DRAFT HCDP PROGRAM DESCRIPTION


I.
DESCRIPTION OF HCDP
A.  
Introduction

The U.S. Agency for International Development (USAID) Bureau for Global Health (GH) is issuing this Request for Applications (RFA) for a Leader with Associate (LWA) cooperative agreement to develop human capacity to implement health programs. The activities funded under this RFA are expected to improve the delivery of health care services in both fixed facilities and in communities as well as in both the public and private sectors. The acronym HCDP, which stands for Human Capacity Development Project, is used throughout this document to refer to this activity.  The main emphasis of this activity is on the provision of primary health services and is not limited to a specific disease or sector. In some cases, such as in the context of HIV/AIDS care and treatment, it will also be necessary to address human capacity issues for those health workers who function in secondary and tertiary facilities.  
For the purposes of this activity, the definition of “health worker” and “service provider” encompasses more than the traditional definition – nurses, physicians and midwives. While these cadres will be very much involved in this activity, HCDP also recognizes that there are many other individuals who participate in the health care delivery process. Because of the ever increasing human capacity crisis in the health sector, the traditional definition of health worker/service provider must be expanded to include pharmacists, logisticians, epidemiologists, health educators, social workers, clinic, district and provincial level program managers, laboratory staff and others who contribute to the proper implementation of health services and programs in both the public and private sectors.    
With this RFA, USAID seeks assistance to improve human capacity to implement quality health programs. This Activity Objective will be accomplished through the achievement of the three results listed below.  The results as they relate to this award are explained in detail in the scope of work of this program description.

Intermediate Result 1: Improved workforce planning, allocation and utilization.

Intermediate Result 2: Improved health worker skills. 

Intermediate Result 3: Strengthened systems for sustainable health worker performance.  

Intermediate Result 1 will ensure that the correct type and number of health workers are ultimately deployed to the right location. Intermediate Result 2 will make certain that workers have the correct complement of skills to meet the needs of the client populations they serve. Intermediate Result 3 seeks to improve the environment in which health workers function by ensuring they have appropriate organizational support, adequate physical environment, clear job expectations, supervision, motivation, incentives, and feedback or performance appraisal systems. 
The Global Health Bureau acknowledges that Intermediate Result 1 is a comparatively new area for a global activity. Up to now, most of the work related to workforce development has been small country studies, training, manpower or workforce assessments and some policy work related to a select cadre or category of health worker. HCDP anticipates a much broader and intense level of involvement going above and beyond what has been done in this area in the past. The Global Health Bureau recognizes that much of the expertise needed to accomplish Intermediate Result 2 already exists within the current group of USAID’s partners. The same level of organizational experience and expertise may not be currently available to accomplish Intermediate Result 1, and in some cases Intermediate Result 3. Moreover, it is the first time that a Global Health activity has combined these three results in one activity. Therefore, USAID looks forward to working with both new and existing partners to achieve the anticipated results of Intermediate Results 1 and 3.   
In the past eighteen months the Global Health Bureau has become increasingly concerned with the human capacity issues facing many health programs. In response to this the Global Bureau established a bureau-wide Human Capacity Development Task Force. The purpose of this task force is to guide HCD efforts within the bureau. To accomplish this undertaking the task force began a series of assessment activities to identify some of the specific HCD issues confronting country programs. As part of this, the task force decided that they would focus their efforts in two ways. The first was to deal with HCD issues that impact the delivery of health services, which is the emphasis of HCDP; at the same time attending to some of the longer-term leadership issues will be addressed in another GH activity.   
The concept for HCDP was developed by the USAID HCD Task Force with participation from the Office of Population & Reproductive Health (PRH) Service Delivery Improvement Division (SDI), the Office of HIV/AIDS (OHA) Implementation Support Division, and the Office of Health, Infectious Diseases and Nutrition (HIDN), and by a design team that included representatives of three Strategic Objective (SO) teams within the GH Bureau, with input from USAID Missions and regional bureaus.  
The design also benefited from the findings of several studies, including an evaluation of the PRIME II Cooperative Agreement conducted by the POPTECH Project1, an Evaluation of Human Capacity Development in Health2 and a strategies and issues paper commissioned by the SDI Division for its strategic redesign.3 These and other background and supporting documents are available on the following website: http://www.usaid.gov/our_work/global_health/pop/news/hcdrfa.html
The Leader with Associate (LWA) mechanism is a cooperative agreement that is awarded to cover specified worldwide activities, and includes both the Leader Award to the institution(s) responsible for successfully completing the LWA, and all subsequent Associate Awards.  USAID Missions and Bureaus may fund specific activities that fit within the Leader Award through traditional field support and MAARD mechanisms or Associate Awards without competition. Each Associate Award shall contain a separate activity description that fits the broader program description of the Leader Award. The Leader CTO has to approve the scope of work for all Associate Awards. The Mission has full control over the management of the Associate Awards. Associate Awards are usually issued for (5) years and can be issued until the Leader Award expires. However, Associate Awards may extend beyond the end date of the Leader Award. 
B. 
Program Background 

Almost since its inception, USAID has helped countries and institutions develop accessible, high quality health services. Assistance has come in the form of providing equipment, training, supplies, and in the later years, technical assistance to develop systems that improve both performance and quality. The aim was to help families improve their health and well-being. Improving basic health services is considered an important objective of most countries’ development agenda. USAID programs have improved primary health care by interacting with a variety of partners in the public, non-profit and for profit commercial sectors.

There is no doubt that many of these interventions have had an impact on the health outcomes in many countries. Since 1985, when the U.S. Congress created the Child Survival Program, USAID has provided more than $2.5 billion in assistance to child survival activities in developing countries that support maternal and child immunization, prevention and treatment of respiratory infections, diarrheal diseases, and malaria – the major causes of mortality in infants and children – breastfeeding and complementary feeding, micronutrient supplementation and fortification, and water and sanitation. These efforts have contributed to the reduction of mortality rates for children under the age 5, by an estimated 14 percent since 1990. 
USAID-supported maternal health programs have been successful in reducing maternal mortality in a number of USAID-assisted countries. In Egypt, for example, maternal mortality has declined by 52 percent since the late 1980s. Honduras (41 percent) and Guatemala (30 percent) have also experienced substantial decreases in maternal mortality over the same time period. In turn, USAID-supported family planning programs have reduced the total fertility in many countries – the last 20 years have seen the greatest decline in total fertility rates (TFR) in the history of the world. Among the 133 low- and middle-income countries with populations of more than one million, 84 had a total fertility rate of five or higher in 1980. At present only 44 countries have a fertility rate this high.  In 1980 only 16 low- and middle-income countries had a total fertility rate of three or below.  Today, 51 countries have a TFR of three or lower. In the 1980s fertility was high everywhere in the developing world, but today high fertility is concentrated in Africa.

