






 Issuance Date:  09/23/2004

 Closing Date:  11/07/2004

 Closing Time:  3.00P.M.

 Subject:  Request for Applications (RFA) Number RFA 623-04-042  -  Decentralization & Health Project

The United States Agency for International Development (USAID) is seeking applications for a Performance Based Assistance Agreement for funding a program for Decentralization & Health Project.  The authority for the RFA is found in the Foreign Assistance Act of 1961, as amended.

The Recipient will be responsible for ensuring achievement of the program objective to Increased Use of Community Health Services, including HIV/AI.  Please refer to the Program Description for a complete statement of goals and expected results.

Pursuant to 22 CFR 226.81, it is USAID policy not to award profit under assistance instruments.  However, all reasonable, allocable, and allowable expenses, both direct and indirect, which are related to the grant program and are in accordance with applicable cost standards (22 CFR 226, OMB Circular A-122 for non-profit organization, OMB Circular A-21 for universities, and the Federal Acquisition Regulation (FAR) Part 31 for-profit organizations), may be paid under the grant.

Subject to the availability of funds, USAID intends to provide approximately $24,000,000.00 in total USAID funding to be allocated over the Five (5) year period.  USAID reserves the right to fund any or none of the applications submitted.

For the purposes of this program, this RFA is being issued and consists of this cover letter and the following:

     1.  Section A - Grant Application Format;

     2.  Section B - Selection Criteria;

     3.  Section C – Program Description;

     4.  Section D - Certifications, Assurances, and Other Statements

 of Applicant/Grantee;

 For the purposes of this RFA, the term "Grant" is synonymous with "Cooperative Agreement"; "Grantee" is synonymous with "Recipient"; and "Grant Officer" is synonymous with "Agreement Officer".

 If you decide to submit an application, it should be received by the closing date and time indicated at the top of this cover letter at the place designated below for receipt of applications.  Applications and modifications thereof shall be submitted in envelopes with the name and address of the applicant and RFA # (referenced above) inscribed thereon, to:

   (By U.S. Mail)

     ROSE GATHUNGU
     ACQUISITION & ASSISTANCE SPECIALIST

     RFA 623-04-042

     C/O HADIZA LINGANWA

     B.P. 2848, KIGALI, RWANDA

   (Hand-Carried, or via Courier)

     ROSE GATHUNGU
     ACQUISITION & ASSISTANCE SPECIALIST

     RFA 623-04-042

     C/O HADIZA LINGANWA

     55 AVENUE PAUL VI, KIYOVU
     KIGALI, RWANDA

Note:  Mail via U.S. Postal Services to Kigali, Rwanda may take up to 10 days to arrive at post.  As such it is necessary that applicants planning to deliver their proposals by other than Courier Service be aware of this.
Applicants are requested to submit both technical and cost portions of their applications in separate volumes.  Award will be made to that responsible applicant(s) whose application(s) offers the greatest value.

Issuance of this RFA does not constitute an award commitment on the part of the Government, nor does it commit the Government to pay for costs incurred in the preparation and submission of an application.  In addition, final award of any resultant grant(s) cannot be made until funds have been fully appropriated, allocated, and committed through internal USAID procedures.  While it is anticipated that these procedures will be successfully completed, potential applicants are hereby notified of these requirements and conditions for award. Applications are submitted at the risk of the applicant; should circumstances prevent award of a cooperative agreement, all preparation and submission costs are at the applicant's expense.

 The preferred method of distribution of USAID procurement information is via Fedgrants.gov on the world wide web (www). This RFA and any future amendments can be downloaded from the Agency Web Site. The World Wide Web Address is http://www.fedgrants.gov.  Select "Applicant", then click on "USAID Offices", and select the appropriate location and search for the RFA. If you have difficulty with accessing the RFA, please contact Ms. Mercedes Williams at 202-712-1799 for technical assistance. Receipt of this RFA through Fedgrants.gov must be confirmed by written notification to the contact person noted below.  It is the responsibility of the recipient of the application document to ensure that it has been received from Fedgrants.gov in its entirety and USAID bears no responsibility for data errors resulting from transmission or conversion processes.

In the event of an inconsistency between the documents comprising this RFA, it shall be resolved by the following descending order of precedence:

     (a)  Section II - Selection Criteria;

     (b)  Section I - Grant Application Format;

     (c)  the Program Description;

     (d)  This Cover Letter.

If an applicant does not understand the instructions in the Application, then they should raise the questions at a pre-award conference to be held in Kigali, Rwanda on October  07, 2004 at 3.00 p.m. local Kigali time (9.00 a.m. Washington time), at USAID/Rwanda, 55 Avenue Paul VI, P.O. Box 2848, Kigali, Rwanda.  We shall also have videoconferencing abilities for the organizations based in the U.S. who are not attending in Kigali.
a) Date:  October 7, 2004

b) Time:  9.00 a.m. Washington time

c)  Place: 5.9-40 – LAC SPO Library, 5th floor USAID Offices in the Ronald Reagan Building, 

     1300 Pennsylvania Ave., NW

Instructions:

Guests must come to the 14th Street entrance.  An escort will take them to the room.

a)  bring a photo ID, 

b)  email their name, company and meeting room to John Stevens at the following email address: jstevens@usaid.gov at           

     least a day before hand.

c)  contact John Stevens – GH/AA, phone number (202) 712-4549
d)  contact for place: Linda Bentley – LAC Bureau, phone number (202) 712-1751

Applicants should also note the existence of a “health procurement website” with extensive background documentation at www.usaid-rwanda.rw/procure.html
Any questions concerning this RFA should be submitted in writing to Rose Gathungu, via facsimile at 
254-20-862949/860861 or via internet at rgathungu@usaid.gov.  If there are problems in downloading the RFA off the INTERNET, please contact the USAID INTERNET Coordinator on (202) 712-4442.  Applicants should retain for their records one copy of all enclosures which accompany their application.

Sincerely,

Gary C. Juste

Director, Regional Acquisition & Assistance Office

USAID/REDSO/RAAO
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                SECTION A - GRANT APPLICATION FORMAT

  PREPARATION GUIDELINES

All applications received by the deadline will be reviewed for responsiveness to the specifications outlined in these guidelines and the application format.  Section II addresses the technical evaluation procedures for the applications.  Applications which are submitted late or are incomplete run the risk of not being considered in the review process.  "Late applications will not be considered for award" or "Late applications will be considered for award if the Agreement Officer determines it is in the Government's interest."

Applications shall be submitted in two separate parts: (a) technical and (b) cost or business application. Technical portions of applications should be submitted in an original and six (6) copies and cost portions of applications in an original and one (1) copy.  NOTE:  Applicants should limit technical applications – exclusive of resumes, past performance annexes to 100 pages.
NOTE:  Applicants are requested to guarantee that the key personnel included in their proposals will maintain their availability for the specific positions for a period of not less than, and preferably more than, 120 days from the time of submission of the Offer.  Should the key personnel not be available for the position before the time limit has expired the applicants may no longer be considered for award.
The application should be prepared according to the structural format set forth below.  Applications must be submitted no later than the date and time indicated on the cover page of this RFA, to the location indicated on page 3 of the cover letter accompanying this RFA.

Technical applications should be specific, complete and presented concisely.  The applications should demonstrate the applicant's capabilities and expertise with respect to achieving the goals of this program.  The applications should take into account the technical evaluation criteria found in Section II.

 Applicants should retain for their records one copy of the application and all enclosures which accompany their application.  Erasures or other changes must be initialed by the person signing the application.  To facilitate the competitive review of the applications, USAID will consider only applications conforming to the format prescribed below.

  COST APPLICATION FORMAT

 The Cost or Business Application is to be submitted under separate cover from the technical application.  Certain documents are required to be submitted by an applicant in order for an Grant Officer to make a determination of responsibility.  However, it is USAID policy not to burden applicants with undue reporting requirements if that information is readily available through other sources.

 The following sections describe the documentation that applicants for Assistance award must submit to USAID prior to award.   While there is no page limit for this portion, applicants are encouraged to be as concise as possible, but still provide the necessary detail to address the following:

   A.  A copy of the program description that was detailed in the applicants program description, on a 3-1/2" diskette, formatted in Word97.

   B.  Include a budget with an accompanying budget narrative which provides in detail the total costs for implementation of the program your organization is proposing.  The budget must be submitted using Standard Form 424 and 424A which can be downloaded from the USAID web site, http://www.usaid.gov/procurement_bus_opp/procurement/forms/sf424/;

     - the breakdown of all costs associated with the program according to costs of, if applicable, headquarters, regional and/or country offices;

     - the breakdown of all costs according to each partner organization involved in the program;

     - the costs associated with external, expatriate technical assistance and those associated with local in-country technical assistance;

     - the breakdown of the financial and in-kind contributions of all organizations involved in implementing this Cooperative Agreement;

     - potential contributions of non-USAID or private commercial donors to this Cooperative Agreement;

     - your procurement plan for commodities (note that contraceptives and other health commodities will not be provided under this Cooperative Agreement).

   C.  A current Negotiated Indirect Cost Rate Agreement;

   D.  Required certifications and representations (as attached):

   E.  Cost share has been recommended to be 15% of the total estimated amount.  

   F.  Applicants who do not currently have a Negotiated Indirect Cost Rate Agreement (NICRA) from their cognizant agency shall also submit the following information:

     1.  copies of the applicant's financial reports for the previous 3-year period, which have been audited by a certified public accountant or other auditor satisfactory to USAID;

     2.  projected budget, cash flow and organizational chart;

     3.   A copy of the organization's accounting manual.

   G.   Applicants should submit any additional evidence of responsibility deemed necessary for the Grant Officer to make a determination of responsibility.  The information submitted should substantiate that the Applicant:

     1.   Has adequate financial resources or the ability to obtain such resources as required during the performance of the award.

     2.   Has the ability to comply with the award conditions, taking into account all existing and currently prospective commitments of the applicant, nongovernmental and governmental.

     3.   Has a satisfactory record of performance.  Past relevant unsatisfactory performance is ordinarily sufficient to justify a finding of non-responsibility, unless there is clear evidence  of subsequent satisfactory performance.

     4.   Has a satisfactory record of integrity and business ethics; and

     5.   Is otherwise qualified and eligible to receive a grant under applicable laws and regulations (e.g., EEO).

   H.   Applicants that have never received a grant, cooperative agreement or contract from the U.S. Government are required to submit a copy of their accounting manual.  If a copy has already been submitted to the U.S. Government, the applicant should advise which Federal Office has a copy.

   In addition to the aforementioned guidelines, the applicant is requested to take note of the following:

   I.  Unnecessarily Elaborate Applications - Unnecessarily elaborate brochures or other presentations beyond those sufficient to present a complete and effective application in response to this RFA are not desired and may be construed as an indication of the applicant's lack of cost consciousness.  Elaborate art work, expensive paper and bindings, and expensive visual and other presentation aids are neither necessary nor wanted.

   J.  Acknowledgement of Amendments to the RFA - Applicants shall acknowledge receipt of any amendment to this RFA by signing and returning the amendment.  The Government must receive the acknowledgement by the time specified for receipt of applications.

   K.  Receipt of Applications - Applications must be received at the place designated and by the date and time specified in the cover letter of this RFA.

   L.  Submission of Applications:

     1.  Applications and modifications thereof shall be submitted in sealed envelopes or packages (1) addressed to the office specified in the Cover Letter of this RFA, and (2) showing the time specified for receipt, the RFA number, and the name and address of the applicant.

     2.  Faxed applications will not be considered; however, applications may be modified by written or faxed notice, if that notice is received by the time specified for receipt of applications.

   M.  Preparation of Applications:

     1.  Applicants are expected to review, understand, and comply with all aspects of this RFA.  Failure to do so will be at the applicant's risk.

     2.  Each applicant shall furnish the information required by this RFA.  The applicant shall sign the application and print or type its name on the Cover Page of the technical and cost applications.  Erasures or other changes must be initialed by the person signing the application.  Applications signed by an agent shall be accompanied by evidence of that agent's authority, unless that evidence has been previously furnished to the issuing office.

     3.  Applicants who include data that they do not want disclosed to the public for any purpose or used by the U.S. Government except for evaluation purposes, should:

       (a) Mark the title page with the following legend:

 "This application includes data that shall not be disclosed outside the U.S. Government and shall not be duplicated, used, or disclosed - in whole or in part - for any purpose other than to evaluate this application.  If, however, a grant is awarded to this applicant as a result of - or in connection with - the submission of this data, the U.S. Government shall have the right to duplicate, use, or disclose the data to the extent provided in the resulting grant.  This restriction does not limit the U.S. Government's right to use information contained in this data if it is obtained from another source without restriction. The data subject to this restriction are contained in sheets 0; and

       (b) Mark each sheet of data it wishes to restrict with the following legend:

 "Use or disclosure of data contained on this sheet is subject to the restriction on the title page of this application."

   N.  Explanation to Prospective Applicants - Any prospective applicant desiring an explanation or interpretation of this RFA must request it in writing within three weeks of receipt of the application to allow a reply to reach all prospective applicants before the submission of their applications.  Oral explanations or instructions given before award of a Grant will not be binding.  Any information given to a prospective applicant concerning this RFA will be furnished promptly to all other prospective applicants as an amendment of this RFA, if that information is necessary in submitting applications or if the lack of it would be prejudicial to any other prospective applicants.

   O.   Grant Award:

     1.  The Government may award one or more Grants resulting from this RFA to the responsible applicant(s) whose application(s) conforming to this RFA offers the greatest value (see also Section II of this RFA). The Government may (a) reject any or all applications, (b) accept other than the lowest cost application, (c) accept more than one application (see Section III, Selection Criteria), (d) accept alternate applications, and (e) waive informalities and minor irregularities in applications received.

     2.  The Government may award one or more Grant(s) on the basis of initial applications received, without discussions.  Therefore, each initial application should contain the applicant's best terms from a cost and technical standpoint.

     3.  Neither financial data submitted with an application nor representations concerning facilities or financing, will form a part of the resulting Grant(s).

   P.  Authority to Obligate the Government - The Grant Officer is the only individual who may legally commit the Government to the expenditure of public funds.  No costs chargeable to the proposed Grant may be incurred before receipt of either a fully executed Grant or a specific, written authorization from the Grant Officer.

   Q.  The Contractor/Recipient is reminded that U.S. Executive Orders and U.S. law prohibits transactions with, and the provision of resources and support to, individuals and organizations associated with terrorism.  It is the legal responsibility of the contractor/recipient to ensure compliance with these Executive Orders and laws.  This provision must be included in all subcontracts/subawards issued under this contract/agreement.

   R.  Foreign Government Delegations to International Conferences - Funds in this [contract, agreement, amendment] may not be used to finance the travel, per diem, hotel expenses, meals, conference fees or other conference costs for any member of a foreign government's delegation to an international conference sponsored by a public international organization, except as provided in ADS Mandatory Reference "Guidance on Funding Foreign Government Delegations to International Conferences [http://www.info.usaid.gov/pubs/ads/300/refindx3.htm] or as approved by the [CO/AO/CTO].

              SECTION B - SELECTION CRITERIA

 The criteria presented below have been tailored to the requirements of this particular RFA.  Applicants should note that these criteria serve to: (a) identify the significant matters which applicants should address in their applications and (b) set the standard against which all applications will be evaluated.  To facilitate the review of applications, applicants should organize the narrative sections of their applications in the same order as the selection criteria.

 The technical applications will be evaluated in accordance with the Technical Evaluation Criteria set forth below.  Thereafter, the cost application of all applicants submitting a technically acceptable application will be opened and costs will be evaluated for general reasonableness, allowability, and allocability.  To the extent that they are necessary (if award is made based on initial applications), negotiations will then be conducted with all applicants whose application, after discussion and negotiation, has a reasonable chance of being selected for award.  Awards will be made to responsible applicants whose applications offer the greatest value, cost and other factors considered.

 Awards will be made based on the ranking of proposals according to the technical selection criteria identified below.

A.  Technical Approach 







 150 pts
1.  Workability of proposed technical approach; i.e., Can the proposed 

technical approach reasonably be expected to produce the specified 

milestones/targets in the Five Year Indicative plan? 


   
   


2.  Innovative approaches and strategies in program implementation

that promote clear, practical, and sustainable linkages between and 

among different levels of local government (HDs, ADs), health facilities,

civil society, and CBOs.

  




   
  


3.  Innovative approaches and strategies in program implementation 

that promote practical, sustainable solutions to decentralized management 

of health services and resources within Rwanda’s fluid resource environment.
   


4.  Innovative approaches that incorporate specific strategies to address 

gender in integrated participatory planning and budgeting, both in terms of 

the plan/budget preparation process as well as and in terms of promoting 

gender equity in benefit incidence and benefit spread. 

   
  

  

B.  Personnel 







  

150 pts 

5.  Qualifications and relevant experience of proposed technical 

personnel, including experience in developing country settings.

    


6.  Appropriateness of the proposed technical positions (long and 

short term) to the proposed technical approach. 




    


7.  Key personnel possess FSI-equivalent 3/3 English and 

FSI-equivalent 3/3 French language capabilities as a minimum. 


    


C. Past Performance 








100 pts 
8 Demonstrated success in providing similar services on past contracts/

assistance instruments, in the FP/RH, CS/Malaria/Nutrition, and 

Decentralization/Local Government technical domains, including 
satisfaction of past clients with the applicant's services and/or products.  
 


9. Applicant's demonstrated success in implementing exit strategies at 

the end of previous contracts and assistance instruments, without undue

hardship or disruption of established systems.  



   

 

D.  Institutional Capability 




   


100 pts 

10.  Demonstrated ability to successfully provide managerial and technical 

back‑stopping for a requirement of this size and complexity in the integrated 

health (FP/RH, CS/Malaria/Nutrition) technical domain.   





11. Demonstrated ability to successfully provide managerial and technical

back-stopping  for a requirement of this size and complexity in the 

decentralization/local governance and anti-corruption technical domains.  


12.  Clarity of management plan, including explicit description of 

roles and responsibilities of different members of Applicant’s team and

planned interaction between applicant and local organizations and 
institutions to achieve results.
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USAID/RWANDA DECENTRALIZATION & HEALTH PROJECT 

PROGRAM DESCRIPTION

C.1  PROGRAM OBJECTIVES
USAID/Rwanda is initiating implementation of its Integrated Strategic Plan (ISP) for the period FY 2004 to FY 2009.  There are three strategic objectives (SOs) and 10 intermediate results (IRs):  

SO 5:  Improved Governance through Increased Citizen Participation (DG SO), with three intermediate results (IR):

IR5.1  Reinforced capacity for implementation of decentralization policy in target districts 

IR5.2  Increased government responsiveness to citizen groups at the national level

IR5.3  Enhanced opportunities for Reconciliation 

SO6:  Increased Use of Community Health Services, including HIV/AIDS, with four IRs:

IR 6.1  Reinforced capacity for implementation of decentralization policy in target districts.

IR 6.2  Increased access to selected essential health commodities and community health services.

IR 6.3  Improved quality of community health services.

IR 6.4  Improved community level response to health issues (HIV/AIDS/FP/CS/Malaria)


SO7:  Expanded Economic Opportunities in Rural Areas, with three IRs: 
IR7.1  Expanded adoption of improved agricultural and business practices.

IR7.2  Rural finance more accessible.

IR7.3  Rural infrastructure improved.
The purpose of this Request is to obtain applications from qualified organizations and institutions for a performance based cooperative agreement (CA) which reflects common objectives necessary to achievement of SO6, Increased Use of Community Health Services, including HIV/AIDS (all IRs)  and SO 5, IR5.1, Reinforced capacity for implementation of  decentralization policy in target districts.  For-profit organizations may also submit applications but they will not be entitled to receive a fee or profit.  

Efforts discussed under this Request will address Rwanda’s challenges and opportunities in four technical domains:  i) family planning/reproductive health (FP/RH); ii) child survival/ malaria/nutrition (CS/M/N); iii) fiscal, administrative and political decentralization with the Ministry of Local Government, Community Development, and Social Affairs (MINALOC); and iv) financial, administrative, and technical decentralization with the Ministry of Health (MINISANTE).  These four technical domains will be addressed through four levels of intervention:  i) central; ii) target health and administrative districts (HDs/ADs); iii) health facilities (hospitals, health centers, clinics) in the target districts; and iv) communities in the facility catchment areas in the target HDs/ADs.  The target districts comprise approximately one-third of the national population.       
USAID anticipates awarding one performance based Cooperative Agreement (CA) estimated at US$24 million to support these activities over a five year period (see C.4.8).  Applicants should develop program descriptions for a five-year period to begin October 1, 2004 and to end September 30, 2009.

Background literature on Rwanda, including decentralization reforms and health policy, and the USAID/Rwanda program is found in the USAID Integrated Strategic Plan 2004-2009 and other key documents available at the following website: www.usaid-rwanda.rw/procure.html.   Applicants are encouraged to review these documents to understand the Rwandan and USAID context of this Request.  Other information on USAID programs in Rwanda over the past 30 years that may be of interest is available under "Rwanda" in USAID's Development Experience System (DEXS) at www.dec.org.

C.2  PROGRAM BACKGROUND 

C.2.1  Summary Country Context

USAID/Rwanda’s Integrated Strategic Plan (ISP) for the FY 2004-2008 period establishes the country context for development.  In summary, in the eight years since the civil war that devastated Rwanda’s population, infrastructure, and institutions, progress has been made in rebuilding a nation, including the health care system.  The country has transitioned from the immediate post-genocide period of emergency humanitarian aid to a long-term vision of sustainable economic and social development.  Refugees have moved home, combatants have been demobilized, agricultural production is recuperating, private investment is slowly returning, and the gacaca process is fostering reconciliation.   As described in the full ISP, however, much remains to be done if the country’s dismal socio-economic indicators are to improve.  

The medium-term framework for Rwanda’s recovery is its Poverty Reduction Strategy Paper (PRSP, June 2002) and corresponding Policy Matrix.  The PRSP is set within the context of a long-term development strategy elaborated in the Government of Rwanda’s (GOR) document “Vision 2020.”  Implementation of both is furthered by the current Medium Term Expenditure Framework (MTEF, 3 years CY 2002-2004).    As shown in Box 1, the PRSP emphasizes the need to rebuild the rural economy, while at the same time addressing the social problems generated by the war and genocide and rebuilding a functional responsive and transparent system of governance.   

The GOR has made good progress on a number of key reforms underlying implementation of the PRSP, implementing an ambitious program of sociopolitical reforms aimed at improving justice and governance and empowering the population through decentralization, in parallel with economic reforms.  Real GDP growth rate was 6.7% in 2001, and 7.3% in 2002, but down to about 3% in 2003.  It is projected to rebound to about 6% and remain at 6% in the near term, exceeding that of most African countries of comparable levels of development.  The decentralization efforts are also moving ahead.  Enabling legislation has been passed by the Parliament, and local elections were held successfully in March 2001 and in March 2002 to establish multi-tiered levels of representative local government.  Although the GOR has begun to transfer budget resources to the local councils to supplement meager local tax revenues, the process is not well established.  Local technical services – notably health and education  – frequently lack both recurrent and development budgets, and contract staff are unpaid for months at a time.
  

