAN

SOCIAL MARKETING project

	Title
	Social Marketing of Reproductive Health Products and 

Services in Pakistan

	Country/Area
	Islamic Republic of Pakistan

	Duration
	11 months

	Starting date
	February 2003

	Executing agency
	UNFPA 

	Implementing agencies
	Social Marketing Pakistan and Population Services 

International

	Beneficiaries
	Low-income women and men in Pakistan.

	Total estimated costs
	US $2 million
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EXECUTIVE SUMMARY

The mission of Greenstar Social Marketing is to improve the quality of life of low-income people in Pakistan.  This is primarily achieved through the provision of reproductive health products and services nationwide, with Greenstar currently providing more than 20 per cent of all modern method family planning in Pakistan.   An important element to achieving Greenstar’s mission is to provide an uninterrupted supply of commodities, as well as securing funding for core program activities that cannot be covered by sales revenue.

The withdrawal of major support from Greenstar’s long time donor partner, KfW in 1999, following the 1998 nuclear testing, led Greenstar to both curtail program activities (particularly advertising and promotion), and to aggressively seek funding from a variety of sources in order to ensure a minimum of program continuity.   Greenstar can be said to currently be in a program consolidation phase, characterized by a greater level of funding uncertainty, more diversified, shorter term support and a shift from program to project-oriented management.   To mitigate the negative aspects of this multiple, short term funding, Greenstar’s medium to long term goal is to secure funding for its commodity needs and key recurring costs through the support of a limited number of major bilateral and/or multilateral donors.  At the same time Greenstar aims to expand the breadth and depth of its program through project funding from smaller donor partners.

This project will significantly contribute towards the sustained impact of Greenstar in addressing reproductive health needs in Pakistan. Funding from this initiative will provide needed commodity support through the purchase and promotion of condoms and RH products. In addition, the Greenstar programme’s expanded range of RH products and services – over 15 in all – will be supported through a contribution towards the effective marketing of these much needed products and services, via support to Greenstar’s marketing and sales function.   The project will also contribute to Greenstar’s core program activities, as well as support fundraising and advocacy initiatives.
The project will require US$ 2 million and will be implemented over a period of 11 months (February 2003 to December 2003).

Background

Pakistan is the world’s sixth most populous nation - its people now numbering at least 143.5 million.  The country is the third greatest contributor to worldwide population growth, with the highest population growth rate of any large Asian nation (at 2.1 per cent per year in 2000).  While fertility rates have fallen markedly in most developing countries, Pakistan has continued to average over five births per woman.  Nearly 33 per cent of married women of reproductive age wish to have no more children, but only 20.2 per cent use a modern method of contraception.  Maternal and child mortality rates are very high: one child dies for every 10 live births (85/1000), while the country has one of the highest maternal mortality rates in the world—estimated at 533/100,000 nationwide, but at twice that or more for poor and rural areas.  The majority of these deaths are preventable.  These figures do not capture the accompanying serious maternal and child health problems among those who survive, although other health, social, and economic facts reflect the circumstances.  In 1997, 45 per cent of women of reproductive age were found to be anemic, a factor associated with maternal deaths as well as malnutrition. Although nationwide sentinel surveillance for STI infection rates are not yet available, there is evidence that STIs may be an epidemic in Pakistan.  Rates are estimated at 5-6% in the general population and over 30% among high risk groups, such as truck drivers and sex workers.  Among the poor, STIs are often treated (ineffectively) by unqualified people. This situation is particularly critical because high rates of STI infections are thought to be a predictor of the potential for the spread of HIV and a driver for an HIV epidemic.