C. 
Issues and Challenges

Despite significant successes in improving health services, current evidence indicates that many countries are in the midst of a human capacity challenge that is increasing in scope and severity, and effecting their ability to move their health agenda and national development goals forward. The severe shortage and imbalanced distribution of trained health personnel in both the public and private sectors poses a serious obstacle to the achievement of the four Millennium Development Goals related to health:  two-thirds reduction of infant and under five mortality; three-fourths reduction of maternal mortality; halt and reverse HIV/AIDS, tuberculosis, and malaria; and halve the number of people suffering from hunger.  By some estimates, US $46 billion per year is required to scale up health services in low-income countries and achieve these goals by 2015.  The majority of these funds would go towards human resource costs, which is a necessary step to increasing the access of the world’s poor to essential health services.

Many African countries are facing health worker shortages, an inability to recruit, train and deploy staff to areas with the greatest need, and a workforce that does not reflect the existing disease burden or whose work routines are not conducive to their work environments or the health needs of their clients.  Poorer African countries are losing skilled labor to wealthier African states, as well as Europe and North America. Many health systems, mainly in Africa, but in other parts of the world as well, are being forced to lay off workers as part of broader health reform and structural adjustment programs. This, combined with an inability of most health systems to assess workforce needs and accurately deploy staff based on existing resources and rational staffing templates has left many posts unfilled. As a result, those workers who remain are often overworked, leading to a further depletion of staff due to poor working conditions and low morale.  

In Latin America and the Caribbean, health sector reform is a major force in reshaping the service delivery system.  Decentralization of services is a hallmark of this reform, along with a more comprehensive, integrated approach to the package of services offered.  Many countries are also developing alternative contributory or subsidized systems to supplement the traditional public system of health care.  The challenges of decentralization are made more complex by changes in the population(s) being served, including an ongoing large rural/urban split despite increasing urbanization of the population; growing populations due to lower fertility rates, decreased infant mortality and increased life expectancy (resulting in a rapidly aging population as well); and tremendous disparities across racial/ethnic or regional populations within a country.  Expansion of both the population to be served and the service delivery system itself are straining the human resource capacity of many health care systems.  Many countries, particularly in the Caribbean, are facing decreasing numbers of health care workers due to migration between countries and out of the region.  At the same time, the workers who remain within the system are ill-prepared to provide primary health care services, those most needed by the population, as the focus of their education is on secondary and tertiary levels of care.  
Finally, there is misdistribution of workers, for example, most doctors remain in the urban areas when the need is still greatest in rural areas.  This imbalance is also apparent in terms of sex distribution of various health care professions:  for example, in some countries men dominate the medical doctors’ jobs, while nurse positions are dominated by women.  Poor sex distribution of health care personnel may negatively affect access to services, as well as equity in pay, continuing education, and promotion.
The human capacity situation takes a slightly different form in Asia. Some countries, such as the Philippines, are experiencing a migration of health professionals to wealthier Asian countries such as Singapore and Hong Kong, as well as to the Middle East and North America. This phenomenon leaves health positions vacant and the host country often loses its education investment as health personnel end up working in other countries. As a rule, in South Asia, sufficient numbers of workers exist, although there are challenges to maintaining the knowledge and skills of large pools of health workers current. In countries like Nepal and Bangladesh, the quality of care that is provided remains a concern, in part due to inconsistent pre-service education as well as inadequate in-service supervision.    
While the European and Eurasian countries have no shortage of health care personnel, in many cases their training has not prepared them for the role they must now play in planning, managing, delivering, supervising and evaluating basic health services. The establishment of a new “culture of management” that emphasizes rational decision-making, supervision, transparency and adherence to established international standards is badly needed.   Those who work in the health sector have had little or no training in team-building or local-level problem solving.  Additionally, in many cases, providers’ technical skills are out-of-date or inappropriate and have a curative, rather than preventive focus. One of the main challenges is to retrain or “unteach” health care professionals who promote outmoded practices of family planning and reproductive health or who counsel abortion as a means of family size limitation.  Training of general and family medicine practitioners who can provide primary health care services in rural areas would help eliminate the very “vertical” and tertiary approach to care dominated by a huge cadre of urban specialists. Human resources practices including supervision and performance appraisals, clearly delineated roles and responsibilities, and patterns that ensure the effective deployment and retention of personnel need to be introduced.  

The challenges described below confront all levels of health care systems:   

Large cohorts entering reproductive age

Despite the successful efforts of many family planning programs around the world, the number of women entering reproductive age and in need of family planning services will continue to increase over the next decade. The world, excluding China, will add 190 million women of child-bearing age between 2000 and 2010.  The worldwide fertility decline has been geographically uneven, with the disproportionate share of growth occurring in sub-Saharan Africa and the Asian subcontinent, where the human capacity situation is most acute.
  
Shifting burden of disease 
Resurgent epidemics in Africa have increased the burden of disease relative to the rest of the world.  Communicable diseases account for 73% of the disease burden in sub-Saharan Africa; HIV/AIDS alone now contributes one-fifth of the region’s morbidity.
   While the prevalence of HIV infection in LAC and Asia is much lower than in Sub-Saharan Africa, it is as high as 4-5% of adults of reproductive age in some countries and generally on the rise. In different regions, the rates of infection and mortality vary by sex.  This has significant impact on who seeks out services and who is primarily providing care and support.  In addition to HIV infection, there has been an increase in diseases that in most countries are under control, such as tuberculosis, malaria, diarrhea and malnutrition. This shifting disease pattern has a direct impact on the delivery of health services by increasing the number of people who require service, and by reducing the supply of well-prepared individuals able to meet their needs.
    