In addition, as might be expected, the new system has given rise to a number of structural anomalies that do not easily fit in the administrative decentralization scheme.  For example, several important district referral hospitals that serve more than one administrative district at times have not received central funding for other than civil servant salaries for several months, and hospital services have approached crisis status.  Donor and NGO partner funds – so plentiful in the early post-conflict years – are declining and/or tied to specific development projects rather than operating costs.  Local governments and technical services must be empowered with financial resources, and must work together to address some of the structural anomalies, if public confidence is to be maintained.  

The GOR is collaborating with partners to increase domestic resource mobilization at all levels of the system, with revenue expected to increase from 11.4% in 2001 to 12.8% in 2004.   However, there is still a substantial external financing gap for the near term.  The World Bank’s US$85 million Institutional Reform Credit is helping to fill this gap as a precursor to a longer-term Poverty Reduction Support credit, addressing public expenditure reform, including strengthening financial accountability; private sector development, including financing; privatization of state-owned enterprises; and human development, including gender reforms.   Other partners – notably the European Union (EU), Netherlands, United Kingdom (UK), and Sweden – are also providing some quick-disbursing aid.  USAID has served a key role in establishing a fiscal decentralization framework to serve as the basis for further reforms, and has trained accountants at all 106 ADs in new financial management procedures.  USAID has also supported development of well-regarded models for local government “bottom-up” planning and budgeting in Kibungo Province that are informing national planning and budget reform processes.  These models have focused on the more immediate needs of the administrative districts to meet their operating costs and undertake rural infrastructure improvements.  It is important that the “next generation” fiscal decentralization framework and planning models be expanded to incorporate social services, especially health and HIV/AIDS, if local government is to be considered truly responsive to local needs.     
USAID has been a leading donor in family planning/reproductive health (FP/RH) and child survival/nutrition/malaria (CS/N/M) in Rwanda for a decade.  USAID collaboration with local partners – including other donors, NGOs, and the Ministry of Health (MINISANTE) at all levels – has led to formulation and application of national norms and standards for reproductive health, Vitamin A, community integrated management of childhood illness (IMCI), and other key interventions.  USAID has also provided critical support to MINISANTE for development of national health accounts and valuable sub-account analyses (e.g., for HIV/AIDS).  USAID has also provided important assistance to the growing Rwandan movement for mutual health organizations (mutuelles) and other sustainable financing tools.
In addition to its work in FP/RH and CS/N/M, USAID and other U.S. Government (USG) partners are helping Rwanda to address its HIV/AIDS epidemic through the President’s Emergency Plan for AIDS Relief (“the Emergency Plan”, pursuant to the United States Leadership Against HIV/AIDS, Tuberculosis, and Malaria Act of 2003, H.R. 1298).    The Emergency Plan is a $15 billion, 5-year unified government initiative, directed by the Office of the Global AIDS Coordinator in the Department of State (S/GAC), and implemented in collaboration with the U.S. Department of State (DOS), USAID, the Department of Health and Human Services (HHS), the Department of Defense (DOD), and other U.S. Government agencies.  The Plan goals, worldwide, 
are to:  prevent 7 million new HIV infections; treat at least 2 million HIV-infected people; and care for 10 million HIV-affected individuals and orphans and vulnerable children affected by HIV and AIDS.
Prior to the launch of the Emergency Plan in late CY 2003, USG collaboration with local partners in addressing the HIV/AIDS epidemic led to formulation and application of national norms and standards for prevention of mother-to-child-transmission of HIV (PMTCT), Voluntary Counseling and Testing (VCT), Anti-Retroviral Treatment (ART), sexually transmitted infections (STI), and other key public health programs related to the epidemic.  Greatly increased impact is expected as the Emergency Plan is rolled out. 

USAID has also provided assistance in strengthening the overall quality of and demand for integrated health services.  However, as noted above many hospitals are facing financial crises, and most health centers are barely able to meet costs.  The technical support provided by USAID – and, for HIV/AIDS, its USG partners -- is valued and has achieved impressive results.  However, if these gains are to be sustained in the longer term, there must be increased attention to assuring not only technical quality but also strategic health care financing at all levels of the system.   

C.2.2  Summary Rwanda Health and Local Government Structures and Status

Within the context of the National Decentralization Policy, Rwanda has made steady progress in deconcentrating personnel and functions to sub-national levels in both its local government and health sectors, and in delegating and devolving services and functions to them.  Figure 1 on the next page provides a very summary snapshot of the decentralized structures for each.  Additional detail is found in the “National Decentralization Policy” and the “Implementation for the National Decentralization Policy,” both by the Ministry of Local Government, Community Development, and Social Affairs (MINALOC) of May 2000, and the “Decentralization Policy of the Ministry of Health” (MINISANTE) of April 2003.

Figure 1: Snapshot of Local Government (Administrative) and Health Districts in Rwanda

	Area
	Decentralized Government
	Health Sector

	Province

(Intara)

11 as of 6/03, plus Ctiy of Kigali
	· Coordinates planning, execution & supervision of Central Gov’t programs; coordinates services delivery of decentralized structures. 

· Head:  Prefet (appointed)

· Includes representatives from all deconcentrated tech. and admin. services.

· Manages payroll for all civil servants in Province.
	· Contiguous boundaries with political-administrative Province.

· Comprises all health structures within the Province.

· Advised by Provincial Director of Health, Gender, and Social Affairs under the Prefet 

	Health District (HD)

39 as of 6/03, with plans to disaggregate to 52
	
	· Primary operational unit of health system.

· Comprises 1-5 ADs, within a given Province, with catchment population of 150-200,000.
· Headed by Health District Medical Officer, with 2-5 supervisors/trainers. 

· Provides training & supervision of all health facilities/programs in the HD and maintains and manages District Essential Medicine stocks.

· District Hospital (or largest Health Center, where no hospital yet exists).  Key player in health referral system (from Health Center to the District Hospital, and upwards to National Reference Hospitals).

	Local Gov’t District (AD)
(Akagere)
106 as of 6/03
	Primary unit of decentralized Local Governance in Rwanda.

· Council (one elected representative from each Sector, and elected representatives based on proportional population of women and youth)

· District Executive Committee (DEC, indirectly elected) 5 statutory members:  Mayor + Vice-Mayors for i) Finance & Economic Development; ii) Social Service (includes Health)s; iii) Gender and Women; iv) Youth, Culture, Sports; plus other members the DEC deems necessary

· Community Development Committee (CDCENTERS):  members include Vice-Mayor for Finance & Economic Development (Chair); Woman Representative; Youth Representative; representatives from each Sector; and others it may deem necessary

· Executive Secretary (non-civil service local contract position) serves as admin. head of District Administration

· Technical & Admin. Staff (Mix of deconcentrated civil service & local-hire contract positions)
	· Health Centers:  Each AD has several Health Centers for which it is responsible.  Provides minimum health care package.  Services a catchment population of 15-20,000.  Most HCs have one or more community health workers (animateurs) based in the community, who have various types and levels of training.

	Sector
(Umurenge)
	Administrative entity with structures similar to those of AD:  Several in an AD.
	Health Posts, to be phased out in near term or upgraded to Health Center status.

	Cell (Utugari)
	Administrative entity with structures similar to those of Sector and AD, several in a Sector. 
	

	“Community”
	Hilltops, hamlets, self-identified groups
	Term used to cover the population in the catchment area of a health facility




C.2.2.1  Decentralization, Corruption, and Local Government 

Rwanda is tenuously placed among the countries with a high control of corruption, according to the World Bank Policy Research Paper Governance Matters II issued on February 2002.  But this assessment is quite subjective being based on just one source and provides no data for the dimension of Government Effectiveness. 

The results of a Democracy and Governance Assessment recently completed by USAID/Rwanda showed that Rwanda’s full realization of good and participatory governance is still constrained by:
· continued centralization of political decision-making and administrative and financial powers; 

· weakness of civil society organizations at all administrative levels;

· weakness of government systems to manage and deliver services; and

· inability of the government and civil society organizations to effectively forge partnerships at national and local levels.

These are the challenges that need to be addressed given the strong linkage between poor governance and corruption.  Indeed, the documented low levels of public voice and lack of public accountability amplify the problems of corruption and poor public accountability present in Rwanda.    Rwanda's citizens remain ill informed to fulfill these necessary roles. Indeed, Rwanda's tradition and culture often run to the contrary. In order for the decentralization program to begin effectively, its citizens must be further empowered to demand good governance and services and be enabled with systems of oversight that limit and detect corrupt behavior of the local government.
As of June 2003, local government administrative district (AD) and sector personnel are functioning in all 106 AD, with the latest incumbents elected in 2001 to serve five year terms.  A recent infusion of funding through the MINALOC’s Common Development Fund (CDF) provided for construction of many Sector offices, thus offering increased visibility and, presumably, efficiency.   Mayors are generally competent, consultation with various committees and councils is undertaken and citizen oversight is provided, and most technical and administrative staff exhibit knowledge of and commitment to their roles and responsibilities.  Reports of corruption are minimal.  The decentralized structures are undertaking increasingly comprehensive “bottom-up” planning, from the Cell to the Sector to the District, to create annual plans and budgets as part of the MTEF process.   The system is still weak and uneven within and among Districts, and guidance from the center needs improvement, but progress has been made.  

Community participation in governance has been emphasized throughout; indeed, given the number of mandated councils and committees at each level of the system, it has been estimated that about 50% of the adult population holds some form of elective office!   The GOR and several partners have also established numerous forms of non-official and quasi-official participation and oversight – i.e., the Swedish-nurtured sectoral “Task Forces” in Butare and Gikorongo provinces, and USAID-fostered Community-Based Groups in Kibungo – that channel civil society’s voice in local government more effectively.  There is also a nascent but increasingly rich associational life being established that has the potential to serve an important advocacy role in the future.  This ranges from national professional associations such as the Rwanda Association of Local Government Auhtority (RALGA), the re-vitalizing Rwanda Medical Association (physicians), and a new Nurses Association, to district- and community-based based associations of persons living with AIDS (PLWA), women, youth, sports, etc.  These civil society associations are frequently asked to serve on Community Development Councils (CDCENTERSs) and other local government fora in the capacity of “persons of local importance,” thus fostering yet more broad-based inclusion in governance.  

The ADs are increasing their efforts to improve tax collection and local revenue generation, although success varies greatly depending on the relative endowments of each AD.  The GOR is transferring 3% - 5.3% of national revenue collection from the preceding year to ADs to supplement their recurrent cost budgets, and 5% - 10% of national revenue collection from the preceding year for development budgets (with the Provinces getting 5% of the 5% - 10%, and the ADs the balance), on an annual basis.  It is also assessing different formulae for achieving parity among districts.  

Regular transfers and parity are unfortunately still more theoretical than real, in part because the GOR operates on a cash basis and can only transfer funds when it has them.  At present, ADs receive their funding directly from the center.  The sectoral ministries face a second barrier:  when funds are available, they are provided to the deconcentrated sectoral offices through the Prefet’s office in each respective Province.  Although the Prefet’s office receives budget allowances for specific sectors, s/he has the authority to re-allocate funds for more urgent needs.  A USAID-financed study for the 2000 Rwandan Fiscal Year (RFY)
 reported that out of total funds for the health sector transferred from the Ministry of the Economy and Finance (MINECOFIN) to Byumba, Butare, Kibuye, and Kigali-City provinces for the year, the Provincial health services only received 38.02%, 45.22%, 52.89%, and 54.88% respectively.  The balances were used by the respective Prefets for more urgent needs.

The various transfer processes have resulted in funds arriving late – recurrent costs for January – March 2003 were transferred in April in many districts – and/or covering only part of the needs for the year.   ADs and many deconcentrated sectoral offices generally have no idea of how much they might receive in a given year, nor when the funds might arrive.  Outside of real hardship on the part of the unpaid contract employees, and the consequent decrease in local services provided when recurrent costs cannot be met, such a seemingly ad hoc approach to local government support on the part of the central GOR does not reinforce the need for improved planning and budgeting at the local level, nor a perception of a responsive government.  If the situation continues, the paucity of salaries and operating expenses may also create a fertile environment for local level corruption.

The UK’s Department of International Development (DfID), the World Bank, and the UNDP are providing assistance to the MINECOFIN in the planning and budgeting process, and with some relief for ADs expected in the next few years.  However, the Bank’s Institutional Reform Credit Project foresees the integration of the recurrent and development budget, so it is likely the levels of transfers will be subject to change.  It is also likely that the issue of achieving of parity across wealthier and poorer districts will continue to be debated.  USAID has recently contributed to a consultant study on transfers and parity which provides more information and is recommended background reading, “Intergovernmental Transfers Reform and Equalization Formula Design for the Republic of Rwanda, by Dr. Ludovick Shirima, prepared under the Fiscal Decentralization Project, 2004, which is available on the website associated with this Request.

The Technical Working Group (TWG) – GOR, donors, other stakeholders -- for Decentralization has effectively coordinated donor plans so that all 106 ADs in the country should have access to about US$100,000/year equivalent in development funds in the next two-to-five years.   The Cluster Group on Decentralization (the donor sub-group of the TWG) is working to harmonize this coverage, with good collaboration to date.  An outstanding issue is whether to provide these funds through the MINALOC’s Common Development Fund (CDF) or to enter into direct relationships with the ADs.  It is likely that this issue will not be resolved in the near-term and that both channels will receive some donor support. 
In order that the GOR, donor, and the AD’s own funds achieve maximum results, a number of issues need to be resolved:  

· Identifying appropriate levels of resource transfers from the Central GOR to ADs, so that sufficient recurrent (operating) funds are available to enable staff to spend development (capital) budgets effectively, both now and when the budget categories are integrated.

· Utilizing appropriate channels of resource transfers from the Central GOR to ADs for both recurrent budgets (through the Province? by Sector? directly to Districts?) and development budgets (project-by-project approval at the Center? block grants to Districts?).

· Fostering increased local revenue generation (taxes, fees) by ADs while still maintaining political support for decentralization. 

· Approaching parity among resource-poor and resource-rich Districts.

· Expanding the local planning and budgeting process to encompass social services (health, education) as well as rural infrastructure. 

· Developing a single development plan to be funded by multiple sources of financing – e.g., a program plan instead of a project-by-project approach.

· Addressing the needs of multi-district facilities, e.g. referral hospitals.

· Increasing local capacity to implement all aspects of the Decentralization Policy more effectively.   



C.2.2.2  Health Decentralization  

As described below, implementation of the Health Decentralization Strategy has also moved forward.  

Health Facilities
According to the Rwanda Services Provision Assessment Survey 2001 (RSPA, January 2003), the health facilities included in the health system summarized in Figure 1 includes the following:

· Two national referral facilities, the Butare Teaching Hospital and the Teaching Hospital in Kigali.  (Many consider King Faycal Hospital and the military Kanombe Hospital for the Army in Kigali as other reference sites.) 

· 11 Provincial Health Offices plus the Public Health Department of the City of Kigali.  These do not provide direct health services, but rather administrative and technical support.   

· 39 functional Health District Offices, with an administrative office that provides oversight and support to the District Hospital (where such exist), and the primary health care facilities (Health Centers).  One additional Health District has been formed following the RSPA, in Ruhengiri Province, so there are now 40 Health Districts.
· 33 District Hospitals, with a mean hospital capacity of one bed per 1,000 people, although great variation among districts and provinces.  One hospital was renovated following the RSPA, so there are now 34 total hospitals.

· 365 peripheral health facilities at the end of 2001, including 252 Health Centers and 113 Health Posts and Dispensaries.   The MINISANTE intends that the Health Posts be phased out in favor of more comprehensive Health Centers.

In 2001, 40% of primary and secondary health facilities were operated by NGOs, including faith-based organizations (FBOs) and religious missions, and are completely integrated into Rwanda’s public health system.  The NGO-FBO facilities are referred to as “agréée” in Rwanda.   

The RSPA states that as of 1999 (sic) there were also 329 private commercial health facilities in Rwanda – excluding pharmacies, which the RSPA did not record – of which more than 50% were in or near Kigali.  Among these facilities, 63 were headed by physicians, 242 were headed by nurses, and 14 were headed by persons without medical training.  The commercial private sector is believed to be growing considerably and is increasingly recognized by the MINISANTE as a valued contributor to health services in Rwanda.   There is not yet any formal certification or supervision of such private facilities, and few provide care and treatment for HIV/AIDS.

A package of activities has been defined for each level of the health system, with a minimum package of activities (MPA) at the Health Center and complementary packages of activities (CPA) each for the District Hospitals and national referral hospitals.  The 2001 RSPA found great variation in the application of the packages according to established norms.   Importantly, the MPA and CPA do not yet include defined activities for HIV/AIDS diagnosis, testing, counseling, treatment, and care, and these are thus carried out only in selected sites.  As of December 2003, there were a total of 55 PMTCT and VCT sites; 4 ART sites; and dozens of communities and community-and faith-based organizations (CBOs/FBOs) in community outreach for prevention and in care and support of persons living with HIV and AIDS (PLWHA).

The contribution of the Global Fund to HIV/AIDS programs in Rwanda envisages a significant and rapid (three years) scale up of services to be provided by existing staff and facilities.  With $14.9 million, Rwanda’s Global Fund project’s principle goal is to extend “integrated PMTCT and VCT” services from the current 55 to 117 sites, reaching three sites in each of 39 Health Districts over three years.  The integrated VCT model includes a spectrum of supportive services for clients who are found to be HIV-positive, including referral to TB clinics for screening, prophylaxis and/or treatment, linkages to community-based home-based care and psychosocial support organizations, and management of opportunistic infections and sexually transmitted diseases.  In addition, PMTCT services will be linked to other clinical services such as nutritional support, family planning, and post-natal follow-up.   The challenge of such scale-up – and sustaining scale-up when donor funds are gone -- for health personnel at the facilities is daunting, as is the increased need for effective supervision, management, and monitoring by the central and district levels of the scale-up process.
Health Personnel
There is a dearth of trained doctors, nurses, and paramedical personnel at all facilities.  The number of physicians working in the public sector has steadily decreased over the past decade but is still well below the norm.  There is also a lack of qualified nursing personnel with practical experience, although sufficient training facilities exist to meet quantitative needs.  There are only an estimated 125 professional midwives in the country.  Neither physicians nor nurses undertake practicums as a routine part of pre-service studies.  The Kigali Health Institute provides a three-year course for paramedical physiotherapists, midwives, laboratory technicians, etc., but there are virtually no advanced-level personnel in these fields in the country.

The MINISANTE is currently working on the legal and regulatory framework to register different levels of nurses according to international standards.  Rwandan nurses and doctors are pursuing establishment/revitalization of their respective national professional associations, for representation and advocacy as well as peer review.  USAID support is enabling the School of Public Health at the National University to offer a distance education (“sandwich”) Masters of Public Health for HD personnel.  At the current time, however, the annual output of new doctors and senior nurses is not sufficient to meet national norms, let alone rapid scale-up of HIV/AIDS care and treatment.  There are no professional courses of study for psychological counseling or midwifery essential to the expanded VCT and PMTCT programs.

Traditional practitioners, including traditional birth attendants (TBA), are still widely used in Rwanda.  The MINISANTE and other development partners are encouraging TBAs to form associations, but according to the RSPA, few were functioning as of 2001.   Some pilot efforts in improving the network and skills of TBAs are promising and may be replicated in the future.

Community Participation
Communities generally rank health care as their second priority after education, and fostering demand for most services is not a problem (notable exceptions are assisted births and family planning).   Many communities have health outreach workers of one sort or another – usually linked to a donor or NGO project -- who are charged with promoting healthy behaviors, and there are elected representatives for social affairs in each Cell, Sector, and AD who are charged with health issues.   Several studies have shown, however, that there is often a negative perception of public health facilities that forms a barrier to use.  

Given the crisis in health care financing in Rwanda, there is also a critical gap between a family’s ability and willingness to pay (access) and the quality of the health services.  USAID and its partners have pioneered a new approach to financing at the Health Center level, through innovative pre-payment schemes of mutual health organizations (mutuelles).  In the USAID-assisted model, the expansion of the mutuelle to a scale adequate to cover the recurrent costs of an HC (about 8,000 – 10,000 members) has been directly linked to both i) improvements in quality of services, and ii) community input into quality improvements.  This closer engagement of the community in assuring quality of and expanding access to services is seen as a critical element in reducing barriers and assuring sustainable use of services in the future.   (see more on mutuelles below).  
Behavior change communications (BCC) approaches undertaken by various partners are not as effective as they could be, and BCC is one of the weakest links in the health services system.   A Health Communication Strategy exists, but efforts are not harmonized and are usually undertaken on a project-by-project basis.  A USAID- supported BCC Advisor at the CNLS helped improve and harmonize BCC for HIV/AIDS, with good results.  Part of the Advisor’s task was to link the HIV/AIDS and broader health BCC strategies into a more cohesive, and effective, whole.

Orphans & Vulnerable Children (OVCs)

The escalating impact of HIV/AIDS on the community also calls for an increased community response to problems of infected and affected individuals and families, particularly orphans and vulnerable children (OVCs).  Rwanda’s experience with OVCs has most recently been centered on genocide orphans and child soldiers.  With USAID-financed assistance, the GOR developed a National OVC Policy which was approved by the Cabinet in December 2002.   The Ministry of Gender and Women in Development (MIGEPROF) is charged with promoting the policy, which emphasizes retention/reintegration of children in family and community life, with institutions only “a solution of last resort.”   As part of the policy, the GOR has established two educational funds for OVCs.  One fund is managed by the Genocide Survivors Fund, and relates specifically to genocide orphans, and the other is managed by the ADs under MIGEPROF, and serves poor and vulnerable children.  As the Emergency Plan funds become available, the USG will collaborate with MIGEPROF to assure that HIV/AIDS- affected children are covered by this latter fund as well.  

MIGEPROF is also in the process of restructuring the National Program for Children (NPC) to guide future efforts, which merits monitoring and potential future support.  In the meantime, the GOR, donors, and NGOs are providing support to OVCs through community-NGO partnerships throughout the country.  Using a variety of resources, the USG is supporting community–based activities to reintegrate demobilized child soldiers and returning refugees, and to enable HIV/AIDS child-headed households and OVCs to meet basic needs.  Under the Emergency Plan program, there is good potential to increase assistance to OVCs as an indirect, low-key “gateway” to helping communities understand the impact of AIDS and mobilizing communities to respond to the epidemic.  