Pakistan has struggled for many years in satisfying the health needs of its population.  To help in meeting these needs, PSI has been actively involved in the country since 1986 when the condom Sathi was introduced.  Today Sathi and Touch command fully 90 per cent of Pakistan’s commercial condom market. This work has been a highly valuable contribution to improving the health and lives of many low-income people, yet the country clearly has other reproductive health needs. For this reason, PSI founded the NGO, Social Marketing Pakistan (SMP) in 1991.  SMP’s immediate goal was to build local capacity for social marketing activities. In 1995, Germany’s KfW awarded Greenstar long term support for contraceptive social marketing, and the Greenstar franchise network of 11,000 private sector service providers was established, delivering quality reproductive health services and Greenstar contraceptives to low-income couples throughout Pakistan. Now added to these two condoms brands are an expanded range of Greenstar contraceptive and RH products and services including Oral Contraceptives, Emergency Contraceptives, three types of Injectable Contraceptives
, STI kits, Iron and Multivitamin Supplements, Voluntary Surgical Contraception, Post Abortion Care, and Anti and Post-natal care. In 2002 Greenstar reached millions of low-income women through counseling in RH services and provision of contraceptive methods, expanded its service provider franchise network to over 13,000 and provided over 1.6 million quality CYPs in Pakistan. To capitalize on the notable brand equity of the Greenstar network, SMP as an organization changed its public name from SMP to Greenstar Social Marketing in 2001, often simply referred to as ‘Greenstar’.

While Greenstar provides over 20 per cent of all modern method family planning in Pakistan, there is also a great opportunity to expand and to make an even larger contribution to meeting Pakistan’s family planning and reproductive health needs.  In late 2000, the Minister of Population Welfare assigned to Greenstar the responsibility of undertaking an expanded nationwide family planning program to help meet the target growth rate of 1.9.  This is a Herculean task, but one that could be accomplished if sufficient resources were to be made available.  The contribution of this project during an interim period between large programmatic funding for Greenstar will help to maintain key activities, programmatic momentum and needed supplies to the project, and add to Greenstar’s capacity to fulfill this target when full funding is available.

No other non-government reproductive health program in Pakistan has the health impact, the geographic breadth, the cost effectiveness (operating at an average of less than $5.50 per CYP for the past five years), or most importantly, the capacity to reach low-income populations on such a large scale. The sustained and expanded health impact of the Greenstar Social Marketing program in Pakistan remains under critical threat, however, as the level of funding currently committed is not sufficient to maintain core activities in the program in the short and medium term, let alone expand them.   This project will play a key role in helping to ensure constant access to much needed reproductive health products and services across Pakistan, and enable Greenstar to maintain its critical contribution to the National Family Planning Program.

Goals and objectives

General goal

· Improved reproductive health amongst vulnerable groups in Pakistan.

purpose and outputs

Purpose: 

· Increased use of reproductive health products and services amongst low-income Pakistanis.

Output 1:

· Increased access to reproductive health products and services in peri-urban and urban areas.
Output 2:

· Sustained high quality marketing and research capacity within Greenstar.
Output 3:

· Strengthened sustainability for social marketing for reproductive health in Pakistan.

Linkages

The proposed project will contribute towards achieving the first, fourth and fifth outputs of the Reproductive Health Sub-Program of the 6th Country Program.

Output No 1: “Increased access to quality RH/FP services for women, men and adolescents”.  

The timely and efficient delivery of reproductive health products and services will be ensured as a component of improved access.

Output No. 4: “Behavioral change leading to more responsible family formation patterns among young men and women in the country”.  

The project will undertake behavioral change communication campaigns in order to increase use of reproductive health products and services.  Efforts will be made to bring about behavioral change in the community, especially amongst males, with emphasis placed on the importance of inter-personal communication. 

Output No. 5: “An improved management information system for the management, supply and distribution of a balanced mix of modern contraceptives.  In addition to funding for the provision of contraceptives supplies, support will be provided to establish procedures at federal and provincial levels to ensure a functional integration between Ministry of Population Welfare and Ministry of Health for Reproductive Service Delivery”.  

The project will result in the strengthening of Greenstar’s contraceptives forecasting and distribution systems, as well as collaboration with the Ministry of Population Welfare and the Ministry of Health.

Activities

Output 1


Activity 1: Procure condoms
 

1.1 Place order for condoms with UNFPA NY.

1.2 Provide UNFPA NY with specifications for branding of condoms. 

1.3 Monitor condom production and shipping schedule (international sampling and testing included). 

1.4 On arrival in Pakistan, clear condoms through customs and store in Greenstar’s Karachi warehouse.


Activity 2: Manage the distribution of condoms

2.1
Ensure monthly supply of condoms to national distributor as per agreed sales targets. 

2.2
Provide support to the national distributor’s sales team. 


Ensure regular supply of condoms to the Greenstar sales force.