Inadequate numbers of trained workers 

In many countries and regions, the number of trained workers is insufficient to meet the needs of the populations they are intended to serve.  In Africa, throughout the 1980s, the doctor and nurse-to-patient ratio in sub-Saharan Africa was well below other developing countries – 1:10,800 for doctors and 1:2,100 for nurses.  Some twenty-five years later, ten sub-Saharan African countries still have a 1:10,000 doctor-to-patient ratio, as compared to Honduras, India and Bolivia which each have approximately one doctor per 3,000 population.  Although provider-to-population ratios have been more generous in Latin America and the Caribbean, there has been limited growth in the past decade in response to growing populations. Throughout the 1990s, nurse-to-population ratios have remained static overall in LAC with an average of 4 nurses per 10,000 population in many countries.  

In many cases the lack of trained personnel is a “supply” issue. Pre-service institutions—nursing and midwifery schools in particular – are having difficulty attracting a sufficient pool of qualified candidates to train. In countries where these professions are seen primarily as women’s jobs, the lack of qualified candidates may be related to lower female literacy rates and poor access to basic education.  Secondary school graduates consider most health care specialties, due to the HIV epidemic, as “high risk” professions. In many countries, the education sector has also undergone reforms that have decreased the number of teachers and allocated fewer resources for public sector basic education. As a result, many secondary school graduates complete their education without the requisite academic skill sets needed to enter nursing, midwifery, medical and pharmacy schools.   

The employment policies of many governments that emphasize hiring larger numbers of unskilled or low-skilled workers who were paid a lesser wage, as opposed to employing a smaller number of skilled workers who were adequately compensated, have contributed to the skilled labor problem as well. In one East African country, approximately one-half of the 67,000-person health workforce is comprised of about 30,000 low or unskilled workers (housekeepers, orderlies and gardeners).
  Consequently, new graduates are forced to find employment in either private sector health services or unrelated fields. In effect, some country profiles appear to have a sufficient total number of workers, but the skewed ratio of unskilled to skilled workers illustrates the inadequacy.   Paradoxically, some of these same countries continue to produce skilled workers, such as nurses, but then enact hiring freezes.
Health worker recruitment 

The inability of health systems to recruit sufficient numbers of workers – especially skilled workers – is a contributing factor to the human capacity problem. Public sector programs report difficulty recruiting skilled health personnel after they have graduated from medical, nursing or midwifery school. In 2001, the Government of Kenya advertised 100 physician vacancies for which they received eight applications.
 This is due in part to the proliferation of other opportunities in the for-profit-commercial sector and with NGOs that did not exist twenty years ago; better compensation, benefits and working conditions often pull public sector workers towards NGO programs or private practice. 
Health worker retention

Despite the growing problems with recruitment, retention remains the most formidable obstacle facing many countries. Forced early retirement, voluntary separation and reductions in force are the cornerstones of most civil service and health reform strategies. While these structural adjustment programs seek to achieve efficiencies by reducing health workforces that have been over-staffed for long periods of time, they in fact have had the opposite effect. Well-intentioned reform approaches have focused on reducing the absolute number of health workers with little or no regard for the mix of skills needed to meet client demand or burden of disease. As a result, those workers who remain are over-worked, poorly motivated and paid, and eventually leave, thereby further accentuating the worker retention problem. 

Sickness and death, mainly due to HIV/AIDS, represents a significant depletion of the health workforce in East and Southern Africa. Malawi reported 53% of the physician/nurse deaths in 1997 and 1998 were due to the HIV/AIDS-related illnesses. These death statistics are particularly striking when compared with a country’s capacity to produce health workers. In Malawi, the number of nurses (n=43) who died in one year represents approximately 40% of the nurses who graduated.  

Voluntary separation of public sector health workers has been a problem in many parts of the world for a long time. The liberalization of medical practices – allowing public sector physicians in Malawi, Mozambique and Tanzania to establish private practices for example– has caused some health workers to move to the private or NGO sector. This phenomenon is not exclusive to Africa.  In Asia, LAC and the Middle East as well, health providers work in the public sector in the morning and then go to their private practice in the afternoon, often resulting in less time at the public sector post in lieu of the more lucrative private practice. 

Migration has long affected the supply of health workers in many developing countries. Historically, countries like the Philippines and Jamaica have provided the U.S. and Canada with nurses.  Many Pakistani, Bangladeshi and Indian physicians are employed in Saudi Arabia or other Gulf states. In Africa, poorer African countries are now providing labor for the more affluent African countries, whose own workers have migrated to countries with better working conditions. This geographic migration has unique sex distribution characteristics which make affect the stability of families left behind, as well as the ability to meet clients’ gender preferences.
The African “brain drain” situation is acute. A similar phenomenon is becoming increasingly problematic in the Caribbean as well. Ghana has one of the better nurse training systems. In 1999, 328 nurses left Ghana, which is equivalent to the country’s annual output of registered nurses.
 Clearly, this phenomenon is directly linked to the shortage of health care workers in developed countries, and in some countries is seen as beneficial as many overseas workers repatriate hard currency salaries to their homeland. In the absence of severe exit visa regulations, which for many countries is impractical, if not illegal, some governments feel powerless to reverse this trend.   

Education and training

Although many successes have resulted from the major investment of USAID in health sector training, there are still issues facing managers and training professionals.  Some of these challenges are inherent to education and training systems, while others are a result of human capacity issues being faced throughout the health sector.

Production of well-prepared health care workers begins with their pre-service education and the quality of that education impacts both the public and private health care sectors.  Responsibility for health workers’ pre-service education is usually within a single ministry – Education or Health – when, in fact, a coordinated approach is needed. In addition there is an increasing number of private teaching institutions in many countries that may not be responsible to any governmental authority or regulation. Limited numbers of qualified teachers due to early retirement, transfer or migration, and clinical practice sites that do not perform up to standard, often due to workforce issues, all limit the knowledge and skills students acquire during their pre-service years.   