Essential Medicines 
Provision of essential medicines and supplies in Rwanda is the under the purview of the CAMERWA (Centrale d’Achat des Medicaments Essentiels du Rwanda).   CAMERWA has recently taken over responsibility for distribution of contraceptive commodities as well, although these are still stored in a different location.  (Contraceptives are not purchased by CAMERWA but instead are provided by UNFPA and USAID on an annual basis.)   In very gross summary, the central store procures commodities on the open market (or through donor-facilitated channels), and provides stocks on a revolving basis to Health District-level stores, which in turn provide them to HCs and hospitals.  Each level must pay for the commodities (except those which are free, 
such as contraceptives, test kits, Difflucan, and Nevirapine), and can on-sell it, adding a small management fee to the price.  The system works to some extent, but has many flaws.  The RSPA found that only 54% of facilities that stored vaccines had all components for maintaining and monitoring the cold chain, and 15% or more had at least one expired contraceptive method or medicine present the day of the survey.  USAID is providing assistance to CAMERWA both to improve the basic logistics systems, especially as related to contraceptive commodities, and to gear up for purchase and distribution of ART and other AIDS-related drugs and commodities.

Health Services Financing

Financing and supervision of decentralized health services remain problematic.  Health Centers and District Hospitals receive GOR funding – through the Provincial offices – for salaries of employees in the civil service (doctors, senior nurses) and occasionally very limited operational costs.   As stated above, these funds are provided on an irregular basis and are generally inadequate to meet basic needs.  Each facility thus must generate all other operating expenses – including funding for electricity, water, materials, supplies, and salaries of locally contracted nurses and all paramedical personnel – from the sale of services and medicines.   The 40% of facilities that are “agréée” may receive modest additional resources through their sponsoring NGO/FBO, but the 60% of facilities that are public have few other options.   

Expansion of health insurance and mutuelles is currently viewed as the best means of increasing receipts for health facilities.  There is some potential for cost-savings through improving management and internal controls as well.  For the foreseeable future, however, it is generally recognized that some form of public subsidy (comprising resources from NGOs, FBOs, donors, and/or the GOR or local government) will be required to maintain service quality, particularly at the referral hospital level.   
Special mention should be made of the need to maintain the social safety net and assure provision of health care for indigents.  Several mutuelles have devised innovative approaches to this problem; most NGO/FBO health partners provide some support; and ADs have some funding for this purpose.  Assuring health care for all, however, will remain a challenge for which creative responses are required.  
Monitoring & Evaluation (Health)
Monitoring and evaluation of health status and delivery of health services is improving but remains dependent on donor financing for improved quality.   For routine reporting, the MINISANTE maintains an HMIS that produces useful – although irregularly analyzed – data through upward reporting mechanisms through its various tiers.  USAID financed the comprehensive national Demographic and Health Survey (DHS) in 1997 and 2000 and 2004 (results of the latter will be available in September 2005), and plans to finance a future round in 2008.   The USG financed a Behavioral Surveillance Survey (BSS) in 2000 and plans to support future BSS within the Emergency Plan.  The USG is also supporting HIV/AIDS sentinel surveillance and other epidemiological monitoring at the national HIV/AIDS Treatment and Research Center (TRAC), and will provide regular technical assistance (TA) to CNLS for overall program monitoring and evaluation.  

Future Vision
As shown in Figure 1, the decentralized HDs and ADs are not geographically contiguous and are not likely to become so in the near term.  In theory, the HD is responsible for technical support, training, and supervision to the District Hospital and Health Centers within its purview (covering several ADs), and each AD is responsible for financial and administrative support.  As summarized above, the financial support has not been forthcoming.  However, experience over the last few years with mutuelles indicate that when HCs and mutuelles work together to improve quality and enrollment, at scale (8,000 – 10,000 members) the HC can – over time -- cover 100% of operating costs.    

The longer-term vision for sustainable health care would continue to emphasize provision of technical support (including management of essential medicines), training, and supervision for the minimum and complementary packages of activities – as modified to include appropriate attention to HIV/AIDS -- by the Health District to all health facilities within the HD.  The HCs, however, would cover their own operating costs through collaboration with mutuelles.  The ADs would only need to provide assistance for recurrent costs in the short-term, until the mutuelles achieve scale.  Thereafter, the AD’s role vis a vis the HC would comprise mobilization and monitoring of mutuelles, general administrative oversight, and occasional assistance to the HC for capital investment (e.g. roofing, water supply).   The absorption of the HC recurrent costs by the mutuelles would then lighten the burden on the AD for provision of health services within the AD, and open the door for them to allocate some funds to help defray operating costs of district referral hospitals (that might or might not be within the AD boundaries)   

This is a long-term vision requiring close collaboration of communities, local governments, HCs and hospitals, health districts, supporting NGO and FBO stakeholders, and their provincial and central support structures.  It is a vision, however, that would promote not only increased use, but technically and financially sustainable use, of community health services in the future.  It is this vision that USAID hopes to help Rwanda achieve in at least one-third of the country in the next five years.      

C.2.2.3  Summary USAID Assistance to Health and Decentralization Sectors to Date.  

USAID has been a key partner in Rwanda’s health and governance sectors since it re-entered the country following the genocide.  Over time, USAID support has shifted from a focus on emergency humanitarian relief to sustainable development.   A summary of current and/or recent activities follows.  More detailed descriptions are found in USAID/Rwanda’s Annual Reports and various documents on the website associated with this procurement.  
In the Decentralized Governance sector, USAID has been a lead donor in fiscal decentralization, supporting development of a new chart of accounts and accounting system for the ADs.  It has completed training of accountants at all 106 ADs in the country, and will provide follow-up support and mentoring through the first half of FY 2004.  As part of this program, USAID has nurtured the formation of a National Association of Local Government Accountants, which should prove useful in terms of peer support and representation in coming years.   In a related program, the Swedish International Development Agency (SIDA) has supported formation of the Rwanda Association of Local Government Authority (RALGA).   With both local government actors trained in the new financial systems, and with judicious support to their associations, the Mayors and Accountants are expected to become important players in promoting transparency and accountability as decentralization progresses.  

USAID has also supported the participatory production of Five Year Development Plans for all ten ADs in Kibungo Province, and has leveraged local resources for investment in District revenue-generating activities (markets) and social services (primary schools).   The USAID-supported Kibungo program is matched by a similar project in Cyangugu Province, financed by the Dutch Government.  Both efforts have been highly successful at marshalling community participation in planning, implementation, and subsequent management of community development activities.  Both have highlighted, however, the fragile absorptive capacity of Local Governments and the need to match development resources (e.g. block grants or similar) with aggressive capacity building.

In the Health/Population/Nutrition sector, USAID has expanded its health portfolio to address PRSP health priorities, with emphasis on improving the quality of care.  Following the results of a May 2002 family planning assessment, USAID supported the development of client and provider education materials, the introduction of a modern method of natural family planning, and technical support to the contraceptive logistics system.  Given high rates of malaria morbidity, the Mission has supported the purchase of subsidized bed nets and the revitalization of the national Roll Back Malaria (RBM) program.  With Education for Democracy and Development Initiative (EDDI) resources, the Mission helped establish a Masters degree program at the School of Public Health at the National University.  To improve financial access, USAID has supported institution of mutuelles in six districts.  

USAID, as part of the greater USG team, has also expanded its attention to HIV/AIDS.  Prior to the launch of the Emergency Plan, Rwanda benefited from significant resources from the P.L. 480 Leadership and Investment in Fighting an Epidemic (LIFE) Initiative and dollar funding under the Presidential Initiative for PMTCT and USAID’s “expanded response to AIDS,” both precursors to the Emergency Plan.  As of December 2003, the USG assisted 18 of Rwanda’s 55 PMTCT sites; 28 of its 55 VCT sites;  4 ART sites; and dozens of communities and community-and faith-based organizations (CBOs/FBOs) in community outreach for prevention and in care and support of persons living with HIV and AIDS (PLWHA).

The two USG agencies involved in HIV prevention, treatment, and care in Rwanda are USAID and the U.S. Centers for Disease Control and Prevention (CDC).  USAID and CDC have outlined a joint vision for USG support of HIV/AIDS service delivery and will expand this vision into a Five Year Strategy and an operational plan for FY 2005 in August-September 2004.  The USG Emergency Plan HIV/AIDS activities in Rwanda will be undertaken within the context of decentralization and decentralized health services, but will by mandate focus specifically on achieving the ambitious Emergency Plan results for HIV/AIDS prevention, treatment, and care. 
As stated earlier, the USG has been the lead donor in health sector monitoring and evaluation, financing the Demographic and Health Survey (DHS) in 1997 and 2000 and 2004 (results of the 2004 round anticipated in September 2005), with a follow-on planned for 2008.  These are complemented by the USG support to sentinel surveillance at ante-natal sites for HIV/AIDS.  USAID also financed the 2001 RSPA, which provides essential information on which to plan future assistance.

C.2.3  Proposed USAID Assistance to Health and Decentralization  FY 2004-2008



C.2.3.1  DHP Program Parameters  

Section C.2.1 and C.2.2 above demonstrate the close relationship between fostering decentralized local government that is responsive to local needs, and promoting sustainable use of community health services.   Given this relationship, and USAID’s previous experience in both, USAID has developed a project to address both its decentralization IR5.1 and its integrated health SO6 under the FY 2004-2008 ISP, the DHP program discussed herein.   The DHP program has six components:  i) family planning/reproductive health (FP/RH); ii) child survival/ malaria/nutrition (CS/M/N); iii) decentralization policy, planning, and management; iv) district-level planning, budgeting, and management; v) health facilities management; and vi) community engagement and oversight in health and administrative decentralization.  Across components, approximately 20% of resources are expected to be allocated to central-level interventions and the rest to district (HD and HD) and sub-district (facility, community) interventions.
Because of the special mandate and parameters of the Emergency Plan (ref. www.state.gov/s/gac), the USG will address HIV/AIDS prevention, care, and treatment through other mechanisms.  The DHP Recipient will be encouraged to collaborate with Emergency Plan partners to the extent practicable to assure complementarity, and avoid redundancy, of efforts.

The DHP program has been developed within a number of specific parameters.

· The program will be consonant with and further the objectives of Rwanda’s PRSP and MTEF, with regard to both the Health and Governance sectors.

· The program will fully support implementation of the MINALOC and MINISANTE’s respective Decentralization Policies and their respective sectoral strategies, e.g. the new Health Sector Strategy, the Reproductive Health Strategy, etc.

· The program has been developed and will be implemented in close coordination with Decentralization and Health sector partners, through USAID’s active participation on the two TWGs and Cluster Committees.

· The program will support achievement of USAID’s new SOs 5, 6, and to a more limited extent SO 7 under its FY 2004-2008 ISP.  

· The USAID DHP program will complement the USG HIV/AIDS prevention, care, and treatment activities expected to be implemented under the Emergency Plan.  

· The program draws upon USAID’s lessons learned in Rwanda and elsewhere in Health and Decentralization, as summarized in the ISP.  

· Choice of geographic targets and interventions will assure maintenance of USAID’s previous investment in Health and Decentralization.

Both DHP and Emergency Plan implementing agencies will foster increased community participation in the management of health facilities.  The DHP Recipient will work on expansion and sustainability of mutuelles and with Health (Management) Committees for each health center (HC) and will work with communities through innovative means of channeling community input into improving quality of services.   The Emergency Plan Recipient(s) will foster community involvement in HIV prevention and in provision of care and support for PLWHA and OVCs.  The nexus of their work will be individual hospitals, HCs, and the communities that use them in the target districts (HDs and ADs).   



C.2.3.2  DHP Target Districts  

Given these overall parameters, and in collaboration with the GOR, USAID has identified 11 Health Districts for the geographic target for the activity.  The 11 HDs comprise some of the most populous areas of the country, and cover 35 Administrative Districts (or one-third of the 106 ADs), and a total population of about 2.7 million (about one-third of the 8.5 million national total).  These are presented in Figure 2 on the next page. 

	Figure 2:  Target Districts
	# HOSP
	#          HC
	#      VCT
	#  PMTCT
	#     ART
	#   Mutuelles
	Total       Population 2002

	KIGALITOWN
	HD:
	Muhima
	5
	15
	8
	10
	5
	0
	608,141

	
	ADs:
	Nyarugenge
	2
	2
	2
	2
	2
	0
	100,929

	
	8
	Kacyiru
	1
	1
	1
	1
	2
	0
	121,191

	
	
	Gisozi
	0
	3
	0
	0
	0
	0
	66,875

	
	
	Butamwa
	0
	2
	0
	1
	0
	0
	30,464

	
	
	Nyamirambo
	0
	2
	1
	1
	1
	0
	98,827

	
	
	Gikondo
	0
	1
	1
	1
	0
	0
	77,680

	
	
	Kicukiro
	1
	2
	1
	2
	0
	0
	59,165

	
	
	Kanombe
	1
	2
	2
	2
	0
	0
	53,010

	GITARAMA
	HD:
	Kabgayi
	1
	16
	3
	3
	1
	16
	591,069

	
	ADs:
	Gitarama Town
	1
	4
	2
	2
	1
	4
	84,669

	
	7
	Ruhango Town
	0
	1
	1
	1
	0
	1
	43,780

	
	
	Ntenyo
	0
	4
	0
	0
	0
	4
	109,656

	
	
	Muhanga
	0
	3
	0
	0
	0
	3
	79,811

	
	
	Ndiza
	0
	1
	0
	0
	0
	1
	99,490

	
	
	Ntongwe
	0
	2
	0
	0
	0
	2
	84,870

	
	
	Ruyumba 
	0
	1
	0
	0
	0
	1
	88,793

	
	HD:
	Gitwe
	1
	4
	1
	0
	0
	0
	83,006

	
	AD:1
	Kabagali
	1
	4
	1
	0
	0
	0
	83,006

	
	HD:
	Remera Rukoma
	1
	7
	0
	0
	0
	0
	190,519

	
	ADs:
	Kamonyi
	1
	6
	0
	0
	0
	0
	116,255

	
	2
	Kayumbu
	0
	1
	0
	0
	0
	0
	74,264

	KIBUNGO
	HD:
	Rwamagana
	1
	7
	1
	0
	0
	0
	173,445

	
	ADs:
	Rwamagana Town
	1
	1
	1
	0
	0
	0
	47,203

	
	3
	Muhazi
	0
	2
	0
	0
	0
	0
	58,492

	
	
	Kabarondo
	0
	4
	0
	0
	0
	0
	67,750

	
	HD:
	Kibungo
	1
	10
	2
	0
	0
	0
	207,481

	
	ADs:
	Kibungo Town
	1
	2
	2
	0
	0
	0
	43,682

	
	3
	Kigarama
	0
	2
	0
	0
	0
	0
	62,773

	
	
	Mirenge
	0
	6
	0
	0
	0
	0
	101,026

	
	HD:
	Kirehe
	0
	9
	0
	0
	0
	0
	199,208

	
	ADs:
	Rusumo
	0
	6
	0
	0
	0
	0
	149,643

	
	2
	Nyarubuye
	0
	3
	0
	0
	0
	0
	49,565

	
	HD:
	Rwinkwavu
	0
	5
	0
	0
	0
	0
	127,514

	
	ADs:
	Cyarubare
	0
	3
	0
	0
	0
	0
	67,184

	
	2
	Rukira
	0
	2
	0
	0
	0
	0
	60,330

	GIKONGORO
	HD:
	Kigeme
	1
	8
	2
	1
	0
	0
	192,939

	
	ADs: 
	Gikongo Town
	1
	2
	2
	1
	0
	0
	32,476

	
	3
	Mudasomwa
	0
	2
	0
	0
	0
	0
	70,183

	
	
	Karaba
	0
	4
	0
	0
	0
	0
	90,280

	
	HD:
	Munini
	0
	8
	0
	0
	0
	0
	183,347

	
	ADs:
	Nshili
	0
	3
	0
	0
	0
	0
	116,255

	
	2
	Nyaruguru
	0
	5
	0
	0
	0
	0
	67,092

	
	HD:
	Kaduha
	1
	6
	0
	0
	0
	0
	151,299

	
	ADs
	Kaduha
	1
	2
	0
	0
	0
	0
	60,961

	
	2
	Mushubi
	0
	4
	0
	0
	0
	0
	90,338

	
	11
	HD TOTALS
	12
	95
	17
	14
	6
	16
	2,707,968

	
	35
	AD TOTALS
	
	
	
	
	
	
	


C.3   PROGRAM COMPONENTS

C.3.1  Summary

The major focus of the proposed CA is to increase access to and quality of comprehensive family planning/reproductive health (FP/RH), and child survival, malaria, and nutrition (CS)/M/N)  services within Rwanda’s integrated minimum and complementary packages of activities (MPA, CPA) at different levels of the decentralized health care and administrative systems.   As summarized in Figure 4 and described in sections C.3.5 through C.3.9 that follow, there are five program components:

Component One :  FP/RH Access and Quality (C.3.2)

· National Policy/Norms/Standards, including Contraceptive Security (C.3.2.1)

· Target District FP/RH Access and Quality (C.3.2.2)

Component Two:  CS/Malaria/Nutrition Access and Quality (C.3.3)

· National Policy/Norms/Standards, including Insecticide Treatment Bednets (C.3.3.1)

· Target District CS/Malaria Access and Quality (C.3.3.2)

Component Three:  Decentralization Policy, Planning, and Management Component  (C.3.4)

· Central-Level Assistance to MINALOC (C.3.4.1)

· Central-Level Assistance to MINISANTE (C.3.4.2)

Component Four:  District-Level Planning, Budgeting, and Management Component  (C.3.5)

· AD and HD Planning, Budgeting and Management (C.3.5.1)

· Community Participation in Planning, Budgeting, and Management (C.3.5.2)

· District Incentive Fund (C.3.5.3)

Component Five:  Health Facilities Management Component (C.3.6)

·  (no sub-components) 

Component Six:  Community Engagement and Oversight Component (C.3.7)

· Community Engagement in Health Services Quality (C.3.7.1)

· Community-Based Distribution of Critical Commodities (C.3.7.2)

· Support to Mutuelles Implementation at Administrative District Level (C.3.7.3)

Although these components are organized and presented separately, they are all intrinsically linked through Rwanda’s integrated Minimum Package of Activities (MPA) and Complementary Package of Activities (CPA).   The Recipient is strongly encouraged to utilize a technical and management implementing strategy that promotes, where appropriate, such integration and maximizes opportunities for efficiency and synergy.

Another key integrating element is gender.  Gender equity is an integral part of the Rwanda Mission’s Health Strategy and the Mission’s goal is to promote the empowerment of women and men through all activities.  The Recipient will be encouraged to provide funding to district level activities only when local leaders have demonstrated that women are proportionately represented to reflect the composition of the community to be served.  The Recipient is expected to include gender awareness training in capacity building activities for leaders at central, district, and community levels, and to ensure that women are encouraged to participate actively in all discussions and meetings.  Where indicated, the Recipient is encouraged to undertake special outreach to recruit women’s organizations into training sessions and workshops for institutional capacity building.  In addition, the Recipient will take into account the roles of men and women in health issues and their potential solutions in all program interventions and behavior change strategies.  Following USAID Agency-wide guidance, the Recipient will be expected to disaggregate service statistics by sex to ensure that women have access to services in proportion to their needs.  
C.3.2 Component One:  FP/RH Access and Quality

The broad objective of the FP/RH Access and Quality Component is to increase access to and quality of FP/RH interventions provided by the decentralized health system in Rwanda.  More specifically, the Recipient is expected to assist the GOR and its partners to expand the range of FP/RH services available, both facility-based and in communities, and to increase and assure the quality of those services in the USAID target health districts.    Through the component activities, the Recipient will contribute to achievement of IR 6.2 Increased access to selected essential health commodities and community health services, and IR 6.3 Improved quality of community health services.

The Recipient will be USAID/Rwanda’s lead implementing partner contributing to achievement of these IRs, and help USAID and Rwanda to make progress toward selected targets as stated in the “National Reproductive Health Strategy” issued by MINISANTE in August 2003, as modified by the newer “Health Sector Strategic Plan 2005-2009” (available on website related to this Request). 


By 2009:

· Increase use of modern contraceptive methods from 4% in 2003 to 20% in 2009, while continuing to promote natural family planning as part of the range of contraception available.
· Decrease maternal mortality from 1071/100,000 in 2000 to 425/100,000 by 2009
· Increase the proportion of pregnant women who receive at least three antenatal visit from 36% to 60%.

· Increase the percentage of district hospitals that offer quality comprehensive emergency obstetrical care from x% to 85% and the percentage of health centers that officer quality basic emergency obstetrical care from x% to 85%.

· All health facilities will offer health care to victims of sexual violence.  

The USAID SO6 Health Strategy for Rwanda, for FY 2004-2008, provides a comprehensive summary of the FP/RH situation in the country, and USAID’s proposed response, and is recommended reading for prospective Applicants.  It is found at the website established for this procurement.  Three other documents also found at the website that provide a good “situational analysis” include:  i) the 2000 DHS (Enquête Démographique et de Santé Rwanda 2000, Office National de la Population, Kigali, and ORC Macro, Calverton, Maryland, December 2001); ii) Report of Qualitative Assessment of Family Planning in Rwanda, by Advance Africa, DELIVER, and PRIME II, Rwanda, May 2002;  iii) the Rwanda Service Provision Assessment 2001 previously cited; and iv) the Rwanda Health Sector Strategy (draft June 2004).   The MINISANTE’s new Reproductive Health Strategy launched in August 2003 is also recommended reading.  

Activities under this component will strengthen the capacity of key Rwanda public, NGO/FBO, and private commercial stakeholders to address Rwanda’s FP/RH needs more effectively.   Key public sector (and agréée) partners include MINISANTE, CAMERWA, and the national referral hospitals, Health District offices, district hospitals, and peripheral health centers in USAID target districts.   Key NGO/FBO partners, in addition to the agréée facilities, include international and Rwandan NGOs, FBOs, and other CSOs working in FP/RH, both in a clinical and community setting.   Key private commercial partners include workplace programs at large companies as well as the smaller private clinics and pharmacies, particularly in Kigale.

Key donor and international partners with which the Recipient would collaborate are represented in the FP/RH TWG, in which the Recipient would be expected to participate.  The USAID SO6  Strategy includes a comprehensive listing of these partners.  Of particular importance are UNFPA, UNICEF, and PSI/Rwanda (funded by KfW).  

C.3.2.1  National FP/RH Policy, Norms and Standards, Including Contraceptive Security.    

The Recipient is expected to participate in technical review and input in the FP/RH strategy development process
 and reform process.  Given the very recent publication of both the National Population Policy (2002) and the (USAID-supported) National Reproductive Health Strategy (2003), no comprehensive efforts in the policy arena are foreseen during the planning period.  However, in consultation with MINISANTE, the Recipient would be expected to assure that FP/RH is adequately covered in the National Health Strategy and related Health Financing Plan.  The Recipient is expected to maintain a “place at the table” to provide technical reviews as appropriate to policy initiatives of the GOR.  Of current interest are issues related to contraceptive security, gender, violence against women and girls.  

Illustrative activities could include, but would not be limited to:

· TA, training, operations research/pilot tests, and other assistance as necessary in formulation/revision of technical norms and standards, in collaboration with MINISANTE.  In collaboration with USG Emergency Plan implementing partners, integration of FP – and assuring the full range of methods are available -- into PMTCT and VCT is a key concern.

· In collaboration with PNLP, revision of ANC protocols to include provision of insecticide-treated bednets (ITNs) for pregnant women.