Activity 3: Monitor condom sales 

3.1
Establish sales targets. 

3.2
Report on sales at every level in the distribution chain (e.g. primary, secondary, retail, consumer).

Activity 4: Procure X million multivitamin+iron tablets (Vitalet)

a) Place order for Vitalet. Produce packaging. 

b) Monitor tablet production and delivery schedule. 

c) Store in Greenstar’s Islamabad warehouse.

Activity 5: Manage the distribution of Vitalet to providers

a) Ensure regular supply of tablets to the Greenstar sales force. 

b) Follow up with providers to assess the maintenance of stock levels. 

c) Monitor product leakage into the pharmacy market.

Activity 6: Monitor sales of Vitalet

a) Establish sales targets. 

b) Track sales to providers against targets and product revenue.

Activity 7: Procure 80,000 STI Kits (Clear 7)

a) Place order for Clear 7. Produce packaging. 

b) Monitor STI Kit production and delivery schedule. 

c) Store in Greenstar Karachi warehouse.

Activity 8: Manage the distribution of Clear 7 to providers

a) Ensure regular supply of STI kits to the Greenstar sales force. 

b) Follow up with providers to assess the maintenance of stock levels. 

c) Monitor product leakage into the pharmacy market.

Activity 9: Monitor sales of Clear 7

a) Establish sales targets. 

b) Track sales to providers against targets and product revenue.

Output 2

Activity 1: Develop the Greenstar marketing strategies

a) Hold workshops to review and revise the 2003/2004 Greenstar marketing strategies (following the PSI Smart Marketing behavior change framework).

b) Review the budgets for the marketing work plans, integrating new funding commitments from various donors.

c) Draft new marketing strategies and budgets for 2003/2004.

d) Submit 2003/2004 Greenstar marketing strategies to PSI Washington for technical inputs.

Activity 2: Develop and implement behavior change communications campaigns 

a) Hold workshops to review and revise the 2003/2004 Greenstar behavior change communication campaigns (following the PSI Smart Marketing behavior change framework).

b) Review the budgets for the communication campaigns, integrating new funding commitments from various donors.

c) Draft new communication campaigns and budgets for 2003/2004.

d) Submit 2003/2004 Greenstar communication campaigns to PSI Washington for technical inputs.

Activity 3: Review and disseminate marketing and operations research

a) Hold workshops to analyze key research prior to marketing plan review and/or development.

b) Integrate research findings and Marketing plans and BCC campaigns as necessary.

Output 3

Activity 1: Maintain core program functions 

a) Maintain core activities of staff and administration of Greenstar.

b) Maintain travel of key personnel as required by the program nationwide.

Activity 2: Update the Greenstar Strategic Sustainability Plan (SSP)

a) Situation and stakeholder analysis. 

b) Conduct annual review workshops. 

c) Follow-up on results and incorporate changes in plan and activities.

Activity 3: Conduct fundraising activities 

a) Identify new funding sources as well as consolidate support of current/previous donors. 

b) Educate potential donors of Greenstar impact and capacity for scaling up operations. 

c) Host site visits from other donor sources and advocate for funding.

Activity 4: Undertake advocacy and public relations campaign

a) Continue to identify and build strong relations with the media through use of formal public relations firm. 

b) Monitor and increase the number of times Greenstar is mentioned positively in the media. 

c) Work with government to secure and maintain mass media public service discounts for social marketing, as well as approval for television advertising of condoms.

Implementation

The project will follow the geographical spread of the Greenstar program e.g. condom related activities be implemented nationwide in urban and peri-urban areas of Pakistan. 

UNFPA will execute the project, sub-contracting the project implementation to Greenstar.  Greenstar will implement the project with assistance from its joint venture partner, PSI (the two organizations have a formal joint venture agreement, with PSI as the minority partner).  PSI will provide technical assistance in Pakistan, as well as from its international network of social marketing organizations.  