Consequently, many health systems rely on in-service training to help workers gain the knowledge and skills they need.   In-service training systems face many challenges of their own.  Often there is no strong governmental support, making them dependent on external donor funding.  As a result, donor interests, rather than the actual health needs of the country, determine the content of training and funding is generally short-term, as donors tend to focus on immediate results.  Even when government support exists, in-service training faces challenges of limited resources, a reliance on traditional, group-based methods of instruction in residential courses, inadequately performing clinical practice sites and poor coordination of training activities.  Such systems are often limited in scope to a few skills areas and end up pulling scare human resources away from the delivery of services frequently and for long periods of time.  These systems are often limited in reach to public sector workers as well, leaving private sector workers without the means to stay up-to-date.
Another major problem faced by education and training systems is the inability of many trainees to actually use what they have learned once they return to their worksites.  Transfer of learning is hindered by a number of factors in how training is currently being conducted.   Frequently inappropriate individuals participate in training due to a lack of participant selection criteria, inadequate criteria, or poor application of the criteria. Many training systems lack a management information system (MIS) that would allow them to track both the training needed and received by individual workers – information that would strengthen the participant selection process. 
Individuals may also participate in training for the wrong reasons – they see it as an opportunity to supplement monthly salaries, through per diems and honoraria, rather than a chance to improve their skills.  Even when rational trainee selection criteria are used, they often target a small universe of participants who ends up spending an inordinate amount of time away from their workplace. Poorly conducted training – in both content and methodologies – will also adversely affect worker performance after training.  The lack of follow-up of trainees after they return to their jobs, due to limited resources and the inability to track individual trainees and their postings, can be a major barrier to transfer of learning.  Such follow-up can provide valuable information regarding the quality of the training itself as well as identify constraints in the workplace that prevent implementation of newly acquired knowledge and skills.

Realignment of health workforce  

Due to the human resource crisis many cadres of workers are being stretched beyond capacity or being transferred to staff crisis areas. New service demands are being made on already overburdened staff. HIV/AIDS in particular presents new challenges. Many countries have not begun to fully integrate pharmacists and other ancillary personnel in the provision of ART and other HIV-related treatment and care that are now being attended to by over-burdened clinical staff. As the need for HIV testing increases, the involvement of social workers and other lay disciplines to provide voluntary counseling and testing services, including pre and post-test HIV counseling and referral, is essential.  The introduction of other HIV testing models will further expand the need for personnel to implement these services.
Likewise, many countries still have medical barriers and rigid standards which prevent selected health workers from providing a full range of RH/FP services, thereby reducing the volume of care that can be provided. In Tanzania, including lower-cadre health attendants in RH/FP service delivery expanded the availability of these services to remote areas.  Conversely, in Kenya, precluding a qualified cadre from providing tubal ligation services has limited access. Maintaining these impractical standards may have a negative effect on the overall quality of the services that people ultimately receive.  
Some countries also have trained more expensive cadres relative to their disease burden.
 Most nurse and physician education systems emphasize high-technology curative interventions rather than a public health approach that focuses on prevention. This is particularly critical considering that public health or community nurses can address approximately two-thirds of the African disease burden. Despite this, countries still continue to train professional, degree-level nurses with a focus on secondary and tertiary care, which is a longer, more costly process.  This approach also perpetuates greater country investment in high cost secondary and tertiary care when the majority of the disease burden could be decreased by preventive and public health expertise.   Often these graduates are then posted to larger urban teaching hospitals, not in rural areas where they are most needed, or if sent to rural postings, are ill-prepared to serve their clients.   To more adequately meet a country’s health care needs, it would be preferable to incorporate a public health component into the pre-service education of all cadres of workers as well as focus on the preparation of the appropriate cadres.  
Integration of services

Hand-in-hand with the challenge of integrating new cadres of health workers into the workforce for specific technical areas is the challenge of integrating services themselves.  Both within Ministries of Health and among donor agencies, the approach commonly used to meet the multiple health care needs of a population is the implementation of a series of vertical programs, each of which addresses one specific area.  Although a number of such programs may be carried out in a single service delivery point, and by the same workers, their design, management and implementation is often not coordinated, resulting in overwhelming demands on workers and inefficient provision of services. Integration of services needs to begin with integrated workforce planning that takes into consideration the needs of clients, workers and the health care system itself.
       Inadequate performance support systems

Non-existent or weak human resource systems that often politicize recruitment, deployment and promotion, further exacerbate the human capacity deficit. Human resource systems that do not take gender into account risk limiting work opportunities for and training and promotion of women, thereby unnecessarily curtailing the available workforce.  Many countries have non-existent or severely outdated codes of professional conduct, or systems to enforce them. Few civil servants have job descriptions or criteria for performance that reflect their current work responsibilities. Tied to the lack of job descriptions is the absence of systems that support an objective performance appraisal process focused on improving personnel performance. The absence of written job responsibilities and clear policies for performance appraisal are likely to adversely affect female workers in particular, who may already be disadvantaged by culturally defined power dynamics with male supervisors.  Currently, performance appraisal is non-existent, a “rubber stamp” approach, or it is used punitively, and not always tied to work performance. 
This affects current supervision approaches and systems which also do not support nor contribute to improved performance. Resource shortages often prevent supervision from taking place on a regular and periodic basis.  The limited technical knowledge and skills of supervisors often limit their capacity to move beyond this role.
In many settings, there is no strategy for continuing education, ongoing professional development, or opportunities for staff to improve their skills. The lack of long term training plans for health workers has led to a somewhat haphazard training approach. Furthermore, because past training activities have not had well-established trainee selection criteria or trainee follow-up, there are some who question if the training has reached its maximum potential in terms of skills development.   

Central to many of these problems is the fact that many human resource or personnel functions do not have the policy support they need. Many human resource systems are guided by centralized personnel mechanisms, in some cases outside of the purview and control of the MOH. Often, personnel decisions at the central level are made or influenced by some type of Civil Service Board, Ministry or other government body, such as the Ministry of Planning or Finance. Typically, these entities lack the flexibility to provide incentives for rural service, consider per diem or part time work arrangements in under-served areas, or offer other schemes that will ease the human capacity problem.  Consequently, these decisions are more of an accounting exercise that may not be aligned with the technical or service needs of a health care system. 
Gender considerations
Gender, or the culturally constructed roles and responsibilities assigned to males and females, has significant implications for human resource capacity and its development.  Interventions that improve the health system’s workforce, worker skills, and access to and quality of services, have the opportunity to positively affect gender equity as well.  Different countries consider certain professions more appropriate to a specific sex.  Since the terms “health worker” and “service provider,” in order to be responsive to the expanding health care needs of populations, must now be defined as nurses, doctors, midwives, pharmacists, logisticians, epidemiologist, health educators, social workers, program managers, laboratory staff, and others yet to be identified, there are multiple implications for the sex composition of the workforce.  Access of both men and women to this range of health professions should be examined.  A more equitable sex distribution is likely to maximize human resource potential, improve individuals’ access to professions, and result in services that better meet the needs of female and male clients.