· TA, training, development of low-cost media, to help implement the revised National Health Communications strategy, in collaboration with MINISANTE.    

· Collaboration with MINISANTE and the Rwanda Medical Association and/or other professional groups in establishment/revision of licensing and quality assurance for private commercial providers.

· Capacity building of private enterprise-based health facilities with clinical care environments to provide managed care for employees, dependents and communities of operation.

· Technical assistance to representative and cross business organizations (i.e. Employers Federations, Trade Unions, Business Coalitions or other NGOs to help them address FP/RH in the workplace and communities of operation)

· Technical assistance to local professional associations to increase the diversity and scale of local production capacity regarding various products and services (i.e. pharmaceutical and medical supplies and administration, logistics and knowledge management services).

· Collaboration with CAMERWA and TRAC, and USAID Field Support partners RPM-Plus and DELIVER, on management of essential medicines and commodities.  Assistance, if indicated, in development of training modules for HD-, hospital-, and HC-level pharmacy managers.  Training-of-trainers and support to field training, as indicated.

· Collaboration with MINSANTE and USAID Field Support partner MEASURE, on performance monitoring and evaluation.  

· Participation in the Technical Working Group (TWG) for Drug and Commodity Logistics, sub-group on Contraceptives, and other FP/RH collaborative fore that may be established.


C.3.2.2  Target Districts FP/RH Access and Quality
The Recipient would be expected to assure that FP/RH concerns are included in the capacity building work with HDs and the integrated Planning and Budgeting with HD and ADs, as described in C.3.4 below.    

The Recipient would also be expected to provide competency-based in-service training for hospital and HC personnel to enable them to meet revised MPA and CPA standards, with particular attention to:  

· Assurance of the full range of contraceptive methods at each site, and increased availability of long-term and permanent methods (LTPM, including IUDs and Norplant®) in each district.

· Assurance of application of routine protocols for correct ANC, labor and delivery, and postnatal care and counseling, including provision of preventive iron, folic acid, and TT interventions. 

· Expansion of STI service integration with ANC and FP services, including assurance of application of routine protocols for correct diagnosis and treatment of STIs.

· Integration of FP into PMTCT counseling and services, in close consultation with USG Emergency Plan partners.

· Reinforcement of the referral system, e.g. from a community to the HC, from the HC to the District Hospital.  

· Establishment of a private providers network for FP/RH, and of a quality assurance systems for private FP/RH providers.  

· Training for private pharmacies in the full range of methods and referrals.

· Assurance of application of safe motherhood/safe delivery protocols, including provision as necessary of adequate equipment, mechanisms for referrals, and post-natal follow-up care, including  community-based follow up with mothers after delivery.

· Assurance of widespread promotion of “men as partners” in reproductive health.

· Assurance of couple participation in counseling and decision-making regarding RH.

· In general, as part of delivery of the MPA and CPA, application of policies and strategies as outlined in Rwanda’s August 2003 Reproductive Health Strategy.

The Recipient would be encouraged to assure that FP/RH concerns are taken into account in the competency-based training for pharmacy management, case tracking and management, and health management information systems, and enhanced BCC.  

The Recipient would be encouraged to provide a wide range of support to promote community engagement in access and quality, as described in more detail in C.3.7 below, with particular attention to community-based distribution of oral contraceptives, iron, folic acid, and possibly multivitamins.  The latter is subject to the results of a pilot effort currently undertaken by UNICEF. 

C.3.2.3  Illustrative FP/RH Milestones
Illustrative milestones on which the Recipient may report include, but are not limited to the following.  
· Number of health facilities offering full range of contraceptive methods in USAID target districts.

· Percent of health facilities with annual increase of more than 10% ANC clients who deliver in health center.

· Percent of deliveries in target districts that take place in HCs.

· Percent of private providers that meet quality FP/RH standards in USAID target districts.

· Couple years of protection provided at USAID-supported health facilities.

· Number/percentage of couples participating in FP programs.

· Number of clients requesting FP services, by gender.

· Number of health facilities with functional emergency evacuation services for high risk deliveries.

· Number of health facilities in USAID target districts with active CBD programs providing condoms, oral contraceptives, and iron or other micronutrients for pregnant and lactating women.

· Percent of health facilities with no contraceptive stock-outs in previous 12 months in USAID target districts.
C.3.3  Component Two:  CS/Malaria/Nutrition Access and Quality

Malaria remains the leading cause of morbidity and mortality in Rwanda, and high levels of malnutrition, especially among children and pregnant women, further exacerbate the health threat posed by malaria.  Unfortunately, Rwanda has not yet fully developed an operational plan for integrated management of childhood illness (IMCI) to provide the framework in which comprehensive child survival activities can be supported.  However, UNICEF and other partners have developed a draft protocol for Community IMCI in early 2003 that is awaiting validation.  WHO is expected to support MINISANTE in developing protocols for both the National and District levels, but this process has not yet started.

The broad objective of the CS/Malaria/Nutrition Access and Quality Component is to increase access to and quality of CS/Malaria/Nutrition interventions provided by the decentralized health system in Rwanda.  More specifically, the Recipient is expected to assist the GOR and its partners to expand the range of CS/Malaria/Nutrition services available, both facility-based and in communities, and to increase and assure the quality of those services in the USAID target health districts.    Through the component activities, the Recipient will contribute to achievement of IR 6.2 Increased access to selected essential health commodities and community health services, and IR 6.3 Improved quality of community health services.

The Recipient will be USAID/Rwanda’s lead implementing partner contributing to achievement of these IRs, and will have significant responsibility for helping USAID and Rwanda to meet MINISANTE objectives for malaria and nutrition as provided in the Health Sector Strategic Plan 2005-2009:  

Malaria:  by the End of 2009:
· Increase the proportion of children under five sleeping under an insecticide treated net from 3% to 70%.

· Increase the proportion of pregnant women sleeping under an insecticide treated net from 13% to 70%.

· Reduce the malaria case fatality rate from 1% to 0.3%.

· At least 60% of pregnant women receive intermittent presumptive treatment or chemoprophylaxis.

· Increase the proportion of severe malaria cases in health facilities treated in accordance with national policy form 44.3% to 70%.

IMCI:  by the End of 2009:

· Increase the proportion of sick children checked for presence of cough, diarrhea and fever from 34% to x% (targets not yet established).

· Increase the proportion of health facilities that have all pre-referral essential medicines for care of sick child form 67% to x % (targets not yet established).

· Increase the proportion of health facilities that have essential preventative and examination equipment for assessing a sick child from 12% to x % (targets not yet established).

· Increase the percentage of health districts providing community-based IMCI from x% to y% (baseline and targets not yet established).

Nutrition

· 30% reduction in prevalence of chronic malnutrition among children under 5 years by 2008.

· 40% reduction in prevalence of iron deficiency, and complete elimination of vitamin A and iodine deficiencies in women of child-bearing age and children under 5 years by 2007.
· 30 % reduction in prevalence of malnutrition among women of child-bearing age by 2007.

· 50% increase in iron intake among pregnant women in antenatal clinics by 2007. 
The USAID SO6 Health Strategy for Rwanda, for FY 2004-2008, provides a summary of the CS/Malaria/Nutrition situation in the country, and USAID’s proposed response, and is recommended reading for prospective Applicants.  It is found at the website established for this procurement.  Of particular interest is the Annex entitled “Report and Recommendations for USAID/Rwanda: Malaria Program,” M. Etting, USAID/AFR, March 2002.
The GOR’s Proposal to the Global Fund for Malaria was approved in September 2003 and will significantly increase the volume of ITNs for subsidized distribution.  The Recipient will be expected to collaborate with PNLP in implementation of its Global Fund project, and to provide TA, management expertise, and other assistance in development of protocols and tools for use of the resources. 

Activities under this component will strengthen the capacity of key Rwanda public, NGO/FBO, and private commercial stakeholders to address Rwanda’s CS/Malaria needs more effectively.   Key public sector (and agréée) partners include MINISANTE, PNLP, the RBM Coordination Office, CAMERWA, and the national referral hospitals, Health District offices, district hospitals, and peripheral health centers in Rwanda, with particular emphasis on those in the USAID target districts.   Key NGO/FBO partners, in addition to the agréée facilities, include international and Rwandan NGOs, FBOs, and other CSOs working in CS/Malaria, both in a clinical and community setting.  

Key donor and international partners with which the Recipient would collaborate are represented in the RBM Initiative in Rwanda, in which the Recipient would be expected to participate.  The USAID SO6  Strategy includes a comprehensive listing of these partners.  Of particular importance are PNLP and the IMCI units within the MINISANTE, and WHO, UNICEF, Belgian Cooperaiton, PSI, and Swiss Cooperation.   

Illustrative activities could include, but not be limited to, the following:


C.3.3.1  National CS/Malaria/Nutrition Policy/Norms/Standards   

The Recipient is expected to serve as USAID’s lead implementing counterpart to MINISANTE, especially PNLP for Rwanda’s RBM initiative and the Division of Nutrition and Protection Against Childhood Illness.    

Under the recent revitalization of Rwanda’s RBM Initiative, with US$150,000 in USAID assistance provided through WHO and inputs from other partners, PNLP is expected to:  
i) develop an effective coordinating mechanism for improved planning, implementation and evaluation of malaria prevention and control activities in Rwanda;

ii) ensure that partners have established concrete, measurable indicator within the work plan and evaluate reliability of data from health districts;

iii) advocate for political commitment in malaria control campaigns, notably by the MINISANTE but also by other Ministries and by the private sector; and 

iv) conduct operational research focused on a district level situation analysis and provide technical support to district in developing plans of action.

USAID will monitor PNLP’s progress in carrying out these tasks over the 2003-2004 year, and may request that the Recipient assume responsibility for continued support to the RBM coordinating office, estimated at about US$100,000 per year.

Concerning Nutrition and IMCI activities, the Recipient is expected to support the MINISANTE to:

· Advocate for political commitment and action to fight malnutrition based upon nutrition profiles.

· Advocate for technical debate and strategic thinking for breastfeeding promotion, food diversification and food fortification.

· Collaborate with UNICEF and WHO to finalize Community IMCI protocols and to develop national- and district-level protocols.

· Collaborate with GAVI (Global Alliance for Vaccination and Immunization) to ensure continued financial sustainability of Rwanda’s immunization program.

Other illustrative activities at the national level may include, but not be limited to:

· For malaria, TA, training, operations research/pilot tests, and other assistance as necessary in formulation/revision of technical norms and standards, in collaboration with MINISANTE and PNLP.  Development of protocols regarding presumptive treatment and degree of cost subsidies for anti-malarials at each level of the system are key concerns.  

· For CS and nutrition, training, operations research/pilot tests, and other assistance as necessary in formulation/revision of technical norms and standards for IMCI and nutrition, in collaboration with MINISANTE.

· For CS and nutrition, reinforcement of HC-based services, including growth and nutritional monitoring, therapeutic and supplementation services, etc.

· Collaboration with CAMERWA and USAID Field Support partners RPM-Plus and DELIVER, on management of essential medicines and commodities related to IMCI and Malaria.   Assistance, if indicated, in development of training modules for HD-, hospital-, and HC-level pharmacy managers.  Training-of-trainers and support to field training, as indicated.

· Collaboration with MINSANTE and PNLP on program monitoring and evaluation.  

· Collaboration with CIAT-ISAR (USAID Economic Growth SO partner) to support MINISANTE Division of Nutrition in management of fortified food distribution.

· Participation in Technical Working Group for RBM


C.3.3.2  Target District CS/Malaria/Nutrition Access and Quality  

The Recipient would be expected to assure that CS/Malaria/Nutrition concerns are included in the capacity building work with HDs and the integrated Planning and Budgeting with HD and ADs, as provided in C.3.5 below.    

The Recipient would also be expected to provide competency-based in-service training for hospital and HC personnel to enable them to meet revised MPA and CPA standards, with particular attention to:  

· Assurance of correct application of IMCI protocol by all facilities.

· Replication of Positive Deviance/HEARTH strategy, based upon results, to promote active community involvement in positive nutrition behavior change.  

· Replication of UNICEF pilot of Community IMCI, based on results.

· Application of National Vitamin A Strategy via health outreach workers.

· Replication of pilot community-based presumptive treatment of fever via health outreach workers.

· Assurance of functional cold chains and provision of good quality child immunizations in all facilities (if such commodities are not already provided as part of the HIV/AIDS component above, linked to injection safety).

· Assurance of adequate laboratory equipment/materials for correct diagnosis of malaria (if such commodities are not provided as part of the HIV/AIDS component above, linked to OI/TB diagnosis and treatment and to ART management).

· In general, training in application of policies and strategies as outlined by Rwanda’s RBM Initiative, as it progresses, including widespread distribution if ITNs and provision for re-treatment of nets.

The Recipient would be encouraged to assure that CS/Malaria/Nutrition concerns are taken into account in competency-based training for pharmacy management, case tracking and management, and health management information systems, and enhanced BCC. 

The Recipient would be encouraged to promote community engagement in access and quality, as described in more detail in C.3.7 below, with particular reference to community-based distribution of ITNs and anti-malarials.

C.3.3.3  Illustrative CS/Malaria/Nutrition Milestones  

Illustrative milestones on which the Recipient may report include, but are not limited to the following.  

· Number of health centers in USAID target districts that have completed participatory malaria situational analyses with community groups.
· Number of CBD sites distributing ITNs in USAID target districts.
· Number of pregnant women receiving ITN during ANC in USAID target districts.
· ITN coverage rate in USAID target districts, and nationally.

· Number of health facilities in USAID target districts linked with CBD activities distributing anti-malarials in USAID target districts.
· Percentage of health facilities in USAID target districts with functional cold chain able to store vaccines at the facility.
· Percentage of children under 5 years of age in USAID target districts who are stunted.
·   Number of health facilities in USAID target districts applying correct IMCI protocols.
C.3.4  Component Three:  Decentralization Policy, Planning, and Management Component 
The broad objective of the Decentralization Policy, Planning and Management Component is to improve national systems and capacity to plan, finance, and monitor district level services, with emphasis on health services.   The specific sub-objective is to link, over time, integrated health planning, budgeting, and management to evolving decentralized fiscal systems, thus fostering fulfillment of the AD mandate in the National Decentralization Policy of May 2002.

Subject to analysis of other donor plans and programs, the Decentralization Policy, Planning, and Management Component may include provision of TA, training, and modest ICT/connectivity commodity support – e.g., Local Area Network or LAN installation -- to MINALOC and MINISANTE and/or selected decentralized offices.  Construction of a Wide Area Network (WAN) is not anticipated.  Through the component activities, the Recipient will contribute to achievement of IRs 5.1.1 and 6.1.1 (a shared IR between SOs 5 and 6), Strengthened capacity of central and local administrations to implement decentralization.   

The Recipient will be USAID/Rwanda’s lead implementing partner contributing to achievement of this IR.   Activities under this component are expected to strengthen capacity of the national GOR to provide guidance and support to local government and health sector offices to make them more effective and accountable institutions.   Increased capacity of local government and technical health services depends to a large extent upon improving the managerial, leadership and planning skills of local government officials, technicians, and local leaders. Citizens, local government officials, technicians, and leaders also need to be informed about decentralization regulations, norms, and standards granting greater powers and responsibilities to local government units, good governance practices -- e.g. transparency, accountability, etc.‑‑ and civic rights and responsibilities.  

The Recipient is expected to work on parallel tracks with MINALOC and MINISANTE, in consultation with MINECOFIN and other key GOR entities as indicated, to accomplish these objectives.   Selected results, milestones and illustrative activities are described below.   

C.3.4.1  Central-Level Assistance to MINALOC  

The Recipient is expected to help USAID and Rwanda to make progress toward selected objectives inherent in the “National Decentralization Policy of May 2002” (available on website related to this Request), including:
· Expansion of national policy, norms, standards, and/or guidance related to annual AD planning and budgeting system to incorporate social services, particularly integrated health and HIV/AIDS activities, for both recurrent and capital budgets.   
· Improvements in transparent and reliable transfer of funds from the center to ADs for both recurrent and development funds, including the CDF.  
· Establishment of Joint Action Plan (Policy Matrix or equivalent) between MINALOC and MINISANTE for progressive inclusion of integrated health programming in fiscal decentralization (shared result with MINISANTE).   

To help Rwanda achieve these results, the Recipient is expected to provide TA, training, and other assistance to key offices of MINALOC, and as appropriate to MINECOFIN, to refine and fully implement the fiscal decentralization policy.  The lead counterpart agencies for this work are expected to be Office of Planning and the Local Government Finance Unit of MINALOC.  In order that fiscal decentralization adequately supports the mandate of the AD as a comprehensive local government (ref. National Decentralization Policy, May 2000), this would necessarily include incorporation of the health services delivery system into the fiscal decentralization system, and close collaboration with MINISANTE in the process.  The work would take into account on-going progress by MINECOFIN in improving the overall GOR annual planning and budgeting process as part of the MTEF, with assistance from DfID, the UNDP, and the World Bank.   Collaboration with key stakeholders, including the Decentralization TWG and Cluster Group, elected local government representatives (e.g. Mayors) and staff (e.g. accountants) is expected to be a key part of the process.  

Illustrative activities to achieve these results could include, but not be limited to:

· Analyses and case studies to identify bottlenecks in the funds transfer process, and development of recommendations to overcome bottlenecks.

· Support to workshops and seminars at national, provincial, and district levels to facilitate consensus on improved transfer systems.

· Assistance in development, pre-testing, refinement, dissemination, of national guidelines for expanded (to include social sectors such as health) planning, budgeting, and reporting systems (separate manuals or modules as necessary).  

· Assistance in development, pre-testing, refinement, dissemination, of national guidelines for application of the Rwanda Gender Budget Initiative to AD planning, budgeting, and reporting systems, in collaboration with MINECOFIN and MIGEPROF.

· Clarification, standardization, and dissemination of roles and responsibilities for center, province, AD, HD, service providers (e.g. Health Centers, hospitals) for annual planning and budgeting.  
· Collaboration on development of a Code of Conduct for local officials, following similar initiatives at the national level (ombudsman).
· Clarification, standardization, and dissemination of roles and responsibilities for center, province, AD, HD, service providers (e.g. Health Centers, hospitals) for financial management and reporting. 

· If not otherwise provided by other donors, and subject to technical reviews, provision of modest ICT hardware and software (cellular phones, computers, cables, etc.) to strengthening ICT capacity at the MINALOC to permit timely data manipulation.  

· Development and delivery of competency-based training – short-course, on-the-job, self-instructional – modules to assure that key national (and district) staff can use and maintain new systems.

· Capacity building with RALGA (national Local Government association) to strengthen their roles and assure their input into decentralization policy and plans.  

· Analysis of options and development of recommendations for appropriate role of MINALOC vis a vis mutuelles.

· Support to National Unity and Reconciliation Commission (NURC) to conduct surveys on democratization and decentralization.

· Provision of gender awareness training at all levels to sensitize leaders to the need to proportionately represent women in all activities.
C.3.4.2  Central-Level Assistance to MINISANTE  

The Recipient is expected to help USAID and Rwanda to make progress toward selected objectives inherent in the “Health Decentralization Policy of 2003” (available on website related to this Request), including:

· Completion of a fully costed Health Sector Strategy as per the PRSP policy matrix, based on broad-based consultative process that includes input by key stakeholder groups (e.g, private and social insurance groups, PLWHA groups, medical associations, federations of mutuelles, trade unions, employers, etc
· Completion of a Health Financing Strategy as an annex to the Health Sector Strategy.  The Health Financing Strategy would incorporate a) alignment of health sector to national fiscal decentralization system; b) role of community in health care financing, including contribution of pre-payment (mutuelles) and other health insurance schemes; c) contribution of non-governmental and commercial private sector to health financing in Rwanda. 
· Establishment of Joint Action Plan (Policy Matrix or equivalent) between MINALOC and MINISANTE for progressive inclusion of integrated health and HIV/AIDS programming in fiscal decentralization (shared result with MINALOC).   

The Recipient is expected to provide TA, training, and other assistance to key offices of MNISANTE to refine and help align its decentralization policy and operations with the overall GOR decentralization efforts.   The lead counterpart office for this work is expected to be the MINISANTE Office of Planning.  The work would take into account on-going progress by MINECOFIN and MINALOC in improving and harmonizing the overall GOR annual planning and budgeting process as part of the MTEF.  

The Recipient would necessarily consult with partners in the Health TWG and Cluster Group,  CNLS (including MEASURE), TRAC, and CAMERWA (including DELIVER and RPM-Plus) in this task, to assure that all epidemiological, pharmaceutical and clinical needs are understood and taken into account.  

 Illustrative activities to achieve these results could include, but not be limited to:

· Capacity building for MINISANTE Office of Planning, including TA, training and team building, etc.

· Training and TA for Health Management Information System (HMIS), to improve local data collection and analysis as well as fiscal information collection.

· Updating of National Health Accounts, including district level accounts, on an annual basis. 

· Clarification and costing of Minimum Package of Activities (MPA) and Complementary Package of Activities (CPA) for each level of the health system.   
· Analyses and studies as necessary to inform development of the Health Sector Strategy and Health Financing Strategy.

· Support to workshops, surveys, and other consultative fora to assure broad-based stakeholder input into preparing and operationalizing the Health Sector Strategy and related Health Financing Strategy.

· Surveys, case studies, and operations research on mutuelles undertaken both to guide scheme expansion, with specific attention to the development of urban models, and to monitor the impact of HIV/AIDS on mutuelle programs and assess the financial consequences to the health care system. 

· Surveys, case studies, and operations research on MPA and CPA content and costing, and development of models for each on national guidelines/treatment protocols, disease burden and district level disease patterns.  (Note:  This work would be done in consultation with colleagues working on the USG Emergency Plan to assure that HIV/AIDS content is adequately reflected in the MPA and CPA.)

· Consultative development of planning tool to assist ADs and HDs in application of MPA/CPA costing to annual planning and budgeting process.  

· Research and pilot efforts on expansion of internet connectivity to selected Health Districts and/or health facilities to allow for cross-district communication and continuing education, as well as support to GOR telemedicine initiative to reinforce quality of care.
· Competency-based training – short-course, on-the-job, self-instructional – modules developed and delivered to assure that key national (and district) staff can use and maintain HMIS. 

· Outreach activities with Rwanda Medical Association (physicians), new Nurses Association, national PLWA associations, and other key representative groups, to assure their input into health policy and plans.  

· Gender awareness training undertaken at all levels to sensitize leaders to the need to proportionately represent women in all activities

C.3.4.3  Illustrative Decentralization Milestones  

Illustrative milestones on which the Recipient may report include, but are not limited to the following.  
· Percent of Health Sector Strategy completed.
· Percent of Health Financing Strategy completed.
· MPA/CPA revised and dissemination; training materials for MPA/CPA revised and disseminated; supportive supervision guidelines for MPA/CPA revised and disseminated. 
· Routine consultations held with civil society groups to inform health policy and plans.
· Percent of Joint Action Plan completed.
C.3.5  Component Four:  District Planning, Budgeting and Management

The objective of the District Planning, Budgeting, and Management Component is to improve district capacity to plan, finance, and monitor district level services.  The more specific sub-objective is to improve AD and HD capacity to incorporate health and HIV/AIDS activities into integrated AD and HD annual and MTEF plans.   That is:

· AD Annual Plans and Budgets should reflect HD activities and resources provided to health facilities in the AD.