Greenstar will continue to liaise closely with the Ministry of Population Welfare, Ministry of Health and UNFPA in the implementation of the project. The project will rely on the support and inputs of the UNFPA/Government of Pakistan in the following areas: 

· Technical assistance;

· Monitoring and supervisory support;

· Facilitation of policy level issues affecting the program.

Specifically, it is expected that the Government of Pakistan will provide support to the program in the following ways:

· EAD (Economic Affairs Division) and CBR (Central Board of Revenue) exemptions;

· Assistance with commodity imports and clearance;

· Assistance with product registration and approvals;

· Liaison with the Ministry of Interior;

· Expatriate consultant exemptions;

· Inclusion of Greenstar related questions within national research; and

· Support for advertisements in relation to the Censor Board.

Collaboration will take place with all Greenstar donors regarding the progress of the project.  The project will build on the program’s existing strong partnerships, such as those with advertising agencies, research agencies, commercial sector distributors and training partners (e.g. Marie Stopes International and Family Planning Association of Pakistan). 

The project will be implemented following UNFPA guidelines.  Financial and program management and accountability will be the responsibility of the Chief Executive of Greenstar who would be the project director for the project.  He/she would be responsible for submitting form D & E and for requesting advance through form A and shall submit expenditure details through form B. 

The project will be implemented over a period of 11 months, from February to December 2003.

Monitoring

A. 
PROCESS

Project monitoring and evaluation will involve the following:

· Regular field visits by UNFPA, Greenstar and PSI team members.

· Annual and quarterly project reporting by Greenstar to UNFPA.

· An annual audit will be carried out to ensure the proper use of funds in accordance with the approved project documents.

· Preparation of an end of project report.

· The project will be closed according to UNFPA guidelines.

B.
Evaluation

There will be an independent third party end term project evaluation, facilitated by UNFPA.  The evaluation will assess whether the project’s Purpose and Outputs have been achieved.  
[The remainder of this document from the budget detail onward is not included.]

� Greenstar Social Marketing, Social Marketing Pakistan (Guarantee) Limited, D-29, Block 2, KDA Scheme No. 5, Clifton Karachi 75600 Ph: 5838841-6; Fax: 5867891, e-mail: info@greenstar.org.pk


2 Key Social Marketing, House 2-B, Margalla Road, F-7/3 Islamabad, Fax 2825581, e-mail: ppspp@paknet2ptc.pk


3 USAID Contract HRN-C-00-98-00039-00 with Deloitte Touche Tomatsu providing assistance to increase the use of quality family planning and health products and services obtained through the private sector and commercial practices.  U.S. subcontractors include the Futures Group.  Pakistan partner: Key Social Marketing


4  A result is neither an input, output nor outcome.  A result is something that materially and/or tangibly affects the target beneficiary.  For example, a social marketing result could describe how a rural Baluchistan woman is now aware of four types of contraceptive methods, has selected and is utilizing one type that suits her needs, and is receiving quality family planning information from her local service provider.  As such, the applicant’s program should clearly define its intended results in both family planning and reproductive health components of its SM program, and explain how those results will be achieved





� A non-governmental organization is any non-governmental organization or entity, whether non-profit or profit-making.


� USAID policy can be found on its website on: 


� HYPERLINK "http://www.usaid.gov/procurement_bus_opp/procurement/cib/cib0108r.pdf" ��http://www.usaid.gov/procurement_bus_opp/procurement/cib/cib0108r.pdf�








�  � HYPERLINK "http://www.usaid.gov/pubs/ads" ��http://www.usaid.gov/pubs/ads�


� � HYPERLINK "http://www.usaid.gov/procurement_bus_opp/procurement/cib" ��http://www.usaid.gov/procurement_bus_opp/procurement/cib�


� Includes a one-month, two month and three month injection, the one-month injection  is expected to be launched in February 2003.


� Social Marketing Pakistan (Guarantee) Ltd. remains the legal name of SMP; Greenstar Social Marketing is used for advocacy purposes. 


� See budget notes for details


� See budget notes for details


� See budget notes for details