In countries that are severely affected by HIV/AIDS, the sex distribution of morbidity and mortality must be taken into account in order to properly address strains on the health care systems.  Women and men are not infected at equal rates, and death rates may also differ by sex.  This has significant implications for the draining of the health workforce.  In addition, in most countries women are the primary providers of care and support, putting additional strains on female health care workers.

Gender norms and the imbalance in power dynamics between men and women are often replicated within health systems and institutions.  In many health care settings, men are disproportionately in positions of power.  Men also often enjoy greater opportunities for continuing education and training, and consequently earn promotions.  As recruitment, retention, training, performance appraisals, and promotion are considered, it is important to examine gender-related constraints and opportunities.

High quality education and training needs to address both up-to-date clinical knowledge as well as gender-sensitive client-provider interaction skills.  Workers who are attuned to the cultural roles attributed to females and males, and the consequences that these beliefs have on health behavior and status, are more likely to be able to address their clients’ needs.  
D.
Relationship to GH Strategic Plan

HCDP will contribute principally to the following Bureau for Global Health’s Strategic Objectives:

SO1:
Advance and support voluntary family planning and reprodrodcutie health programs worldwide  

SO 2:
Increased use of key maternal health and nutrition interventions

SO 3: 
Increased use of key child health and nutrition interventions
SO 4: 
Increased use of improved, effective and sustainable responses to reduce HIV transmission and to mitigate the impact of the HIV/AIDS pandemic

SO 5: 
Increase use of effective interventions to reduce the threat of infectious disease of public health importance

Because this project is not disease or content specific, it can contribute to the five strategic objectives above. However, it is anticipated that it will contribute most to SO1 and SO4; for more information refer to section F. Available funding levels will determine the level of effort devoted to each of the SOs.

E.
HCDP Relationship to the OPRH Strategic Framework and PEPFAR

The Office of Population and Reproductive Health’s Strategic Objective is to advance and support voluntary family planning and reproductive health. This Strategic Objective has three Intermediate Results:

IR 1: 
Global leadership demonstrated in FP/RH policy, advocacy and services, 

IR 2:
Knowledge generated, organized and disseminated in order to advance best   practices, and 

IR 3:

Support to the field to implement effective and sustainable FP/RH programs.

While it is hard to predict the level of contribution that HCDP will make to each intermediate result, it is assumed that most of HCDP’s efforts will focus on Intermediate Results 1 and 3. In contributing to OPRH’s IR1, HCDP will participate in the development of evidence-based policies, as well as help in setting the global human capacity development agenda. Critical to the success of easing the human capacity development crisis is advocating for systemic change, which is the approach in the three results areas described in this activity. To accomplish this, interaction with other donors and organizations involved in HCD is critical. HCDP could potentially provide support to the field, as described in Intermediate Result 3, by assisting field programs implement effective and sustainable programs and creating and nurturing partnerships.

OPRH’s Intermediate Result 2 addresses knowledge generation and dissemination. Most of the activities under this result relate to operations and biomedical research, developing tools and technologies to improve best practices, summative evaluation as well as the packaging and the dissemination of results. Predicting specific contributions that HCDP will make over time is difficult; however, it is assumed that this project will not conduct a significant amount of research. The exception to this may be under IR 2, sub-result 2.4, where state of the art learning approaches may need to be tested before they are scaled up. HCDP will, however, contribute to the dissemination of results and best practices by ensuring they are incorporated into pre-service, in-service and continuing education curricula, as appropriate, and the strengthening of clinical practice sites under IR 2.  The same can be said for activities under HCDP Intermediate Result 3.   
The President’s Emergency Plan for AIDS Relief (PEPFAR) is a five-year, $15 billion initiative to turn the tide in combating the global HIV/AIDS pandemic.  The initiative will focus a significant amount of these resources on 14 countries in Africa and the Caribbean (Botswana, Cote d’Ivoire, Ethiopia, Guyana, Haiti, Kenya, Mozambique, Namibia, Nigeria, Rwanda, South Africa, Tanzania, Uganda, and Zambia) which represent more than 50% of the HIV infections worldwide. In these countries PEPFAR will:

· Prevent 7 million new infections;

· Treat 2 million HIV-infected people; and

· Care for 10 million HIV-infected individuals and AIDS orphans.

HCDP will play a significant role in addressing the human capacity issues related to the accomplishment of PEPFAR goals.  Scaling up HIV/AIDS service provision (including voluntary counseling and testing, ARV treatment, and home-based care) to reach these goals requires both short- and long-term interventions to develop and maintain adequate numbers of well-trained, highly motivated health workers.  HCDP will address long-term workforce planning and policy issues as well as the immediate need for improving the skills of workers already in the system.  It will help to build HIV/AIDS modules into the curricula of pre-service education institutions and support the development of systems to ensure worker retention.  In its comprehensive approach to improving human capacity, HCDP offers a critical component for the success of PEPFAR as well as opportunities for mitigating the stress that HIVAIDS is placing on already overburdened workers and fragile health systems.   

Funding

HCDP will be funded mainly from the Child Survival and Health (CSH) Account, and all activities under this Agreement will conform to USAID guidance on the use of these funds
.  Given current field needs and the broad focus of HCDP, it estimated that approximately 40% percent of this activity will be funded under the Population category of that account, with 60% of work responding to priorities of HIV/AIDS and general child survival and maternal health. In terms of core funding, it is estimated that a total of $30,000,000 dollars of core funds will be allocated to this project; $5,000,000 in year 1; $7,000,000 in years 2, 3 and 4 and $4,000,000 in year 5. The remainder of the funding will come from field support. 