· HD Annual Plans and Budgets should reflect AD activities and resources provided to health facilities in the HD.

· MTEF Plans and Budgets (to the extent they are separate from routine Annual Plans and Budgets) prepared by the ADs and HDs should reflect the respective entities activities and resources.

· The AD and HD Annual Plans and Budgets should be complementary and not redundant.

The District Planning, Budgeting, and Management Component is expected to include provision of TA, training, District Incentive Fund, and other assistance to ADs and HDs in target districts.  Through the component activities, the Recipient will contribute to the shared IRs 5.1.1 and 6.1.1, Strengthened capacity of central and local administrations to implement decentralization, and the shared IRs 5.1.2 and 6.1.2,  Increased citizen participation in local-level policy and decision-making processes. 

The Recipient will be USAID/Rwanda’s lead implementing partner contributing to achievement of this IR.   Activities under this component are expected to strengthen the capacity of HDs and ADs to apply national guidance in undertaking consultative planning and budgeting within the evolving decentralization framework, as well as the capacity of citizen groups to participate fully in the process.  This would involve, inter alia, fostering timely consultation and development of annual plans and budgets at the Cell, Sector, and technical office level for collation and synthesis in the AD and HD plans (i.e. the “bottom up” intersectoral planning process).  Based on MINALOC and/or MINECOFIN guidance, the Recipient would assist in developing fora and formats for plans that link budgets with objectives.  Use of simple costing tools, e.g. unit costs, models, are expected to be emphasized.  The Recipient shall emphasize development of unified program plans as opposed to project-by-project collations.

The Recipient is expected to work on parallel tracks with ADs and HDs in target districts, in consultation with MINALOC and MINISANTE at the central and provincial levels as indicated, to accomplish these objectives.    Selected milestones and illustrative activities are described in section C.3.5.1, AD and HD Planning, Budgeting, and Management, and C.3.5.2 Community Participation in Planning, Budgeting, and Management, below.   As a key element of the component, the Recipient would also administer the District Incentive Fund described in C.3.5.3.

C.3.5.1  AD and HD Planning, Budgeting, and Management  

The Recipient is expected to provide TA, training and other support as indicated to improve the capacity of the AD and HD offices to undertake joint planning to incorporate health activities into integrated district annual and MTEF plans.  The key counterparts would be the Mayors’ Offices in the target ADs, and the District Health Offices in each HD.  Under the auspices of the Mayors’ Offices, the Recipient would also interact closely with the CDC and various consultative committees and citizen groups in each AD to provide input into both the HD and AD plans.

The Recipient is encouraged to assure that its work with the HDs and ADs takes into account relevant guidance from MINALOC and MINISANTE, and MINECOFIN as appropriate, on the requirements for annual plans, budgets, and administrative and financial management.   The Recipient is also encouraged to assure that such guidance is applied and that feedback from the ADs and HDs is provided back to the center.

The Recipient’s work is expected to also take into account the potential for resources from non-public sources, including but not limited to:  religious Missions and other FBOs and NGOs with ties to the district; private commercial operators (e.g. plantations, processors, tourism operators) active in the district financing from other donor and NGO programs; and other donor/NGO program resources available to the district.   Where possible, the Recipient would be encouraged to assist the HDs and ADs to increase their access to private resources and to maximize their contribution to district plans.
Illustrative activities to accomplish the component sub-objectives include, but are not limited to:

· TA and training to develop procedures and practices to enhance transparency and accountability in local government and local institutions, including District Tender Boards.

· Training for local government officials and local leaders in decentralization legislation, good government practices and planning techniques, and ethics. 

· Training in participatory planning, preparation of feasibility studies, data collection and analysis, and monitoring and evaluation techniques for local government officials, health technical personnel, grassroots associations, and private sector organizations to access external funding.

· Computerization of district plans and budgets and training for staff in applications.

· Training in financial and administrative management, leadership skills, and report writing for local government officials and leaders, and officials and members of local-level associations
· Conduct of participatory rapid appraisals within Cells and Sectors to inform local planning, with emphasis on identification of integrated health and HIV/AIDS challenges and opportunities both in the health sector and within other sectors. 
· Fostering systems for stakeholder groups to provide input into annual HD and AD plans on a participatory basis.
· Development of options for improved AD information and communication channels with citizen groups, e.g. newspapers, bulletin boards, town meetings, etc.
· Development of a list of process and impact indicators to assess the level of advancement in local level capacities to manage integrated health and HIV/AIDS activities (such as sustainability plans, projection of recurrent costs, monitoring and evaluation plans, etc.).

C.3.5.2  Community Participation in Planning, Budgeting, and Management  

The Recipient is expected to provide TA, training and other support as indicated to increase community participation in planning and budget decisions, including ongoing review of service delivery and other expenditures and attention to building citizen oversight to mitigate corruption.  The key point of entry would be the CDCENTERSs in the target ADs.  The Recipient is encouraged to interact closely with the CDCENTERS and various local consultative committees and citizen groups/associations in each AD to provide input into both the HD and AD plans.
The Recipient is expected to assure that its work with the HDs and ADs takes into account relevant guidance from MINALOC and MINISANTE, and MINECOFIN as appropriate, on the requirements for community consultation and participation in annual plans, budgets, and administrative and financial management.   The Recipient is encouraged to assure that such guidance is applied and that feedback from the communities is provided back to the center.

Illustrative activities would include, but may not be limited to:

· TA and training to local leaders, associations, health technical personnel,  to interpret baseline indicators as an essential step in identifying health and other priorities (e.g. anti-corruption) and setting targets for plans and budgets.

· Participatory rapid appraisals within Cells and Sectors to inform local planning, with emphasis on identification of challenges and opportunities both in the health sector and within other sectors, and with particular attention to perceptions of corruption.
· Assistance to local media to develop programs on health issues, coverage of health planning and other participatory activities, and dissemination of technical information of value to the public.
· Assistance to the local media to develop programs on anti-corruption, and dissemination of information of value to the public.

· Support to innovative media approaches to promote dialogue between local populations and their elected officials on health priorities and strategies and anti-corruption, e.g. micro-community radio operated by youth, dissemination of audio cassettes with health and good governance messages, telecenters (in urban areas), etc.


C.3.5.3  District Incentive Fund 

C.3.5.3.1  District Incentive Fund Purpose and Phasing.  The Recipient is expected to include provision for establishment and management of a District Incentive Fund (DIF) as one tool to achieve SO5 and SO6 results.  Use of the DIF shall be limited to the USAID target districts (HDs and ADs).  The overall purpose of the DIF would be to encourage ADs to support proactively integrated health programs in their districts, including support to district hospitals that serve a given AD but is outside of its boundaries. 
DIF funds are expected be used to support discrete elements of the AD’s integrated district plan and budget as they relate to integrated health, and not an ad hoc list of “DIF Projects”.    The DIF element of the district planning, budgeting and management component is not seen as an end in itself.  The DIF is expected to be programmed, where appropriate, in combination with TA, training, and/or other Recipient inputs toward achievement of specific objectives that respond to expressed local needs and contribute to achievement of program objectives.  

USAID has developed an illustrative budget for the DIF under which each AD would be eligible for up to a total of US$150,000 in DIF funding over the life-of-the-CA, notionally on a three-year basis, with US$75,000 in the AD’s first year, US$50,000 in the AD’s second year, and US$25,000 in the AD’s third year.  

The initial allocation is based on experience to date and the absorptive capacity of most ADs.  The rationale for decreasing the amounts over time is that provision of the DIF funding, combined with Recipient-provided TA and training, will enhance the capacity of the AD to increase its own revenue collections (licenses, taxes) as well as to attract other donor/NGO financing.  

 In this regard, it is noted that there should be significant funding available to ADs for HIV/AIDS and other activities over the next five years.  This includes the projected significant funding available to HDs through the USG Emergency Plan, the World Bank’s Multisectoral AIDS Program (MAP), and the Global Fund, and to ADs through the World Bank’s Decentralization and Community Development Project, the EU, Dutch, and other donors supporting decentralization.   Some of these funds will be available on an ad hoc and/or donor-specific basis, and others may be available through the MINALOC Common Development Fund (CDF).  The Recipient is expected to work closely with the ADs to assure that each AD is aware of the multiple external funding sources available to it.
The illustrative estimated phasing and allocation of DIF funds is as follows: 

	
	First Cohort
	Second Cohort
	Third Cohort 
	Totals

	Year 1
	 10 @ $100,000
	0
	0
	US$1,000,000

	Year 2
	 10 @ $ 50,000
	15 @ $100,000
	0
	US$2,000,000

	Year 3
	 10 @ $ 25,000
	15 @ $ 50,000
	10 @ $100,000
	US$2,000,000

	Year 4
	
	15 @ $ 25,000
	10 @ $  75,000
	US$   875,000

	Year 5
	
	
	10 @ $  25,000
	US$   250,000

	Summary
	 10 @ $175,000
	15@ 175,000
	10 @ $175,000
	35 @ $175,000

	Life of CA
	US$6.125 million


The annual levels should be treated as a "plug figure" in Recipient budgets.
As described in section C.3.5.3.2 and C.3.5.3.3 below, it is emphasized that the declining 75-40-25 allocation is presented for planning purposes, and the actual DIF allocation to a given AD should depend on many criteria, including:  i) the capacity of the AD,  as assessed by the Recipient, and in consultation with MINALOC; ii) other funding available to the AD, particularly for health and HIV/AIDS purposes (e.g. World Bank/CNLS MAP funds); iii) identification of items in the AD Plan and Budget that respond to DIF and EPAR guidance; and iv) on mutual agreement between the AD and the Recipient to proceed.  However, the principles of 1) using the DIF as an incentive for the AD to increase its engagement in health and HIV/AIDS, and 2) providing DIF funding on a declining basis (and/or use of another clear exit strategy to avoid creation of dependencies),  should be maintained as key parameters regardless of final modalities.  
C.3.5.3.2  DIF Sub-Objectives and Illustrative Use.   Anticipated DIF sub-objectives and illustrative DIF-funded activities are summarized below along with some illustrative activities.  

USAID emphasizes that the illustrative activities presented below are just that.   The actual allocation of the DIF should be based on the actual AD Annual Plans and Budgets, as developed in accordance with GOR requirements and with the assistance of Recipient personnel.   Again, the intent is to support the AD’s integrated district plan and budget, and not an ad hoc list of “DIF Projects”.    Recipients and ADs are encouraged to be creative in increasing attention to health and HIV/AIDS in plans and budgets, both within the health sector and on a multi-sectoral basis.  
1) To encourage ADs to commit funds – those transferred from the GOR, their own revenues, other donor funds – to increase the capacity of health facilities (HCs, referral hospitals) that serve the AD.  

Illustrative use of DIF funding could include, but not be limited to:

· The AD would provide US$5,000 in DIF funds and $2,500 of non-USAID funds to support operations of the District Hospital’s outpatient and maternity services, with the USAID-funded proportion decreasing over a three-year period.  [Note that actual upgrading of facilities/equipment of hospitals is expected to be undertaken with USG Emergency Plan, MAP, or GF funds, so close consultation in planning is indicated.]

· The AD would provide US$2,500 in DIF funds and US$1,000 of non-USAID funds to each HC in the AD, to support community mobilization for health, including mutuelle enrollment.  The USAID-funded proportion would decrease over a three-year period as mutuelle enrollment increases.

· The AD would provide US$10,000 in DIF funds, through the AD, to match US$5,000 equivalent provided by the community for rehabilitation of an HC water supply.  Such funding would be for one-year only, and would require preparation of a simple Initial Environmental Assessment in accordance with USG requirements (ref. CFR 216).

2) To encourage ADs and HDs to collaborate on planning, monitoring, and evaluation of integrated health and HIV/AIDS services in the district.

Illustrative use of DIF funding could include, but not be limited to:

· The AD would provide 10% of its own funds and 90% in DIF funds of estimated travel, per diems, and modest materials for conduct of a participatory rapid appraisal by the AD and HD to determine health needs in the AD, and to develop a joint integrated district health plan.

· The AD would provide 25% of its own funds and 75% of DIF funds (on a decreasing basis over three years) of estimated travel and per diem costs for supervision of integrated health activities.

3) To build capacity of ADs and HDs to undertake their work more effectively.   [This category shall not include office construction.]  

Illustrative use of DIF funding could include, but not be limited to:

· The DIF would cover 80% (on a decreasing basis) of the costs of mobilization and consultation with Cells, Sectors, and District councils and committees meeting to develop annual plans and budgets, and to ensure that the plans and budgets reflect a multi-sectoral approach to HIV/AIDS prevention.  The AD would cover the remaining 20% with its own receipts and/or MINALOC transfers.

· The DIF would cover 80% (on a decreasing basis) of an active Mayor’s Information Office, to communicate AD activities to the population, provide notification of public tenders and meetings of the Tender Board and promote transparency in governance and other anti-corruption measures.  The AD would cover the remaining 20% with its own receipts and/or MINALOC transfers.

· The DIF would cover 50% of office rehabilitation costs, to assure a clean and secure work environment for staff.  The AD would cover the remaining 50% with its own receipts and/or MINALOC transfers.


C.3.5.3.3  District Incentive Fund Modalities.  The Recipient is expected to outline the process by which it will manage the DIF funds in a cost-effective and sustainable manner over the life of the CA.  The process is expected to include establishment of clear criteria and procedures for assessing:  

i) AD Capacity:  Capacity of an AD to manage and report on funds, and the annual “ceiling” of funding that could be provided to it.

ii) Availability of Resources:  Availability of other resources (GOR, self-generated, FBO/NGO, other USAID, other donor, private) for an AD, specifically for health, and potential for using DIF funds to leverage such resources. 

iii) Appropriateness of a Given Activity & Budget Element or set of activities for DIF funding, given the DIF Objectives listed in C.3.5.3.2 above.  “Appropriateness” criteria shall include attention to GOR and USAID policies with particular regard to gender and to assessment of environmental impact of the activity (ref. USG CFR 216).

iv) Impact:  Potential contribution of the activity to achieve one or more DIF Objectives; to contribute to achievement of CA component objectives and sub-objectives; and/or to contribute to achievement of USAID’s SO5, IR5.1, and SO6, IR6.1.

v) Maintenance/Sustainability:   Clear evidence that the DIF funding will not create an unreasonable management or financial burden on the AD; will not create inappropriate dependencies; and will lead to benefits that can be maintained/sustained in the absence of DIF funding.

The Recipient is expected to include preliminary criteria and processes in its proposal, and USAID shall approve the final criteria as part of its approval of the successful Recipient’s Inception Report. 

It is noted that the ADs are the only unit of local government that have legal recognition, and are thus the most appropriate recipients of DIF funding.  It is USAID’s intent that the Recipient will provide DIF funding to each AD on an annual basis as one “block” contribution to the AD’s annual plan and budget, tied to line items within the budget.   Once again, the intent is to support the AD’s integrated district plan and budget, and not an ad hoc list of “ DIF Projects”.    

In order to build the capacity of ADs and thus achieve the Recipient Outputs provided herein, the Recipient is expected to develop a system for disbursement and management of the DIF whereby the ADs would disburse funds and undertake small-value procurements themselves (with Recipient oversight and guidance, where indicated).   The Recipient is encouraged to explore different financial management modalities to achieve this aim, within the limits of USAID CA standard provisions.  

In this regard, the Recipient is encouraged to consider use of Simplified Grant Formats as described in the USAID Automated Directive System (ADS) 303.5.15(a) for sub-agreements that are eligible.   Where appropriate, the Recipient may consider use of “Fixed Price Grants” (ref. ADS 303.5.15(b)) on some sort of per capita basis.  Use of Fixed Price Grants on a per capita basis would suggest that the Recipient could monitor sub-grants primarily on the basis of “health services provided,” rather than primarily on the basis of “clean accounts submitted” as is unfortunately common with many small grants funds.  Consideration for use of a different level/duration of “Fixed Price Grants” for different types of ADs -- or some other activity-specific basis – may also be considered to minimize administrative burden on ADs with little prior experience managing donor funds.  
Unless there are exceptional circumstances, USAID's approval of the Recipient’s proposed use of incremental tranches of the DIF will be part of its overall approval of the Inception Plan and Annual Workplans of the Recipient.  In other words, USAID will not approve DIF contributions to specific AD Plans and Budgets.  However, with reference to the discussion above, the Recipient shall establish clear criteria and rationale to support provision of DIFs to new ADs as they are phased in; shall establish clear and transparent procedures for DIF funds management; and shall discuss procedures for termination, should problems arrive.  

C.3.5.4  Illustrative District Planning and Budgeting Milestones.  Illustrative milestones on which the Recipient may report include, but are not limited to the following.
· Number of target ADs  on that on an annual basis a) have a complete District Plan and Budget, and b) execute at least 50 percent of the Plan on an annual basis, as measured by budget and/or activities.  

· Number of target AD Annual District Plans and Budgets that include funding for a) health centers within the AD, including community outreach activities, and b) district hospital(s) that serve the AD.

· Number of target HD Annual Plans and Budgets that incorporate inputs not only from the MINISANTE but also the activities and funding of ADs in support of health centers and hospitals in the HD.

· Number of target AD Annual District Plans and Budgets that incorporate HIV/AIDS prevention activities in more than two technical sectors besides health, e.g. education, agriculture, public works, etc. 
· Number of target AD Annual District Plans and Budgets that have a fiscal deficit of less than 10% at the end of each year.
· Number of target AD Annual District Budgets that explicitly demonstrate diversification of revenues.

· Number of target ADs  in which citizen/community input is explicitly incorporated (through verifiable channels or fora)into the Annual District Planning and Budgeting Process.

· Number of target ADs that have operational multi-sectoral mechanisms for addressing health issues (including HIV/AIDS, malaria, and FP) in AD planning, budgeting, and implementation.  

· Number of target ADs with operational information/citizen outreach programs that have undertaken at least four (4) information/outreach activities (e.g., town meetings, surveys) in past year, not counting outreach related to development of Annual Plans.

C.3.6  Component Five:  Health Facilities Management Component

The objective of the Health Facilities Financing and Management Component is to increase the capacity of district hospitals and HCs to manage their diverse resources (service and pharmacy fees, mutuelle payments, GOR transfers, AD transfers, donor/NGO) more effectively.  Achievement of this objective will contribute directly to IR6.1, Reinforced capacity for implementation of the decentralization policy in target health districts, as facilities are better able to manage diverse resources.  Achievement of the objective will also inform development of mutuelles (see C.3.7 below) as facility cost-bases become better defined.
The Recipient is expected to provide TA, training and other support to the district hospitals and HCs in target districts, on a mutually agreed schedule.   The key point of entry should be the HDs, in close consultation with the respective ADs.   The Recipient is also encouraged to interact closely with any mutuelle federations that may be active in the HD.  

The Recipient is expected to assure that its work with the hospitals and HCs is in full compliance with the Health Decentralization Policy, as it evolves, and that it takes into account relevant guidance from MINISANTE on facilities norms and standards.    

Illustrative activities would include, but may not be limited to:

· Application of appropriate cost and revenue analysis tools to assess costs for different types/levels of facility, and recommendations for cost-recovery/cost-saving management approaches.

· Examination of expansion of benefits packages for mutuelles.
· Development of disease-specific benefit/cost models, to demonstrate to stakeholders (public and private) the importance of emphasizing prevention.

· Development of cost and revenue models. 

· Development of alternative urgent care models to serve the district, in collaboration with mutuelle federations.

· Development of service-specific mini-business plans, e.g. for a maternity or a laboratory, to facilitate planning.

· Development of hospital profiles to circulate to potential NGO/FBO funding partners.

· Provision of TA to health facility administrators in records management.

· Conduct of stakeholder workshops to examine options for more consistent financing of district hospitals, and assistance in pursuing options.

Illustrative milestones on which the Recipient may report include, but are not limited to the following.
· Number of district hospitals in target HDs that have developed Business Plans that reflect diverse resource streams and include actionable plans for increasing financial viability.  

· Number of district hospitals in target HDs that have a fiscal deficit of less than 10% at the end of the past year.  

· Number of health centers in target HDs that have developed Business Plans that reflect diverse resource streams and include actionable plans for increasing financial viability. 

· Number of health centers in target HDs that have a fiscal deficit of less than 10% at the end of the past year. 

C.3.7  Component Six:  Community Engagement and Oversight
The broad objective of the Community Engagement and Oversight Component is to increase and strengthen community participation in access and quality of health services in Rwanda, both in partnership with health facilities and independently as civic action.  The primary focus of the work is the USAID target health districts.  Through the component activities, the Recipient will contribute to achievement of IR 6.2 Increased access to selected essential health commodities and community health services, IR 6.3 Improved quality of community health services, and IR 6.4, Improved community level response to health issues (HIV/AIDS/FP/CS/Malaria).
The Recipient will have significant responsibility for helping USAID and Rwanda to meet the objectives of the MINISANTE and MINALOC with regard to increasing community participation and oversight in health services.  

The Recipient will be strongly encouraged to collaborate with other USAID and USG implementing partners that work with communities, including those implementing the Emergency Plan and those engaged in the P.L. 480 Title II development assistance program.  USAID will encourage all USG partners working in community-based health activities to collaborate in development of IEC/BCC materials for CBOs/FBOs and will promote information exchange and sharing throughout the planning period.

There are three sub-components of this Community Engagement Component:

C.3.7.1  Community Engagement in and Oversight of Health Services Quality.   Participation of communities in health care is provided in MINISANTE and MINALOC policies and strategies the promote formation of community-based organizations (CBOs) for various purposes.   Such participation includes, inter alia:   establishment of elected Health Committees associated with each Health Center, to provide management and oversight to the Center and to provide liaison between the community and the center;  operation of “community development committees” (CDCENTERSs) at the sector (umurenge) and cell (utugari) levels to promote citizen engagement in development; selection of Community Health Workers (CHWs) by communities in consultation with Health Centers and CDCENTERS representatives; strong encouragement of expansion of mutuelles throughout the country, and of close collaboration between citizen-managed mutuelles and public and agréée health facilities; development of Community Quality-Assurance Partnership committees to provide feedback to health facilities; election of representatives in Social Affairs and Health to the councils at each level of local government; and a new emphasis on community-based distribution of selected health commodities (see 3.7.2 below).  

As mentioned above, the Recipient is expected to foster increased management of health facilities.   An expanded Health Committee may in fact be one way of providing such input; establishment of a “improved health quality partnership” committee may be another; and there are other models in Rwanda and elsewhere that may be appropriate in different settings in Rwanda.  Of importance is that such models provide for broadbased participation of all members of the community – including men and women, youth, and PLWA, among others – and that they carry out an effective dialog with the health center.

Illustrative activities to support such engagement might include, but not be limited to:

· Conduct of participatory rapid appraisals of community health status and needs, and development of joint action plans by community and health center.

· Establishment of community health quality committees, and/or expansion of Health Committee, to provide effective forum for exchange.

· Conduct of quarterly community reviews of Health Center operations, with problem identification and resolution promoted. 

· Collaborative scheduling of CHW activities, to meet community needs.

· Support to modest community-initiated schemes (by mutuelle, Health Committee, or other quality assurance group) to improve health quality, e.g. provision of cell phone “starter kit,” radio, or other stable means of communications to enable community to arrange emergency evacuation, and assistance in working out plans to cover continuing costs of such media (e.g., operation of a “pay phone”  or “open line” on market days).  

· Facilitation of community input regarding health services into integrated Annual Planning and Budgeting process.

· Routine and/or periodic collection of data by communities to inform Health Committees and Centers.  Community collection of data may help validate Health Center data and provide insight into differences between Center data and the community.  It may also uncover information about specific groups – e.g. physically challenged children, battered women – that would not necessarily be captured by the Health Center.

· Sponsorship of events – fairs, “town meetings,” sports matches – to highlight and undertake modest fund raising for community health needs.

· Promotion of training and BCC materials appropriate to the community on topics of particular interest, e.g. HIV/AIDS prevention, domestic abuse and violence, etc.

C.3.7.2  Community-Based Distribution of Critical Commodities.  There is new/renewed interest on the part of the GOR in community-based distribution of critical commodities for HIV/AIDS (condoms), FP/RH (oral contraceptives, iron, folic acid, and possibly multi-nutrients depending on the outcome of a UNICEF pilot), and CS/Malaria/ Nutrition (ORS, anti-malarials, ITNs, Vitamin A).  The Recipient is expected to collaborate with relevant GOR partners in the development of CBD policies, e.g. provision of presumptive treatment for malaria, through CBD.  Such CBD programs are intended not only to make product more available to citizens, but also to reduce pressure on the Health Center for such basic preventive care.  The intent is that CHWs will be the agent for such distribution, with linkages to community-based organizations (CBOs) where feasible, to improve changes for sustainability.  Each vertical program is establishing/plans to establish guidelines and IEC materials for the CHW, but much remains to be done.   Norms also need to be established with regard to levels of subsidy per item and per target demographic cohort (e.g. pregnant women, children under 5, etc.).

The Recipient is expected to take the lead in USAID target districts in assisting HD and HC teams to train, manage, and motivate CHWs and CBOs in CBD.    Experience with operation of “mini-pharmacies” by CBOs should be explored.  The Recipient is also expected to collaborate with CAMERWA and the respective technical services in establishing systems for provision, storage, and reporting on commodities.  

As described in C.3.2 and C.3.3 above, the Recipient is expected to work with the respective vertical technical offices in the establishment of technical norms, standards, and guidelines for a variety of interventions, and CBD is one of them.  At the Health District and Health Center level, the Recipient would be expected to collaborate in developing training modules/plans/schedules to assure that CHWs are able to provide the CBD services required.  

C.3.7.3  Support to Mutuelles Implementation at Administrative District Level.  The Recipient is expected to provide TA, training and other support as indicated to expand membership in and improve functioning of district-level mutelles.  The key point of entry is expected to be the HD in close collaboration with appropriate AD personnel (e.g. CDCENTERS Health Coordinator).  The Recipient would interact closely with all stakeholders to solicit input and experience.  
Illustrative activities to support such expansion might include, but not be limited to:

· Conduct of focus groups on the concepts of "ability to pay" and of "willingness to pay" for various integrated health services.

· Regular participatory review of subscription premiums in relation to costs of services, including incentives to join (eg., ITN distribution to promote membership).
· Support to AD-led community sensitization and marketing of membership benefits.
· Strengthening of Mutuelle systems for promoting membership renewals.
· Development of models for relationships between mutuelles and microfinance institutions, including the Banque Populaire.

· Periodic training for mutuelle boards (including representatives from Health Centers and the AD).

· Assistance to mutuelles in information sharing/communication with membership.

· Differential analyses of benefits packages/products (e.g., a two or three tiered scheme which increases benefits from silver to gold to platinum levels – more likely in urban scheme – extended ceilings of expenditure, extended benefits etc)
· Operations research on potential models for flexible conditions of membership – e.g. lower annual membership premium but higher copayment on utilization of services.
· Analysis of costing of mutuelle usage.

C.3.7.4  Illustrative Community Engagement Milestones.  Illustrative milestones on which the Recipient may report include, but are not limited to the following.
· Number of health centers for which there are effective mechanisms for communities to provide input on quality to health centers.

· Number of communities (ref. Figure 1, term used to cover the population in the catchment area of a health facility) collecting health data at least twice/year.

· Number of health centers which support condom CBD programs , and number of condoms distributed.

· Number of health centers which support oral contraceptives (OC) CBD, and number of continuing OC acceptors served by CBD.

· Number of health centers which support ITN CBD.

· Number of health centers in target districts with functioning mutuelles.

· Percent of functioning mutuelles in target districts that enroll more than 50% of the catchment population of a given health center. 

· Percent of functioning mutuelles in target districts that had zero fiscal deficit at the end of the last year.

C.4.  PROGRAM MANAGEMENT 



C.4.1  Substantial Involvement
USAID shall be substantially involved during the performance of this Agreement in the following areas:

(i)
Approval of annual work plans.

(ii) Approval of specified key personnel.  
(iii) Approval of monitoring and evaluation plans. 

(iv) Collaborative involvement in final selection and/or proposed changes in target districts and in phasing of work in target districts.
(v) Concur on the selection of subaward recipients and/or the substantive provisions of the subawards. 



C.4.2  Roles and Relationships
The Recipient is expected to work closely with the key Rwandan, American, and international partners of USAID to assure that all activities are collaboratively programmed. 

As elaborated in the Integrated Strategic Plan that is recommended reading for this Program, USAID values its established partnership with the GOR and will maintain and strengthen this partnership in coming years.  In accordance with USAID protocols and subsequent to USAID introductions in its technical domains and target districts, the Recipient is expected to coordinate closely with agencies of the GOR and members of relevant TWGs, including NGOs, international organizations, CBOs, FBOs, and other partners (Recipients/grantees) receiving USAID funds from, or otherwise collaborating with, the SO6 and SO5 teams.  The Recipient will be encouraged to work closely with these organizations to assure improved coordination of Rwandan, American, and international partners in delivery of resources, and program-related monitoring and evaluation of impact.

Coordination and decision making regarding ongoing implementation of the USAID-financed activities will be assured through a consultative process that will involve a Project Committee.    USAID will collaborate with MINISANTE and MINALOC to establish the Project Committee prior to the Recipient’s arrival, but the Recipient will be expected to participate and serve as rapporteur once in country.  USAID and the national-level Project Committee may collaborate to establish project committees at the district level, as necessary, to accelerate implementation.  The core Project Committee is expected to consist of members of the USAID core HPN team plus representatives of relevant departments of MINSANTE, MINALOC, and MINECOFIN.  The expanded Project Committee, in addition to the core Project Committee, will include representatives from MIGEPROF, MIFOTRA, CNLS, Ministry of Education, and other key partners.  The Project Committee will be co-chaired by USAID and the GOR.  The expanded Project Committee will meet quarterly and will provide a broad-based forum for consultation and input as the program progresses, to assure that USAID maintains its core values of customer service and participation throughout the life-of-plan. The core Project Committee, however, may meet more frequently if USAID or MINISANTE or MINALOC finds it necessary.

The Recipient will also be encouraged to work closely with USAID and the key Rwandan and international implementing agencies to assure that all activities are collaboratively programmed as part of an expanded team mode of operation.   Over the past five years, USAID has held periodic meetings of implementing partners to foster the exchange of ideas and to discuss and coordinate activities.   Participants have included all implementing partners getting direct USAID funding (Field Support and/or bilateral).   USAID plans to regularize and formalize this forum under the new strategy.  The current plan is to hold monthly meetings, which would eventually be under a rotating chair and held at different partners' offices.  As the group coalesces, it will also prepare and distribute minutes to record joint decisions; again, USAID proposes to serve as the initial Secretariat, but would hope to pass this role along as the forum matures.  USAID intends that the partner forum will serve as an effective means of integrating plans and activities to assure the integration necessary to achieve results becomes a reality.

The extended team mechanism should lead to a much more coordinated approach to health and decentralization sector resource transfers, and should help ensure that the best ideas are brought to the table and that activities are conducted in a cost-effective manner.  Technical and operational coordination of activities is expected to create a cohesive environment and program while reducing the burden imposed on Rwandan counterparts. 



C.4.3 Annual Workplan
In addition to the coordination meetings and collaboration described in C.4.2 above, all implementing partners will collaborate in the target ADs’ and HDs’ annual integrated planning, implementation and monitoring processes to assure that local level participation in services and systems is maximized.   The Recipient is expected to collaborate closely with other USAID-financed partners, USG-financed Emergency Plan partners, other donors, GOR line ministries, local government representatives, and other stakeholders to assure that such plans and budgets incorporate elements necessary to smooth program implementation. 

The Recipient will be required to develop:  an Inception Period Workplan within 90 days of arrival in Rwanda and Annual Workplans for each CA year thereafter.     

Applicants should include Indicative Five Year Workplans in their proposals.   The Indicative Five Year Workplans should reflect the Recipient's objectives and targets for the year and outline a preliminary schedule for implementation.  The Indicative Five Year Workplan should include detail on the Recipient's estimated level of effort, commodities to be procured, and thus budgets, for long and short-term personnel to achieve proposed targets.

The successful Recipient will be encouraged to assure that the USAID-specific plans and budgets reflect USAID's management and technical principals and that the plans are i) well coordinated and mutually reinforcing with those of other USAID SO6 implementing partners; ii) explicitly linked to achievement of USAID's IRs; and iii) prepared in a timely manner.   

Recipients should assure that all research or data collection activities under the program are undertaken in collaboration and/or consultation with the GOR.  In this regard, Recipients will utilize existing resources of collaborating partners, including libraries, documentation centers, and field personnel, to the extent practicable in the collection and collation of selected datasets, as opposed to generating parallel data and/or hiring separate staff.  Recipients should collaborate closely with USAID and the extended SO6 team to assure compatibility of efforts and to avoid possible redundancies.

USAID encourages broad PVO/NGO and private sector networking and collaboration in all activity undertakings.  Recipients should participate in periodic seminars and conferences to share and disseminate experiences among key actors in Rwanda, in the public, private, and parastatal communities.  



C.4.4  Designation of Key Positions and Personnel
Based on: (A) an understanding of the issues/problems and the challenges and opportunities of increasing use of community health services in Rwanda, with specific attention to the three technical domains of FP/RH, and CS/Malaria/Nutrition, and (B) the tasks and intermediate results and Recipient-proposed targets to be accomplished on a specific time-line; the recipient's proposal must define technical qualifications and experience, and position descriptions for any key positions and personnel that they propose.   The Key Personnel candidates' abilities to communicate in English and French are a key factor used by the Technical Evaluation Committee in evaluating candidate suitability. 

Recipients should include a discussion of proposed corporate headquarters supervision, support, and quality control efforts under the CA.   Any direct level of effort attributable to headquarters activities is expected to be focused primarily on that required for sourcing information and technical expertise to support the field team.    

The Chief of Party/Country Representative shall be authorized to represent the recipient in all matters pertaining to the execution of the Program Description with the possible exception of CA amendments, for which authority shall be delegated at the discretion of the recipient.  The Chief of Party/Country Representative will serve as the Recipient's Representative in Rwanda for the purposes of the CA.   The Chief of Party/Country Representative shall receive technical direction from the USAID Cognizant Technical Officer (CTO) or his/her designee, only.



C.4.5  Monitoring Results
Recipients must provide comprehensive plans for monitoring, evaluating, and reporting (MER) on achievements and impact.

Specific data required are of two types:  i) those that report on progress toward Recipient-proposed milestones and targets under the CA; and ii) those to measure USAID’s SO5 and SO6 indicators and USAID/Washington’s Standard Performance Measures in USAID Annual Reports.    

The first type of data should include reporting on the Recipient’s contribution toward a selected number of milestones and targets toward which the Recipient is working.  Illustrative milestones are included in each component description in section C.3.4 – C.3.9 above.  Those chosen by the Recipient to gauge its progress, and establishment of timing and/or coverage targets related to each, shall be elaborated in the Recipient proposal and verified/revised as part of Inception Plan development.  

The second set of data would include reporting against the SO6 and selected SO5 and anti-corruption indicators as refined in consultation between USAID and the Recipient.  Preliminary indicators are provided below.  These will be refined as the ISP is rolled out, and will be subject to consultation with the Recipient during preparation of the Recipient’s Inception Plan.  The Recipient shall provide USAID the requisite data for USAID’s Annual Reports no later 15 October each year, for the preceding US fiscal year. 

For USAID/Rwanda’s SO5:

Preliminary indicators follow.  These will be refined during FY 2005 through mutual consultation.  

SO Level Indicators 


IND 5.1 Citizen confidence in government processes increased  (will work on definition to include “citizens responding yes to 4 questions” -to be defined- in the opinion survey)

IND 5.2 Citizen engagement with government increased at all levels in target districts
(will work on definition to include “citizens responding yes to 4 questions” -to be defined- in the opinion survey)

NOTE:  USAID has contributed to the conduct of three Opinion Surveys by the National Unity and Reconciliation Commission (NURC) over the past few years which are posted on the website associated with this procurement.   USAID intends to continue to support the conduct of similar surveys by NURC in the future.  USAID may request that the Recipient provide support to the NURC for similar surveys in the future, as part of the overall monitoring, evaluation, and reporting rubric of this CA.    

IR 5.1 Reinforced capacity for implementation of decentralized policy in target districts (shared with SO6 IR6.1 indicators)

IND 5.1.1  Percentage of district plans and budgets that reflect recurrent costs for health services

IND 5.1.2  Percentage of district plans and budgets documented to reflect citizen input (will work on definition)

IND 5.1.3  Number of media stories covering issues of increased public accountability, citizen participation and community partnerships. 
For USAID/Rwanda’s SO6:
Preliminary indicators that do not relate to the required Emergency Plan - HIV/AIDS reporting follow.  (It is assumed that the Emergency Plan indicators and reporting requirements will continue to be developed and reported on a separate track.).  These may be refined during FY 2005 through mutual consultation.  

SO Level Indicators 


IND 6.1 Contraceptive prevalence rate (CPR) in target districts
IND 6.2 Percentage of children who have received DPT3 in target districts.
I.R. 6.1 (Sustainability) Reinforced capacity for implementation of the decentralization policy in target districts. (these two indicators are shared with SO5 I.R 5.1)

IND 6.1.1   Percentage of district plans and budgets that reflect recurrent costs for health services

IND 6.1.2   Percentage of district plans and budgets documented to reflect citizen input

I.R. 6.2 (Access) Increased access to selected essential health commodities and community health services 

IND 6.2.2 Percentage of households with ITNs

I.R. 6.3 (Quality) Improved quality of community health services

6.3.1 Number of facilities (health center level) providing the Minimum Package of Activities (MPA) according to national norms and standards in USAID PHN target districts.  

I.R. 6.4 (Demand) Improved community level responses to health issues (HIV/AIDS/FP/CS Malaria)

IND 6.4.2 Number of communities that have sustained CBD of at least three commodities for more than 24 months.  

* * * *

The Recipient will be expected to undertake data collection and verification strategies that ensure reliability and accuracy of progress toward expected accomplishments.  In all cases the Recipient is strongly encouraged to collaborate in monitoring efforts with GOR and other donor/partner colleagues, to assure that monitoring and evaluation systems are as cost-effective as possible.  The methodologies for collection and actual data collected under the CA may need to be harmonized for ease of aggregation for USAID's reporting needs.  The Recipient is encouraged to work with USAID and its SO6 and other partners, as necessary to USAID management and reporting, to assure all data it is collecting and providing use USAID’s harmonized systems.  Such harmonized systems are essential if data collected by different partners in different districts/provinces is to be aggregated for USAID reporting purposes.  

C.4.6  Quarterly and Annual Reports

The Recipient shall submit to USAID/Rwanda ten (10) copies in English and ten (10) copies in French of the following reports.


C.4.6.1  Quarterly Progress Reports.  Not later than two weeks following the close of each quarter, the Recipient will prepare and submit to USAID quarterly reports.  This report will summarize progress in relation to agreed upon milestones contained in the Annual Workplan, and will specify any problems encountered and indicate resolutions or proposed corrective actions.  For each action, the Recipient will designate responsible parties and establish a timeframe for completion.  The report will list activities proposed for the next trimester, noting where they deviate from the approved Annual Plan.   

Until all Recipient-procured commodities are received and installed, the quarterly report will include an update on the procurement plan.  The update should inform on tenders in preparation, tenders out for bid, awards, shipment, carrier name, and expected arrival date of commodities.


C.4.6.2  Annual Reports.  Not later than 30 days following the end of each year of the CA, the Recipient will submit an annual report covering activities of the previous CA year.  These reports will provide a succinct presentation of Recipient achievement of results, milestones and targets in the previous year, with supporting discussion as warranted, including as necessary to explain any shortfalls.  These reports will summarize progress, provide an analysis of impact based on activities completed or in progress, and suggest resolution of any outstanding issues.  

C.4.7 Consultant Reports 

The Recipient shall additionally provide USAID Rwanda with five (5) copies of the products -- studies, trip reports, curriculum developed -- of all short-term consultants under the contract within 30 days of completion of the consultancy.   In general, reports shall be in English or French, with translations to be made at the request of USAID.  Where a report or document is more appropriately developed in Kinyarwanda – e.g. a training manual for local leaders – USAID may at its option request an English-language abstract.

C.4.8  Continuing Application:
 During the first phase of the activity, the Recipient shall proceed with the first 24 months of a five-year Implementation Plan.  Thereafter, the Recipient shall perform in accordance with a non-competing Continuation Application, submitted, reviewed, and approved as follows:
At a due date exactly 18 months after the signature of the Cooperative Agreement award, the Recipient shall conduct an oral presentation and submit a non-competing Continuation Application consisting of (1) a report of progress/achievements and expenditures incurred during the previous period, and (2) a budget proposal to support the costs expected to be incurred during the continuation phase of the activity.
USAID/Rwanda will review the Continuation Application according to formal or informal procedures that USAID/Rwanda will establish.  Funding for the subsequent phase of the agreement is contingent upon successful performance and attainment of the specific results proposed by the Recipient for the first phase in the annual workplans.  Findings and comments of the USAID/Rwanda Performance Monitoring Plan and program evaluation will be taken into consideration. The results of this review will also determine what activities will be undertaken during the second phase.  USAID/Rwanda will advise the Recipient of the results of the review no later than 60 days prior to the end of the twenty-four months.  If funds are available and the program is approved for the second phase, the Cooperating Agency will be advised by written modification of the Cooperative Agreement that it is authorized to continue performance for another 36 months and of the level of funding available for that purpose. 
                          SECTION D

           U.S. AGENCY FOR INTERNATIONAL DEVELOPMENT

   CERTIFICATIONS, ASSURANCES, AND OTHER STATEMENTS OF RECIPIENT [1][2]

  PART I - CERTIFICATIONS AND ASSURANCES

   1.  ASSURANCE OF COMPLIANCE WITH LAWS AND REGULATIONS GOVERNING NON-DISCRIMINATION IN FEDERALLY ASSISTED PROGRAMS

     (a)   The recipient hereby assures that no person in the United States shall, on the bases set forth below, be excluded from participation in, be denied the benefits of, or be otherwise subjected to discrimination under, any program or activity receiving financial assistance from USAID, and that with respect to the grant for which application is being made, it will comply with the requirements of:

       (1)  Title VI of the Civil Rights Act of 1964 (Pub. L. 88-352, 42 U.S.C. 2000-d), which prohibits discrimination on the basis of race, color or national origin, in programs and activities receiving Federal financial assistance;

       (2)  Section 504 of the Rehabilitation Act of 1973 (29 U.S.C. 794), which prohibits discrimination on the basis of handicap in programs and activities receiving Federal financial assistance;

       (3)  The Age Discrimination Act of 1975, as amended (Pub. L. 95-478), which prohibits discrimination based on age in the delivery of services and benefits supported with Federal funds;

       (4)  Title IX of the Education Amendments of 1972 (20 U.S.C. 1681, et seq.), which prohibits discrimination on the basis of sex in education programs and activities receiving Federal financial assistance (whether or not the programs or activities are offered or sponsored by an educational institution); and

       (5)  USAID regulations implementing the above nondiscrimination laws, set forth in Chapter II of Title 22 of the Code of Federal Regulations.

     (b)  If the recipient is an institution of higher education, the Assurances given herein extend to admission practices and to all other practices relating to the treatment of students or clients of the institution, or relating to the opportunity to participate in the provision of services or other benefits to such individuals, and shall be applicable to the entire institution unless the recipient establishes to the satisfaction of the USAID Administrator that the institution's practices in designated parts or programs of the institution will in no way affect its practices in the program of the institution for which financial assistance is sought, or the beneficiaries of, or participants in, such programs.

     (c)  This assurance is given in consideration of and for the purpose of obtaining any and all Federal grants, loans, contracts, property, discounts, or other Federal financial assistance extended after the date hereof to the recipient by the Agency, including installment payments after such date on account of applications for Federal financial assistance which were approved before such date.  The recipient recognizes and agrees that such Federal financial assistance will be extended in reliance on the representations and agreements made in this Assurance, and that the United States shall have the right to seek judicial enforcement of this Assurance.  This Assurance is binding on the recipient, its successors, transferees, and assignees, and the person or persons whose signatures appear below are authorized to sign this Assurance on behalf of the recipient.

   2.  CERTIFICATION REGARDING DRUG-FREE WORKPLACE REQUIREMENTS

     (a)   Instructions for Certification

       (1)  By signing and/or submitting this application or grant, the recipient is providing the certification set out below.

       (2)  The certification set out below is a material representation of fact upon which reliance was placed when the agency determined to award the grant.  If it is later determined that the recipient knowingly rendered a false certification,  or  otherwise violates the requirements of the Drug-Free Workplace Act, the agency, in addition to any other remedies available to the Federal Government, may take action authorized under the Drug-Free Workplace Act.

       (3)  For recipients other than individuals, Alternate I applies.

       (4)  For recipients who are individuals, Alternate II applies.