F.
Program Emphasis and Interrelationship between the HCDP Intermediate Results
Intermediate Result 1 will ensure that policies and guidelines/standards are developed that have a direct effect on the provision of health services. Their development is considered necessary but not sufficient to help achieve the Strategic Objective of the activity; creating an environment that supports and mandates their implementation and impact on the delivery of care is the intention of this result.  Inherent in the development and implementation of rational workforce policies is institutionalizing the in-country capacity to assess current workforce needs, as well as developing a local capacity to develop, analyze and use human resource, training and service delivery data to make better workforce decisions during and beyond the life of HCDP. 
Intermediate Result 2 will develop the skills of health workers through strengthening professional development systems, which encompass pre-service education, in-service training and continuing education, for both the public and private sectors. This will also include developing the capacity to maintain up-to-date curricula, effective teachers/trainers, strong clinical practice sites and tracking and monitoring systems for implementation of policies and guidelines developed in Intermediate Result 1. 

The transfer of learning and maintenance of worker performance will be addressed through Intermediate Result 3. Existing systems will be strengthened and expanded and new strategies introduced and institutionalized to give workers the support they need to implement their knowledge and skills on the job.  Developing the capacity of local institutions and partners is critical to achieving systemic long-term impact. 
Understanding and managing the interrelationship of the three Intermediate Results of this activity is a critical condition for success. In some, but not all cases, the policies that are formed in Intermediate Result 1 are implemented in Intermediate Results 2 and 3. Similarly, the main focus of Intermediate Result 2 is on improving worker skills through both pre-service education and in-service training. For this result to have impact on the implementation of health programs, it not only relies on the policies that are cultivated in Intermediate Result 1, but also requires many of the supporting systems that are described under Intermediate Result 3. 
G. 
HCDP Strategic Framework and Expected Results
This activity will complement existing projects in the Bureau for Global Health portfolio. It will focus on strengthening health services regardless of the level or type of facility. For example, this project could support the provision of services – family planning, immunization and antenatal care – at a rural health post, sustaining VCT counseling at a VCT site, TB treatment, as well as treating malaria at an urban teaching hospital clinic. 
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In order to achieve the objective of improved capacity to implement quality health programs, HCDP is expected to obtain results in three areas:  

Intermediate Result 1.

Improved workforce planning, allocation and utilization 

Intermediate Result 2.

Improved health worker skills 

Intermediate Result 3.
Strengthened systems for sustainable health worker performance 

It is expected that twenty-five percent of the work will address Intermediate Result 1; fifty percent will address the Intermediate Result 2 and twenty-five percent will be dedicated to Intermediate Result 3. The percentages noted by each result below are meant to illustrate the anticipated emphasis of effort within the HCDP.  

Intermediate Result 1- Improved workforce planning, allocation and utilization (25% level of effort within overall activity)
Recruiting and positioning the appropriate number, sex, and type of health worker with the required complement of knowledge, skills, environmental and organizational support, in both the public and private sectors, are at the heart of HCDP. This intermediate result is intended to support processes that will ensure that competent staff are placed in service delivery points where their services are needed most, and stay in that position for a period of time.  To accomplish this, policies that support realistic staff recruitment, deployment, compensation, and retention, as well as professional development strategies that support performance, licensure, accreditation and components of a responsive workforce plan need to be developed and implemented either in this intermediate result or in Intermediate Results 2 and 3.  
Sub-result 1.1: Policies improved 
In most countries, human resource policies are either non-existent or obsolete.  Existing policies do not reflect the changing disease burden, the needs of the health system or support the human capacity currently in the system.    
Anticipated outcomes may include policy support for:

· Site accreditation, provider licensure, performance-based graduation  requirements, deployment to meet health needs, and regular workforce assessment activities;   
· Providing local managers with more authority and information for personnel management; 

· Staff motivation and incentives; 

· An analysis of strengths and limitations of the existing system of compensation (which is taken into account when developing policies);
· Performance-based human resource systems; 
· Realigned cadres that will allow health workers to take on additional or new functions, increasing and improving service delivery efficiency; 
· Coordination of pre-service education and in-service training; and/or
· Gender equitable professional development systems for health workers.
Sub-result 1.2: Optimal number and types of workers deployed
Under this sub-result policies developed in sub-result 1.1 related to the correct type, number, sex distribution, and placement of health cadres are actualized. As previously indicated, the development of workforce polices that support optimal allocation and utilization are not sufficient; this sub-result seeks to ensure that those policies are implemented and have an impact on services.
Anticipated outcomes may include:

· Health workforce deployed rationally in under-served areas;
· Staff retention rates increased, with specific attention to gender;
· Realignment of health worker cadres to meet client needs; and/or 
· Health workers functioning in accredited service sites.
Sub-result 1.3: Monitoring and evaluation systems in place

Currently human resource data is extremely limited; when it does exist, it is difficult to access and use. This sub-result will build the capacity of governments to monitor their human resource situation. Planners need information on the number and types of workers in their system, who has been trained and when, in what technical areas, where they have been assigned, and how their workforce has been performing to make responsive workforce decisions. 

Anticipated outcomes may include:

· Sex disaggregated human resource data for decision-making available to and used by human resource managers and policy makers.
Intermediate Result 2- Improved health worker skills (50% level of effort within overall activity)

Under this result, improved worker performance will be achieved through a continuum of approaches that address knowledge transfer and skill development throughout a worker’s career, regardless of whether they work in the public or private sector. The activities under this result are guided by the policies, workforce planning, and monitoring and evaluation systems that were developed under Intermediate Result 1, as well as the findings of a performance needs assessment. This result will better coordinate the relationship between pre-service education and in-service training by defining the roles of each within the health care system.  

This result will strengthen pre-service education institutions and systems to better prepare new graduates to immediately meet the needs of their clients. In addition, it will prepare the in-service training system to meet the on-going needs of workers for both updating of clinical skills and knowledge and acquiring new skills and practices, including gender sensitivity. Capacity to maintain the quality of education and training will also be institutionalized.  For those workers currently practicing, this result will also build gender-equitable continuing education opportunities, with links to professional licensure. It will be important to explore and implement various blended and distance learning approaches that will further develop health worker skills, both in pre-service education and in-service training.   