     (b)  Certification Regarding Drug-Free Workplace Requirements

     Alternate I

       (1)  The recipient certifies that it will provide a drug-free workplace by:

         (A)  Publishing a statement notifying employees that the unlawful manufacture, distribution, dispensing, possession or use of a controlled substance is prohibited in the applicant's/grantee's workplace and specifying the actions that will be taken against employees for violation of such prohibition;

     (B)  Establishing a drug-free awareness program to inform employees about--

           1.  The dangers of drug abuse in the workplace;

           2.  The recipient's policy of maintaining a drug-free workplace;

           3.  Any available drug counseling, rehabilitation, and employee assistance programs; and

           4.  The penalties that may be imposed upon employees for drug abuse violations occurring in the workplace;

         (C)  Making it a requirement that each employee to be engaged in the performance of the grant be given a copy of the statement required by paragraph (b)(1)(A);

     (D)  Notifying the employee in the statement required by paragraph (b)(1)(A) that, as a condition of employment under the grant, the employee will--

           1.  Abide by the terms of the statement; and

           2.  Notify the employer of any criminal drug statute conviction for a violation occurring in the workplace no later than five days after such conviction;

     (E)  Notifying the agency within ten days after receiving notice under subparagraph (b)(1)(D)1, from an employee or otherwise receiving actual notice of such conviction;

     (F)  Taking one of the following actions, within 30 days of receiving notice under subparagraph (b)(1)(D)2., with respect to any employee who is so convicted--

       1.  Taking appropriate personnel action against such an employee, up to and including termination; or

       2.  Requiring such employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for such purposes by a Federal, State, or local health, law enforcement, or other appropriate agency;

     (G)  Making a good faith effort to continue to maintain a drug- free workplace through implementation of paragraphs (b)(1)(A), (b)(1)(B), (b)(1)(C), (b)(1)(D), (b)(1)(E) and (b)(1)(F).

     (2)   The recipient shall insert in the space provided below the site(s) for the performance of work done in connection with the specific grant:

     Place of Performance (Street address, city, county, state, zip code)

     ________________________________________________________________

     ________________________________________________________________

     ________________________________________________________________

     ________________________________________________________________

     Alternate II

 The recipient certifies that, as a condition of the grant, he or she will not engage in the unlawful manufacture, distribution, dispensing, possession or use of a controlled substance in conducting any activity with the grant.

   3.  CERTIFICATION REGARDING DEBARMENT, SUSPENSION, AND OTHER RESPONSIBILITY MATTERS -- PRIMARY COVERED TRANSACTIONS [3]

     (a)   Instructions for Certification

       1.  By signing and submitting this proposal, the prospective primary participant is providing the certification set out below.

       2.  The inability of a person to provide the certification required below will not necessarily result in denial of participation in this covered transaction.  The prospective participant shall submit an explanation of why it cannot provide the certification set out below. The certification or explanation will be considered in connection with the department or agency's determination whether to enter into this transaction.  However, failure of the prospective primary participant to furnish a certification or an explanation shall disqualify such person from participation in this transaction.

       3.  The certification in this clause is a material representation of fact upon which reliance was placed when the department or agency determined to enter into this transaction.  If it is later determined that the prospective primary participant knowingly rendered an erroneous certification, in addition to other remedies available to the Federal Government, the department or agency may terminate this transaction for cause or default.

       4.  The prospective primary participant shall provide immediate written notice to the department or agency to whom this proposal is submitted if at any time the prospective primary participant learns that its certification was erroneous when submitted or has become erroneous by reason of changed circumstances.

       5.  The terms "covered transaction," "debarred," "suspended," "ineligible," lower tier covered transaction," "participant," "person," "primary covered transaction," "principal," "proposal," and "voluntarily excluded," as used in this clause, have the meaning set out in the Definitions and Coverage sections of the rules implementing Executive Order 12549. [4]  You may contact the department or agency to which this proposal is being submitted for assistance in obtaining a copy of those regulations.

       6.  The prospective primary participant agrees by submitting this proposal that, should the proposed covered transaction be entered into, it shall not knowingly enter into any lower tier covered transaction with a person who is debarred, suspended, declared ineligible, or voluntarily excluded from participation in this covered transaction, unless authorized by the department or agency entering into this transaction.

       7.  The prospective primary participant further agrees by submitting this proposal that it will include the clause titled "Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion--Lower Tier Covered Transaction," [5] provided by the department or agency entering into this covered transaction, without modification, in all lower tier covered transactions and in all solicitations for lower tier covered transactions.

       8.  A participant in a covered transaction may rely upon a certification of a prospective participant in a lower tier covered transaction that it is not debarred, suspended, ineligible, or voluntarily excluded from the covered transaction, unless it knows that the certification is erroneous.  A participant may decide the methods and frequency by which it determines the eligibility of its principals. Each participant may, but is not required to, check the Nonprocurement List.

       9.  Nothing contained in the foregoing shall be construed to require establishment of a system of records in order to render in good faith the certification required by this clause.  The knowledge and information of a participant is not required to exceed that which is normally possessed by a prudent person in the ordinary course of business dealing.

       10.  Except for transactions authorized under paragraph 6 of these instructions, if a participant in a covered transaction knowingly enters into a lower tier covered transaction with a person who is suspended, debarred, ineligible, or voluntarily excluded from participation in this transaction, in addition to other remedies available to the Federal Government, the department or agency may terminate this transaction for cause or default.

     (b)  Certification Regarding Debarment, Suspension, and Other Responsibility Matters--Primary Covered Transactions

       (1)  The prospective primary participant certifies to the best of its knowledge and belief, the it and its principals:

         (A)   Are not presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from covered transactions by any Federal department or agency;

         (B)  Have not within a three-year period preceding this proposal been convicted of or had a civil judgment rendered against them for commission of fraud or a criminal offense in connection with obtaining, attempting to obtain, or performing a public (Federal, State or local) transaction or contract under a public transaction; violation of Federal or State antitrust statutes or commission of embezzlement, theft, forgery, bribery, falsification or destruction of records, making false statements, or receiving stolen property;

     (C)  Are not presently indicted for or otherwise criminally or civilly charged by a governmental entity (Federal, State or local) with commission of any of the offenses enumerated in paragraph (1)(B) of this certification;

     (D)  Have not within a three-year period proceeding this application/proposal had one or more public transactions (Federal, State or local) terminated for cause or default.

     (2)  Where the prospective primary participant is unable to certify to any of the statements in this certification, such prospective participant shall attach an explanation to this proposal.

   4.  CERTIFICATION REGARDING LOBBYING

 The undersigned certifies, to the best of his or her knowledge and belief, that:

   (1)  No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, to any person for influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant, the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal, amendment or modification of any Federal contract, grant, loan, or cooperative agreement.

   (2)  If any funds other than Federal appropriated funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall complete and submit Standard Form-LLL, "Disclosure of Lobbying Activities," in accordance with its instructions.

   (3)  The undersigned shall require that the language of this certification be included in the award documents for all subawards at all tiers (including subcontracts, subgrants, and contracts under grants, loans, and cooperative agreements) and that all subrecipients shall certify and disclose accordingly.

 This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into. Submission of this certification is a prerequisite for making or entering into this transaction imposed by section 1352, title 31, United States Code.  Any person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure.

 Statement for Loan Guarantees and Loan Insurance

 The undersigned states, to the best of his or her knowledge and belief, that:  If any funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with this commitment providing for the United States to insure or guarantee a loan, the undersigned shall complete and submit Standard Form-LLL, "Disclosure Form to Report Lobbying," in accordance with its instructions. Submission of this statement is a prerequisite for making or entering into this transaction imposed by section 1352, title 31, U.S. Code. Any person who fails to file the required statement shall be subject to a civil penalty of not less than $10,000 and not more than $100,000 for each such failure.

   5.  PROHIBITION ON ASSISTANCE TO DRUG TRAFFICKERS FOR COVERED COUNTRIES AND INDIVIDUALS (ADS 206)

 USAID reserves the right to terminate this [Agreement/Contract], to demand a refund or take other appropriate measures if the [Grantee/ Contractor] is found to have been convicted of a narcotics offense or to have been engaged in drug trafficking as defined in 22 CFR Part 140. The undersigned shall review USAID ADS 206 to determine if any certification are required for Key Individuals or Covered Participants.

 If there are COVERED PARTICIPANTS: USAID reserves the right to terminate assistance to, or take or take other appropriate measures with respect to, any participant approved by USAID who is found to have been convicted of a narcotics offense or to have been engaged in drug trafficking as  defined in 22 CFR Part 140.

 The recipient has reviewed and is familiar with the proposed grant format and the applicable regulations, and takes exception to the following (use a continuation page as necessary):

 ______________________________________________________________________

 ______________________________________________________________________

 ______________________________________________________________________

 ______________________________________________________________________

 ______________________________________________________________________

 Solicitation No. ________________________________

 Application/Proposal No. ______________________________

 Date of Application/Proposal __________________________

 Name of Recipient _______________________________

 Typed Name and Title ___________________________________

                      ___________________________________

 Signature _________________________________________ Date _______________

      [1]  FORMATS\GRNTCERT:  Rev. 06/16/97 (ADS 303.6, E303.5.6a) [2]  When these Certifications, Assurances, and Other Statements of Recipient are used for cooperative agreements, the term "Grant" means "Cooperative Agreement". [3]  The recipient must obtain from each identified subgrantee and (sub)contractor, and submit with its application/proposal, the Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion -- Lower Tier Transactions, set forth in Attachment A hereto.  The recipient should reproduce additional copies as necessary. [4]  See ADS Chapter E303.5.6a, 22 CFR 208, Annex1, App A. [5]  For USAID, this clause is entitled "Debarment, Suspension, Ineligibility, and Voluntary Exclusion (March 1989)" and is set forth in the grant standard provision entitled "Debarment, Suspension, and Related Matters" if the recipient is a U.S. nongovernmental organization, or in the grant standard provision entitled "Debarment, Suspension, and Other Responsibility Matters" if the recipient is a non-U.S. nongovernmental organization.

  PART II - OTHER STATEMENTS OF RECIPIENT

   1.  AUTHORIZED INDIVIDUALS

 The recipient represents that the following persons are authorized to negotiate on its behalf with the Government and to bind the recipient in connection with this application or grant:

          Name               Title               Telephone No.      Facsimile No.

   ______________________________________________________________________________

   ______________________________________________________________________________

   ______________________________________________________________________________

   2.  TAXPAYER IDENTIFICATION NUMBER (TIN)

 If the recipient is a U.S. organization, or a foreign organization which has income effectively connected with the conduct of activities in the U.S. or has an office or a place of business or a fiscal paying agent in the U.S., please indicate the recipient's TIN:

 TIN: ________________________________

   3.  CONTRACTOR IDENTIFICATION NUMBER - DATA UNIVERSAL NUMBERING SYSTEM (DUNS) NUMBER

     (a)  In the space provided at the end of this provision, the recipient should supply the Data Universal Numbering System (DUNS) number applicable to that name and address.  Recipients should take care to report the number that identifies the recipient's name and address exactly as stated in the proposal.

     (b)  The DUNS is a 9-digit number assigned by Dun and Bradstreet Information Services.  If the recipient does not have a DUNS number, the recipient should call Dun and Bradstreet directly at 1-800-333-0505. A DUNS number will be provided immediately by telephone at no charge to the recipient.  The recipient should be prepared to provide the following information:

       (1) Recipient's name.

       (2) Recipient's address.

       (3) Recipient's telephone number.

       (4) Line of business.

       (5) Chief executive officer/key manager.

       (6) Date the organization was started.

       (7) Number of people employed by the recipient.

       (8) Company affiliation.

     (c)  Recipients located outside the United States may obtain the location and phone number of the local Dun and Bradstreet Information Services office from the Internet Home Page at http://www.dbisna.com/dbis/customer/custlist.htm. If an offeror is unable to locate a local service center, it may send an e-mail to Dun and Bradstreet at globalinfo@dbisma.com.

 The DUNS system is distinct from the Federal Taxpayer Identification Number (TIN) system.

 DUNS: ________________________________________

   4.  LETTER OF CREDIT (LOC) NUMBER

 If the recipient has an existing Letter of Credit (LOC) with USAID, please indicate the LOC number:

 LOC:  _________________________________________

   5.  PROCUREMENT INFORMATION

     (a)  Applicability.  This applies to the procurement of goods and services planned by the recipient (i.e., contracts, purchase orders, etc.) from a supplier of goods or services for the direct use or benefit of the recipient in conducting the program supported by the grant, and not to assistance provided by the recipient (i.e., a subgrant or subagreement) to a subgrantee or subrecipient in support of the subgrantee's or subrecipient's program.  Provision by the recipient of the requested information does not, in and of itself, constitute USAID approval.

     (b)  Amount of Procurement.  Please indicate the total estimated dollar amount of goods and services which the recipient plans to purchase under the grant:

      $__________________________

     (c) Nonexpendable Property.  If the recipient plans to purchase nonexpendable equipment which would require the approval of the Agreement Officer, please indicate below (using a continuation page, as necessary) the types, quantities of each, and estimated unit costs. Nonexpendable equipment for which the Agreement Officer's approval to purchase is required is any article of nonexpendable tangible personal property charged directly to the grant, having a useful life of more than one year and an acquisition cost of $5,000 or more per unit.

 TYPE/DESCRIPTION(Generic)             QUANTITY       ESTIMATED UNIT COST

     (d)  Source, Origin, and Componentry of Goods.  If the recipient plans to purchase any goods/commodities which are not of U.S. source and/or U.S. origin, please indicate below (using a continuation page, as necessary) the types and quantities of each, estimated unit costs of each, and probable source and/or origin.  "Source" means the country from which a commodity is shipped to the cooperating country or the cooperating country itself if the commodity is located therein at the time of purchase.  However, where a commodity is shipped from a free port or bonded warehouse in the form in which received therein, "source" means the country from which the commodity was shippedto the free port or bonded warehouse.  Any commodity whose source is a non-Free World country is ineligible for USAID financing.  The "origin" of a commodity is the country or area in which a commodity is mined, grown, or produced.  A commodity is produced when, through manufacturing, processing, or substantial and major assembling of components, a commercially recognized new commodity results, which is substantially different in basic characteristics or in purpose or utility from its components.  Merely packaging various items together for a particular procurement or relabeling items does not constitute production of a commodity.  Any commodity whose origin is a non-Free World country is ineligible for USAID financing.  "Components" are the goods which go directly into the production of a produced commodity. Any component from a non-Free World country makes the commodity ineligible for USAID financing.

 TYPE/DESCRIPTION   QUANTITY   ESTIMATED   GOODS        PROBABLE  GOODS        PROBABLE

   (Generic)                   UNIT COST   COMPONENTS   SOURCE    COMPONENTS   ORIGIN

     (e)  Restricted Goods.  If the recipient plans to purchase any restricted goods, please indicate below (using a continuation page, as necessary) the types and quantities of each, estimated unit costs of each, intended use, and probable source and/or origin.  Restricted goods are Agricultural Commodities, Motor Vehicles, Pharmaceuticals, Pesticides, Rubber Compounding Chemicals and Plasticizers, Used Equipment, U.S. Government-Owned Excess Property, and Fertilizer.

 TYPE/DESCRIPTION  QUANTITY  ESTIMATED  PROBABLE  PROBABLE  INTENDED USE

    (Generic)                UNIT COST   SOURCE    ORIGIN

     (f)  Supplier Nationality.  If the recipient plans to purchase any goods or services from suppliers of goods and services whose nationality is not in the U.S., please indicate below (using a continuation page, as necessary) the types and quantities of each good or service, estimated costs of each, probable nationality of each non-U.S. supplier of each good or service, and the rationale for purchasing from a non-U.S. supplier.  Any supplier whose nationality is a non-Free World country is ineligible for USAID financing.

 TYPE/DESCRIPTION   QUANTITY   ESTIMATED   PROBABLE SLUPPIER   NATIONALITY   RATIONALE

   (Generic)                   UNIT COST   (Non-US Only)                   for NON-US

     (g)  Proposed Disposition.  If the recipient plans to purchase any nonexpendable equipment with a unit acquisition cost of $5,000 or more, please indicate below (using a continuation page, as necessary) the proposed disposition of each such item.  Generally, the recipient may either retain the property for other uses and make compensation to USAID (computed by applying the percentage of federal participation in the cost of the original program to the current fair market value of the property), or sell the property and reimburse USAID an amount computed by applying to the sales proceeds the percentage of federal participation in the cost of the original program (except that the recipient may deduct from the federal share $500 or 10% of the proceeds, whichever is greater, for selling and handling expenses), or donate the property to a host country institution, or otherwise dispose of the property as instructed by USAID.

 TYPE/DESCRIPTION(Generic)   QUANTITY   ESTIMATED UNIT COST   PROPOSED   DISPOSITION

   6.  PAST PERFORMANCE REFERENCES

 On a continuation page, please provide a list of the ten most current U.S. Government and/or privately-funded contracts, grants, cooperative agreements, etc., and the name, address, and telephone number of the Contract/Agreement Officer or other contact person.

   7.  TYPE OF ORGANIZATION

 The recipient, by checking the applicable box, represents that -

     (a)  If the recipient is a U.S. entity, it operates as [  ] a corporation incorporated under the laws of the State of, [ ] an individual, [  ] a partnership, [  ] a nongovernmental nonprofit organization, [  ] a state or loc al governmental organization, [  ] a private college or university, [  ] a public college or university, [  ] an international organization, or [  ] a joint venture; or

     (b)  If the recipient is a non-U.S. entity, it operates as [  ] a corporation organized under the laws of _____________________________ (country), [  ] an individual, [  ] a partnership, [  ] a nongovernmental nonprofit organization, [  ] a nongovernmental educational institution, [ ] a governmental organization, [ ] an international organization, or [ ] a joint venture.

   8.  ESTIMATED COSTS OF COMMUNICATIONS PRODUCTS

 The following are the estimate(s) of the cost of each separate communications product (i.e., any printed material [other than non- color photocopy material], photographic services, or video production services) which is anticipated under the grant.  Each estimate must include all the costs associated with preparation and execution of the product.  Use a continuation page as necessary.



Attachment A

  CERTIFICATION REGARDING DEBARMENT, SUSPENSION, INELIGIBILITY AND
VOLUNTARY EXCLUSION
LOWER TIER COVERED TRANSACTIONS

   (a)  Instructions for Certification

     1.  By signing and submitting this proposal, the prospective lower tier participant is providing the certification set out below.

 
2.  The certification in this clause is a material representation of fact upon which reliance was placed when this transaction was entered into.  If it is later determined that the prospective lower tier participant knowingly rendered an erroneous certification, in addition to other remedies available to the Federal Government, the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.

 
3.
The prospective lower tier participant shall provide immediate written notice to the person to which this proposal is submitted if at any time the prospective lower tier participant learns that its certification was erroneous when submitted or has become erroneous by reason of changed circumstances.

 
4.
The terms "covered transaction," "debarred," "suspended," ineligible, "lower tier covered transaction," "participant," "person," "primary covered transaction," "principal," "proposal," and "voluntarily excluded," as used in this clause, has the meanings set out in the Definitions and Coverage sections of rules implementing Executive Order 12549. 1/ You may contact the person to which this proposal is submitted for assistance in obtaining a copy of those regulations.

 
5.
The prospective lower tier participant agrees by submitting this proposal that, should the proposed covered transaction be entered into, it shall not knowingly enter into any lower tier covered transaction with a person who is debarred, suspended, declared ineligible, or voluntarily excluded from participation in this covered transaction, unless authorized by the department or agency with which this transaction originated.

 
6.
The prospective lower tier participant further agrees by submitting this proposal that it will include this clause titled "Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion--Lower Tier covered Transaction," 2/ without modification, in all lower tier covered transactions and in all solicitations for lower tier covered transactions.

 
7.
A participant in a covered transaction may rely upon a certification of a prospective participant in a lower tier covered transaction that it is not debarred, suspended, ineligible, or voluntarily excluded from the covered transaction, unless it knows that the certification is erroneous.  A participant may decide the method and frequency by which it determines the eligibility of its principals. Each participant may, but is not required to, check the Non procurement List.

 
8.
Nothing contained in the foregoing shall be construed to require establishment of a system of records in order to render in good faith the certification required by this clause.  The knowledge and information of a participant is not required to exceed that which is normally possessed by a prudent person in the ordinary course of business dealings.

 
9.
Except for transactions authorized under paragraph 5 of these instructions, if a participant in a covered transaction knowingly enters into a lower tier covered transaction with a person who is suspended, debarred, ineligible, or voluntarily excluded from participation in this transaction, in addition to other remedies available to the Federal Government, the department or agency with which this transaction originated may pursue available remedies, including suspension and/or debarment.

   (b)  Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion--Lower Tier Covered Transactions

     (1)
 The prospective lower tier participant certifies, by submission of this proposal, that neither it nor its principals is presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction by any Federal department or agency.

 
(2)
Where the prospective lower tier participant is unable to certify to any of the statements in this certification, such prospective participant shall attach an explanation to this proposal.

 Solicitation No. _______________________________

 Application/Proposal No. ________________________________

 Date of Application/Proposal ____________________________

 Name of Applicant/Subgrantee ____________________________

 Typed Name and Title ____________________________________

                      ____________________________________

 Signature _______________________________________________

 1/
See ADS Chapter 303, 22 CFR 208.

 2/
For USAID, this clause is entitled "Debarment, Suspension, Ineligibility, and Voluntary Exclusion (March 1989)" and is set forth in the USAID grant standard provision for U.S. nongovernmental organizations entitled "Debarment, Suspension, and Related Matters" (see ADS Chapter 303), or in the USAID grant standard provision for non-U.S. nongovernmental organizations entitled "Debarment, Suspension, and Other Responsibility Matters" (see ADS Chapter 303).

  KEY INDIVIDUAL CERTIFICATION NARCOTICS OFFENSES
AND DRUG TRAFFICKING

 I hereby certify that within the last ten years:

   1. I have not been convicted of a violation of, or a conspiracy to violate, any law or regulation of the United States or any other country concerning narcotic or psychotropic drugs or other controlled substances.

   2. I am not and have not been an illicit trafficker in any such drug or controlled substance.

   3. I am not and have not been a knowing assistor, abettor, conspirator, or colluder with others in the illicit trafficking in any such drug or substance.

 Signature: ________________________

 Date: _____________________________

 Name: _____________________________

 Title/Position: ____________________________

 Organization: ______________________________

 Address: ___________________________________

          ___________________________________

 Date of Birth: ______________________________

 NOTICE:

   1. You are required to sign this Certification under the provisions of 22 CFR Part 140, Prohibition on Assistance to Drug Traffickers. These regulations were issued by the Department of State and require that certain key individuals of organizations must sign this Certification.

   2. If you make a false Certification you are subject to U.S. criminal prosecution under 18 U.S.C. 1001.

  PARTICIPANT CERTIFICATION NARCOTICS OFFENSES AND DRUG TRAFFICKING

   1. I hereby certify that within the last ten years:

     a. I have not been convicted of a violation of, or a conspiracy to violate, any law or regulation of the United States or any other country concerning narcotic or psychotropic drugs or other controlled substances.

     b. I am not and have not been an illicit trafficker in any such drug or controlled substance.

     c. I am not or have not been a knowing assistor, abettor, conspirator, or colluder with others in the illicit trafficking in any such drug or substance.

   2. I understand that USAID may terminate my training if it is determined that I engaged in the above conduct during the last ten years or during my USAID training.

 Signature: ___________________________________

 Name: ______________________________________

 Date: ______________________________________

 Address: ___________________________________

          ___________________________________

 Date of Birth: _____________________________

 NOTICE:

   1. You are required to sign this Certification under the provisions of 22 CFR Part 140,Prohibition on Assistance to Drug Traffickers. These regulations were issued by the Department of State and require that certain participants must sign this Certification.

   2. If you make a false Certification you are subject to U.S. criminal prosecution under 18 U.S.C. 1001.

      FORMATS\GRNTCERT: Rev. 06/16/97 (ADS 303.6, E303.5.6a) When these Certifications, Assurances, and Other Statements of Recipient are used for cooperative agreements, the term "Grant" means "Cooperative Agreement". The recipient must obtain from each identified subgrantee and (sub)contractor, and submit with its application/proposal, the Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion -- Lower Tier Transactions, set forth in Attachment A hereto.  The recipient should reproduce additional copies as necessary. See ADS Chapter E303.5.6a, 22 CFR 208, Annex1, App A. For USAID, this clause is entitled "Debarment, Suspension, Ineligibility, and Voluntary Exclusion (March 1989)" and is set forth in the grant standard provision entitled "Debarment, Suspension, and Related Matters" if the recipient is a U.S. nongovernmental organization, or in the grant standard provision entitled "Debarment, Suspension, and Other Responsibility Matters" if the recipient is a non-U.S. nongovernmental organization.

  CERTIFICATION REGARDING MATERIAL SUPPORT AND RESOURCES

 As a condition of entering into the referenced agreement, _____________________ hereby certifies that it has not provided and will not provide material support or resources to any individual or entity that it knows, or has reason to know, is an individual or entity that advocates, plans, sponsors, engages in, or has engaged in terrorist activity, including but not limited to the individuals and entities listed in the Annex to Executive Order 13224 and other such individuals and entities that may be later designated by the United States under any of the following authorities: § 219 of the Immigration and Nationality Act, as amended (8 U.S.C. § 1189), the International Emergency Economic Powers Act (50 U.S.C. § 1701 et seq.), the National Emergencies Act (50 U.S.C. § 1601 et seq.), or § 212(a)(3)(B) of the Immigration and Nationality Act, as amended by the USA Patriot Act of 2001, Pub. L. 107-56 (October 26, 2001)(8 U.S.C. §1182). _______________________ further certifies that it will not provide material support or resources to any individual or entity that it knows, or has reason to know, is acting as an agent for any individual or entity that advocates, plans, sponsors, engages in, or has engaged in, terrorist activity, or that has been so designated, or will immediately cease such support if an entity is so designated after the date of the referenced agreement.

 For purposes of this certification, "material support and resources" includes currency or other financial securities, financial services, lodging, training, safe houses, false documentation or identification, communications equipment, facilities, weapons, lethal substances, explosives, personnel, transportation, and other physical assets, except medicine or religious materials.

 For purposes of this certification, "engage in terrorist activity" shall have the same meaning as in section 212(a)(3)(B)(iv) of the Immigration and Nationality Act, as amended (8 U.S.C. § 1182(a)(3)(B) (iv)).

 For purposes of this certification, "entity" means a partnership, association, corporation, or other organization, group, or subgroup.

 This certification is an express term and condition of the agreement and any violation of it shall be grounds for unilateral termination of the agreement by USAID prior to the end of its term.

 Signature:  _______________________________

 Name:  __________________________________

 Date:  ___________________________________

 Address:  ________________________________

 NOTICE:

 If you make a false Certification you are subject to U.S. criminal prosecution under 18 U.S.C. 1001.
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AND BUDGET, SEND IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.





Public reporting burden for this collection of information is estimated to average 45 minutes per response, including





time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and





completing and reviewing the collection of information.  Send comments regarding the burden estimate or any other





aspect of this collection of information, including suggestions for reducing this burden, to the Office of Management





and Budget, Paperwork Reduction Project (0348-0043), Washington, DC 20503.





This is a standard form used by applicants as a required facesheet for preapplications and applications submitted for





Federal assistance.  It will be used by Federal agencies to obtain application certification that States which have





included in their process, have been given an opportunity to review the applicant's submission.





Item:





Entry:





Item:





Entry:





1. Self-explanatory.





12. List only the largest political entitles affected





(e.g., State, counties, cities).





2. Date application submitted to Federal agency (or





State if applicable) & applicant's control number





13. Self-explanatory.





(if applicable).





14. List the applicant's Congressional District and





3. State use only (if applicable)





any District(s) affected by the program or project.





4. If this application is to continue or revise an





15. Amount requested or to be contributed during the





existing award, enter present Federal identifier





first funding/budget period by each contributor.





number.  If for a new project, leave blank.





Value of in-kind contributions should be included





on appropriate lines as applicable.  If the action





5. Legal name of applicant, name of primary organi-





will result in a dollar change to an existing





zational unit which will undertake the assistance





award, indicate only the amount of the change.





activity, complete address of the applicant, and





For decreases, enclose the amounts in parentheses.





name and telephone number of the person to contact





If both basic and supplemental amounts are included,





on matters related to this application.





show breakdown on an attached sheet.  For multiple





program funding, use totals and show breakdown using





6. Enter Employer Identification Number (EIN) as





same categories as item 15.





assigned by the Internal Revenue Service.





16. Applicants should contact the State Single Point of





7. Enter the appropriate letter in the space provided.





Contact (SPOC) for Federal Executive Order 12372 to





determine whether the application is subject to the





8. Check appropriate box and enter appropriate letter(s)





State intergovernmental review process.





in the space(s) provided:





17. This qustion applies to the applicant organization,





-- 'New' means a new assistance award.





not the person who signs as the authroized repre-





sentative.  Categories of debt include delinquent





-- 'Continuation' means an extension for an





audit disallowances, loans and taxes.





additional funding/budget period for a project





with a projected completion date.





18. To be signed by the authorized representative





of the applicant.  A copy of the governing body's





-- 'Revision' means any change in the Federal





authorization for you to sign this application





Government's financial obligation or contingent





as official representative must be on file in the





liability from an existing obligation.





applicant's office.  (Certain Federal agencies





may require that this authorization be submitted





9. Name of Federal agency from which assistance is





as part of the application.)





being requested with this application.





10. Use the Catalog of Federal Domestic Assistance Number





and title of the program under which assistance is





requested.





11. Enter a brief descriptive title of the project.





If more than one program is involved, you should





append an explanation on a separate sheet.  If





appropriate (e.g., construction or real property





projects), attach a map showing project location.





For preapplications, use a separate sheet to rpovide





a summary description of this project.
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BUDGET INFORMATION - Non-Construction Programs





Grant Program





Catalog of Federal





Estimated Unobligated Funds





New or Revised Budget





Function





Domestic Assist-





or Activity





ance Number





Federal





Non-Federal





Federal





Non-Federal





Total





(a)





(b)





(c)





(d)





(e)





(f)





(g)





1.





-





2.





-





3.





-





4.





-





5.  Totals





Grant Program Function or Activity





Total





6. Object Class Categories





(1)





(2)





(3)





(4)





(5)





a. Personnel





b. Fringe Benefits





c. Travel





d. Equipment





e. Supplies





f. Contractual





g. Construction





h. Other





i. Total Direct Charges (Sum of 6a-6h)





j. Indirect Charges





k. TOTALS (Sum of 6i and 6j)





7. Program Income
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BUDGET INFORMATION - Non-Construction Programs (cont'd)





(a) Grant Program





(b) Applicant





(c) State





(d) Other Sources





(e) TOTALS





8.





9.





10.





11.





12. TOTAL (Sum of lines 8-11)





Total Amt 1st Year





1st Quarter





2nd Quarter





3rd Quarter





4th Quarter





13. Federal





14. Non-Federal





15. TOTAL (Sum of lines 13 and 14)





FUTURE FUNDING PERIODS (Years)





(a) Grant Program





(b) First





(c) Second





(d) Third





(e) Fourth





16.





17.





18.





19.





20. TOTAL (Sum of lines 16-19)





21. Direct Charges:





22. Indirect Charges:





23. Remarks:
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INSTRUCTION FOR THE SF424A





PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT





AND BUDGET, SEND IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.





Public reporting burden for this collection of information is estimated to average 180 minutes per response, including





time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and





completing and reviewing the collection of information.  Send comments regarding the burden estimate or any other





aspect of this collection of information, including suggestions for reducing this burden, to the Office of Management





and Budget, Paperwork Reduction Project (0348-0044), Washington, DC 20503.





General Instructions





in Column (5), Line 6k, should be the same as the total amount shown





in Section A, Column (g), Line 5.  For supplemental grants and changes





This form is designed so that application can be made for funds from





to grants, the total amount of the increase or decrease as shown in





one or more grant programs.  In preparing the budget, adhere to any





Column (1) - (4), Line 6k should be the same as the sum of the amounts





existing Federal grantor agency guidelines which prescribe how and





in Section A, Columns (e) and (f) on Line 5.





whether budgeted amounts should be separately shown for different





functions or activities within the program.  For some programs,





Line 7 - Enter the estimated amount of income, if any, expected to





grantor agencies may require a breakdown by function or activity.





be generated from this project.  Do not add or subtract this amount





Sections A, B, C, and D should include budget estimates for the whole





from the total project amount.  Show under the program narrative





project except when applying for assistance which requires Federal





statement the nature and source of income.  The estimated amount of





authorization in annual or other funding period increments.  In the





program income may be considered by the Federal grantor agency in





latter case, Sections A, B, C, and D should provide the budget for





determining the total amount of the grant.





the first budget period (usually a year) and Section E should present





the need for Federal assistance in the subsequent budget periods.





Section C. Non-Federal Resources





All applications should contain a breakdown by the object class





categories shown in Lines a - k of Section B.





Lines 8-11  Enter amounts of non-Federal resources that will be used





on the grant.  If in-kind contributions are included, provide a brief





Section A, Budget Summary Lines 1-4 Columns (a) and (b)





explanation on a separate sheet.





For applications pertaining to a single Federal grant program (Federal





Column (a) - Enter the program titles identical to Column (a),





activity breakdown, enter on Line 1 under Column (a) the catalog





Section A.  A breakdown by function or activity is not necessary





program title and the catalog number in Column (b).





Column (b) - Enter the amount of the State's cash and in-kind





For applications pertaining to a single program requiring budget





contribution if the applicant is not a State or State agency.





amounts by multiple functions or activities, enter the name of each





activity or function on each line in Column (a), and enter the catalog





Column (c) - Enter the amount of the State's cash and in-kind





number in Column (b).  For applications pertaining to multiple





contribution if the applicant is not a State or State agency.





programs where none of the programs require a breakdown by function





Applicants which are a State or State agencies should leave





or activity, enter the catalog program title on each line in Column





this column blank.





(a) and the respective catalog number on each line in Column (b).





Column (d) - Enter the amount of cash and in-kind contributions





For applications pertaining to multiple programs where one or more





to be made from all other sources





programs require a breakdown by function or activity, prepare a





separate sheet for each program requiring the breakdown.  Additional





Column (e) Enter total of columns (b), (c) and (d).





sheets should be used when one form does not provide adequate space





for all breakdown of data required.  However, when more than one sheet





Line 12 - Enter the total for each of Columns (b)-(e).  The amount in





is used, the first page should always provide the summary totals by





Column (c) should be equal to the amount on Line 5, Column (f),





programs.





Section A.





Lines 1-4 Columns (c) through (g)





Section D.  Forecasted Cash Needs





For new applications, leave Columns (c) and (d) blank.  For each line





Line 13 - Enter the amount of cash needed by quarter from the grantor





entry in Columns (a) and (b), enter in Columns (e), (f), and (g) the





agency during the first year.





appropriate amounts of funds needed to support the project for the





first funding period (usually a year).





Line 14 - Enter the amount of cash from all other sources needed by





quarter during the first year.





For continuing grant program applications, submit these forms before





the end of each funding period as required by the grantor agency.





Line 15 - Enter the totals of amounts on Lines 13 and 14.





Enter in Columns (c) and (d) the estimated amounts of funds which will





remain unobligated at the end of the grant funding period only if the





Section E.  Budget Estimates of Federal Funds Needed for Balance of





Federal grantor agency instructions provide for this.  Otherwise,





the Project.





leave these columns blank.  Enter in Columns (e) and (f) the amounts





of funds needed for the upcoming period.  The amount(s) in Column (g)





Lines 16-19 - Enter in Column (a) the same grant program titles shown





should be the sum of amounts in Columns (c) and (f).





in Column (a), Section A.  A breakdown by function or activity is not





necessary.  For new applications and continuation grant applications,





For supplemental grants and changes to existing grants, do not use





enter in the proper columns amounts of Federal funds which will be





Columns (c) and (d).  Enter in Column (e) the amount of the increase





needed to complete the program or project over the succeeding funding





or decrease of Federal funds and enter in Column (f) the amount of





periods (usually in years).  This section need not be completed for





the increase or decrease of non-Federal funds.  In Column (g) enter





revisions (amendments, changes, or supplements) to funds for the





the new total budgeted amount (Federal and non-Federal) which includes





current year of existing grants.





the total previous authorized budgeted amounts plus or minus, as





appropriate, the amounts shown in Columns (c) and (f).  The amount(s)





If more than four lines are needed to list the program titles, submit





in Column (g) should not equal the sum of amounts in Columns (c) and (f).





additional schedules as necessary





Line 5 - Show the totals for all columns used





Line 20 - Enter the total for each of the Columns (b)-(e).  When





schedules are prepared for this Section, annotate accordingly and





Section B Budget Categories





show the overall totals on this line.





In the column headings (1) through (4), enter the titles of the same





Section F.  Other Budget Information





programs, functions, and activities shown on Lines 1-4.  Column (a),





Section A.  When additional sheets are prepared for Section A, provide





Line 21 - Use this space to explain amounts for individual direct





similar column headings on each sheet.  For each program, function or





object-class cost categories that may appear to be out of the ordinary





activity, fill in the total requirements for funds (both Federal and





or to explain the details as required by the Federal grantor agency.





non-Federal) by object class categories.





Line 22 - Enter the type of indirect rate (provisional, predetermined,





Lines 6a - i  Show the totals of Lines 6a to 6h in each column.





final or fixed) that will be in effect during the funding period, the





estimated amount of the base to which the rate is applied, and the





Line 6j    Show the amount of indirect cost.





total indirect expense.





Line 6k - Enter the total of amounts on Lines 6i and 6j.  For all





Line 23 - Provide any other explanations or comments deemed necessary.





applications for new grants and continuation grants the total amount
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ASSURANCES - NON-CONSTRUCTION PROGRAMS





PLEASE DO NOT RETURN YOUR COMPLETED FORM TO THE OFFICE OF MANAGEMENT





AND BUDGET, SEND IT TO THE ADDRESS PROVIDED BY THE SPONSORING AGENCY.





Public reporting burden for this collection of information is estimated to average 15 minutes per response, including





time for reviewing instructions, searching existing data sources, gathering and maintaining the data needed, and





completing and reviewing the collection of information.  Send comments regarding the burden estimate or any other





aspect of this collection of information, including suggestions for redurcing this burden, to the Office of Management





and Budget, Paperwork Reduction Project (0348-0040), Washington, DC 20503.





NOTE:  Certain of these assurances may not be applicable to your project or program.  If you have questions, please





contact the awarding agency.  Further, certain Federal awarding agencies may require applicants to certify to





additional assurances.  If such is the case, you will be notified.





As the duly authorized representative of the applicant I certify that the applicant:





1.  Has the legal authority to apply for Federal assist-





and Alcoholism Prevention.  Treatment and Rehabili-





ance and the institutional, managerial and financial





tation Act of 1970 (P.L. 91-616), as amended, relating





capability (including funds sufficient to pay the non-





to nondiscrimination on the basis of alcohol abuse or





Federal share of project cost) to ensure proper





alcoholism; (g) ½½523 and 527 of the Public Health





planning, management and completion of the project





Service Act of 1912 (42 U.S.C. 290 dd-3 and 290 cc-3),





described in this application.





as amended, relating to confidentiality of alcohol





and drug abuse patient records; (h) Title VIII of the





2.  Will give the awarding agency, the Comptroller





Civil Rights Act of 1968 (42 U.S.C. ½3601 et seq.),





General of United States, and if appropriate, the





as amended, relating to nondiscrimination in the sale,





State, through any authorized representative, access





rental or financing of housing; (i) any other non-





to and the right to examine all records, books,





discrimination provisions in the specific statute(s)





papers, or documents related to the award; and will





under which application for Federal assistance is





establish a proper accounting system in accordance





being made; and (j) the requirements of any other





with generally accepted accounting standards or agency





nondiscrimination statute(s) which may apply to the





directives.





application.





3.  Will establish safeguards to prohibit employees





7.  Will comply, or has already complied, with the





from using their positions for a purpose that





requirements of Titles II and III of the Uniform





constitutes or presents the appearance of personal





Relocation Assistance and Real Property Acquisition





or organizational conflict of interest, or personal





Policies Act of 1970 (P.L. 91-646) which provide for





gain.





fair and equitable treatment of persons displaced or





whose property is acquired as a result of Federal





4.  Will initiate and complete the work within the





or federally assisted programs.  These requirements





applicable time frame after receipt of approval of





apply to all interests in real property acquired for





the awarding agency.





project purposes regardless of Federal participation





in purchases.





5.  Will comply with the Intergovernmental Personnel Act





of 1970 (42 U.S.C. ½4728-4763) relating to prescribed





8.  Will comply, as applicable, with provisions of the





standards for merit systems for programs funded under





Hatch Act (5 U.S.C. ½½1501-1508 and 7324-7328) which





one of the nineteen statutes or regulations specified





limit the political activities of employees whose





in Appendix A of OPM's Standards for a Merit System





principal employment activities are funded in whole





of Personnel Administration (5 C.F.R. 900, Subpart F).





or in part with Federal funds.





6.  Will comply with all Federal statutes relating to





9.  Will comply as applicable, with the provisions of the





nondiscrimination.  These include but are not limited





Davis-Bacon Act (40 U.S.C. ½½276a to 276z - 276a-7),





by (a) Title VI of the Civil Rights Act of 1964





the Copeland Act (40 U.S.C. ½½276c and 18 U.S.C. ½½874),





(P.L. 88-352) which prohibits discrimination on the





and the Contract Work Hours and Safety Standards Act





basis of race, color or national origin; (b) Title IX





(40 U.S.C. ½½327-333), regarding labor standards for





of the Education Amendments of 1972, as amended





federally assisted construction subagreements.





(20 U.S.C. ½1681-1683, and 1685-1686), which prohibits





discrimination on the basis of sex; (c) Section 504





10.  Will comply if applicable, with flood insurance





of the Rehabilitation Act of 1973, as amended (29 U.S





purchase requirements of Section 102(a) of the Flood





C. ½794), which prohibits discrimination on the basis





Disaster Protection Act of 1973 (P.L. 93-234) which





of handicaps; (d) the Age Discrimination Act of 1975,





requires recipients in a special flood hazard are to





as amended (42 U.S.C. ½6101-6107), which prohibits





participate in the program and to purchase flood





discrimination on the basis of age; (e) the Drug Abuse





insurance if the total cost of insurable construction





Office and Treatment Act of 1972 (P.L. 92-255), as





and acquisition is $10,000 or more.





amended, relating to nondiscrimination on the basis





of drug abuse; (f) the Comprehensive Alcohol Abuse
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ASSURANCES - NON-CONSTRUCTION PROGRAMS (cont'd)





11.  Will comply with environmental standards which may





14.  Will comply with P.L. 93-348 regarding the protection





be prescribed pursuant to the following: (a) insti-





of human subjects involved in research, development,





tution of environmental quality control measures





and related activities supported by this award of





under the National Environmental Policy Act of





assistance.





1969 (P.L. 91-190) and Executive Order (E.O.) 11514;





(b) notification of violating facilities pursuant to





15.  Will comply with the Laboratory Animal Welfare Act





EO 11738; (c) protection of wetlands pursuant to EO





of 1966 (P.L. 89-544, as amended, 7 U.S.C. 2131 et





11990; (d) evaluation of flood hazards in floodplains





seq.) pertaining to the care, handling, and treat-





in accordance with EO 11988; (e) assurance of project





ment of warm blooded animals held for research,





consistency with the approved State management program





teaching, or other activities supported by this





developed under the Coastal Zone Management Act of





award of assistance.





1972 (16 U.S.C. ½½1451 et seq.); (f) conformity of





Federal actions to State (Clean Air) Implementation





16.  Will comply with the Lead-Based Paint Poisoning





Plans under Section 176(c) of the Clean Air Act of





Prevention Act (42 U.S.C. ½½4801 et seq.) which





1955, as amended (42 U.S.C. ½½7401 et seq.); (g)





prohibits the use of lead based paint in construc-





protection of underground sources of drinking water





tion or rehabilitation of residence structures.





under the Save Drinking Water Act of 1974, as amended,





(P.L. 93-523); and (h) protection of endangered species





17.  Will ensure to be performed the required financial





under the Endangered Species Act of 1973, as amended,





and compliance audits in accordance with the Single





(P.L. 93-205).





Audit Act of 1984 or OMB Circular No. A-133, Audits





of Institutions or Higher Learning and other Non-





12. Will comply with the Wild and Scenic Rivers Act





profit Institutions.





of 1968 (16 U.S.C. ½½1271 et seq.) related to





protecting components or potential components of





18.  Will comply with all applicable requirements of all





the national wild and scenic rivers system.





other Federal laws, executive orders, regulations





and policies governing this program.





13.  Will assist the awarding agency in assuring compli-





ance with Section 106 of the National Historic





Preservation Act of 1966, as amended (16 U.S.C. 470),





EO 11593 (identification and protection of historic





properties), and the Archacological and Historic





Preservation Act of 1974 (16 U.S.C. 469a-1 et seq.).





SIGNATURE OF AUTHORIZED CERTIFYING OFFICIAL





TITLE





APPLICANT ORGANIZATION





DATE SUBMITTED
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Box 1:  PRSP Core Program


Intensifying small-scale agriculture & livestock, including extension, credit, support to marketing


Labor intensive public works, including environmental infrastructure (agro-forestry, marshes, terracing, water management) &  rural roads


Malaria & HIV/AIDS prevention & support to health pre-payment schemes (mutuelles) & outreach


Primary school textbooks


Economic infrastructure, including rural road maintenance and rehabilitation & rural electrification 


Skills development for youth, women, & small business start-up funds


Adult literacy


Gacaca


Demobilization & reintegration into socio-economic activities


Shelter provision for the homeless


Development of sector strategies











� Distinction must be made between Civil Service employees, who receive salaries from the central GOR on a monthly basis through the equivalent of electronic transfers at local banks, and contract employees, who are paid from recurrent cost budgets, which are much less reliable. 


� The Rwandan Fiscal Year is the calendar year, January 1 – December 31.


� Cheikh S.A. Mbengue, “Le Secteur de la Sante du Rwanda Face Aux Reformes de Decentralisation,” prepared under USAID financing for the PRIME II project and the MINISANTE, March 2001, p.. 12.


� As noted earlier, the RH Policy has been approved and the MINISANTE will soon begin drafting the strategy for its implementation.