Sub-Result 2.1- Strengthened pre-service institutions and systems 

This sub-result will strengthen pre-service education by addressing both classroom and clinical teaching to ensure the development of a key set of basic skills, based on best practices, which are needed to become a contributing member of the workforce upon graduation.  This will encompass, but not necessarily be limited to: reviewing and revising, where needed, existing curricula, to ensure that they meet service delivery realities and reflect the best evidence-based clinical practices and policies possible; ensuring teaching institutions have the needed equipment and supplies for skills development as well as knowledge transfer; and strengthening the teaching skills of faculty.  To meet the specialized needs of new or realigned cadres of health care workers, it may be necessary to review curricula from a variety of sources and evaluate their usefulness in the current setting or design new curricula. In many instances, a key focus of curricular revision will be to ensure adequate development of knowledge and skills relevant to primary health care.  Worker understanding of gender-related norms and their effect on health status will also be addressed.
Clinical practice systems and sites will be developed to meet locally agreed-upon accreditation criteria (from Intermediate Result 1), where appropriate, or strengthened to function according to national service delivery guidelines that are based on evidence-based best practices.  Competent clinical preceptors who have up-to-date technical knowledge and skills as well as teaching skills are a critical component of these clinical practice sites. This sub-result is where the policy work in IR 1 related to performance-based graduation requirements will be applied. Students who graduate from these strengthened pre-service institutions will possess skills that are more relevant to the populations they are intended to serve. 

Anticipated outcomes may include:

· Pre-service education curricula that meet performance-based graduation requirements;
· Systems in place to systematically revise curricula; 

· Faculty prepared to foster both knowledge transfer and skill development;
· Systems in place for faculty to maintain clinical and teaching skills;
· Clinical practice sites that meet accreditation criteria or function according to national service delivery guidelines that are based on evidence-based best practices; and/or
· Competent clinical preceptors implementing best practices on the job.
Sub-Result 2.2-Sustainable in-service training systems developed
In-service training is, and will remain, a critical strategy to develop and maintain workers’ knowledge and skills once they are in practice. It is also the major avenue by which the health care systems can introduce a new technology, best practice, method, technique or skill. HCDP, through this sub-result, will place emphasis on a rationalized approach to in-service training that complements the role of pre-service education.  This will be accomplished by ensuring that in-service training curricula reflect best practices and state of the art service delivery techniques, responds to actual needs of the health care system as well as those of individual workers, and that training systems and opportunities reach the workers they are intended to serve.   Attention will also be paid to the numbers of male and female workers trained, and the inclusion of appropriate gender concepts in curricula.  An important component of such a system will be the capacity to track and monitor trainees and provide follow-up to promote transfer of learning to the worksite and evaluate actual implementation of newly acquired knowledge and skills.

Anticipated outcomes may include:

· Training needs identified based on performance needs assessments

· Systems in place to systematically revise training curricula; 

· Training curricula revised;
· Trainers prepared to transfer knowledge and develop skills;
· Trainee and trainer selection criteria revised and implemented;
· Established  systems for tracking health workers’ participation in and need for in-service training;
· Health workers trained; and/or
· Follow-up visits made to trainees to ensure quality of their performance on the job. 

Sub-Result 2.3- Improved continuing education systems 

While pre-service education cannot provide workers with all the knowledge and skills that they will need throughout their careers, it should instill in them the desire for continuous learning.  Health workers, however, are often uncertain of how to go about filling that need, especially if there is limited in-service training available. Workers in the private sector may find it particularly difficult to access government in-service training programs.  The professional associations can play a key role in providing needed continuing education opportunities to their members.  This result will cultivate ongoing opportunities for staff to update their skills through continuing education or other post graduate short-term training, e.g., certification in public health, offered though national nursing, medical and pharmacist professional associations. The associations, where appropriate, can increase motivation for continuing education by linking it to maintenance of professional licensure.   The ability to monitor and track individual workers will be key to the success of such systems.
Anticipated outcomes of this sub-result may include:

· Established tracking systems for individual workers;
· Continuing education curricula developed;
· Established continuing medical education systems; and/or
· Continuing education systems tied to licensure of providers and licensure maintenance.
Sub-Result 2.4-State of the art learning approaches developed and implemented
This sub-result recognizes that as technical information evolves, so do approaches for imparting this information effectively and efficiently.  In light of the declining number of health workers and their ever-broadening job responsibilities, large group-based training may no longer be the desired or appropriate approach.  It is critical that new training and learning techniques be tested to meet the changing and increasing demands for new information and skills that health workers confront daily. These methods range from distance learning utilizing e-learning strategies, to blended learning approaches that combine group-based training with other modalities.   
Anticipated outcomes from this sub-result may include:

· E-learning approaches tested and implemented;
· On-the-job training approaches tested and implemented;
· Distance learning approaches in place; and/or
· Blended learning approaches tested and implemented.
Intermediate Result 3- Strengthened systems for sustainable health worker performance (25% level of effort within overall activity)

To improve and sustain health worker performance over time, HCDP will develop or improve systems that are needed to support good performance and to strengthen the environment in which health workers function.  This is expected to include: regular supervision, including feedback and performance appraisal systems; incentives that motivate staff and reward good performance; health services at different levels of the system organized in a way that optimizes effective performance; workplace environments that foster good teamwork as well as individual performance; and systems that provide adequate supplies and other needed materials.
Sub-Result 3.1- Improved supervisory skills and systems  

Strong supervision is considered to be a key system component that supports health worker performance.  In general, technical skills in supervision of health workers need considerable strengthening.  This activity is expected to build supervisory and interpersonal communications skills so that supervisors can move away from a punitive supervisory approach, to one that supports worker performance and continued learning.   Improved supervisory skills must pay attention to power dynamics between supervisor and supervisee, including gender dynamics.  Equally important, however, is ensuring that the most appropriate individuals take responsibility for, have systems in place and actually conduct routine supervision. 
Anticipated outcomes of this sub-result may include:

· Linkage established between training, supervision and service delivery; 

· Technical capacity of supervisors improved;
· Managerial/supervisory skills of supervisors improved; and/or
· Supervisory systems established as a routine, sustainable part of health services delivery.
Sub-result 3.2- Human resource policies implemented 
The development of human resource policies under IR1 is seen as a critical first step in leveraging change at the service delivery level, but policies alone will not achieve that goal.  Under this sub-result, policies that reward good performance and sanction unacceptable performance will be implemented.
Outcomes of this sub-result may include:

· Clear performance expectations set for health workers; 

· Performance appraisal systems functioning;
· Motivation and incentive schemes in place that reward good performance; and/or
· Site accreditation guidelines enforced.
Sub-result 3.3- Workplace environment improved to foster good performance 
In addition to supervision, there are other environmental factors that affect worker performance. This sub-result will help foster a positive context within which health workers are encouraged to adopt and sustain high professional standards and good performance.   Having essential supplies, equipment and training are clearly important, but so are more intangible factors such as supportive peers, collaborative teams, efficient organization of services, and quality improvement processes that empower individuals to participate in solving problems. 
Anticipated outcomes under this sub-result may include:

· Supervisors and managers apply effective teamwork skills in the workplace;
· Health services and structures organized to facilitate patient flow and efficient delivery of health care;
· Teams of health workers routinely participate in problem-solving and quality improvement processes; and/or
· Logistics, MIS and other systems provide needed support for service provision.
H.
Critical Themes

1).
Local Capacity Building

Developing the capacity of in-country organizations and institutions so that they can assume responsibility for the strategic interventions under each of the Intermediate Results in HCD is essential to the success of HCDP.  This capacity building must begin at the earliest stages of implementation and be systematically incorporated throughout project activities.  The applicant should indicate the types of local partners who will be strengthened, as appropriate to the IR and strategy, and demonstrate how the partners’ ability to sustain and implement changes made under HCDP will be developed.
2).
Support to Field Programs

HCDP will also be responsible for the implementation of field programs through Associate awards, and/or field support through the Leader award. Given HCDP’s scope and collective expertise, it may be called upon to act as a technical resource for other CAs dealing with HCD issues. Therefore, applicants should demonstrate how they would work with USAID missions to apply best practices to bilateral programs and CAs outside the HCDP partnership.  

3).
Global Technical Leadership

As the flagship project in the Global Bureau for human capacity development (HCD), the Leader is expected to provide Global Leadership in this area by supporting application of state-of-the-art models and approaches to all USAID programs, whether implemented under this LWA or through other mechanisms, such as bilateral agreements. The interface between global programs such as HCDP and bilateral programs doing similar work is often weak.  Therefore, the Leader will be encouraged to work with USAID programs, regardless of implementing mechanism, to assure their HCD activities are state-of-the-art. 

Global leadership will result in application of best practices to improve human capacity to implement health programs that better respond to client needs and expectations.  Global resources will be used to advance the state-of-the-art of human capacity development. This is expected to include analysis of existing best practices; development of new models or approaches when indicated; technical coordination; dissemination and knowledge management; monitoring and evaluation; and global leadership to support improvements in human capacity development.   
The Leader will also be responsible for establishing and maintaining a performance monitoring plan with appropriate indicators linked to each intermediate result, a process to collect data on program performance in a timely and cost-effective manner, and a system for analyzing and using this data to consistently improve program performance.  
4).
Collaboration

Due to the inherent complexity of the human capacity crisis in the health sector, the Global Bureau recognizes that USAID cannot deal with these issues in a vacuum. Collaboration with other organizations and donor partners is essential including other US Government agencies. To this end, the Leader must be able to work in coordination with other USAID collaborating agencies (CAs), host-country programs and other donors, foundations and alliances to improve to improve human capacity. 

The GH projects linked to SO1 and other SOs, including DELIVER, FRONTIERS, Health Communications Project (HCP), POLICY, PHR+, ACQUIRE and M&L, are likely to be especially important partners in collaborative activities. In their proposal, Applicants should demonstrate how they would collaborate with other population/health/nutrition (PHN) sector CAs and other USAID partners. 
5).
Measurement of Achievement

Strong monitoring and evaluation is critical to the overall success of HCDP. The Leader is expected to measure the outcomes and impact of this activity, spanning multiple systems, environments and targeted activities.  See Section IIA for more detail on monitoring and evaluation.

II.
MONITORING & EVALUATION

A. 
Performance Monitoring & Evaluation

Monitoring of results is a key element of USAID programs.  USAID seeks data and information to improve performance and effectiveness as well as to inform planning and management decisions.  Accurate and timely monitoring will enable HCDP to adapt to changing conditions and make mid-course corrections as necessary.  Data also must be available to demonstrate program impact.  We encourage Applicants to propose cost-effective, results-oriented monitoring systems, understanding that the proposed systems will be subject to approval of the CTO, based on pertinence, feasibility and funding availability.  

The indicators and approaches used in field level monitoring and evaluation plans of the grantees will be compatible with the indicators used at the Mission, Regional Bureau, GH and Agency levels.  Indicators at all levels should have widely shared definitions and allow aggregation of results across countries, regions and/or the entire program.

While it is expected that Applicants will develop and submit indicators to be used in monitoring and evaluating this activity, the following illustrative indicators may provide some guidance:

IR 1:    Number of workforce plans developed 
Number countries with the capacity to assess workforce needs

Number of countries with deployment of skilled labor in the workforce based on identified workforce needs
Number of workforce vacancies filled (sex disaggregated)
 
IR 2:    Number of pre-service education systems strengthened
            Number of in-service training systems strengthened
Number of people implementing new skills in the workplace one year after       training (sex disaggregated)
IR 3:    Number of supervisory systems improved
           
Number of countries with human resource polices implemented
         
Number of worker motivation/incentive systems in place

Number of state-of-the-art approaches implemented at the service delivery level
Measurement of achievements under the Leader award should directly relate to the technical leadership and support provided under this project, including the identification, development and application of best practices.  Indicators and results should directly illustrate how HCDP contributes to improved human capacity to implement health programs, and also how they leverage results not only through partnering under HCDP but also with other CAs and bilateral agreements. 

For each Associate agreement, a key early activity of the recipient will be to reach agreement with the Mission CTO or activity manager on a Performance Monitoring Plan, including indicators and performance targets.  The Recipient will be expected to describe the expected outcomes under each result in annual workplans, and to report on progress according to agreed indicators on a semi-annual basis.

B. 
Substantial Involvement

USAID shall be substantially involved during the implementation of Leader and Associate Agreements in the following ways:

1. Approval of annual work plans, and all modifications, which describe the specific activities to be carried out under the Agreement, and progress reports;

2. Designation of key positions and approval of or changes in key personnel;
3. Approval of monitoring and evaluation plans. 

4. Involvement in monitoring progress toward achievement of the Objective and Expected Results during the course of the Agreement and in monitoring financial expenditures; and

5.   GH CTO review and approval of all Associate award program descriptions to ensure they fall within the overall LWA program description.  Alternatively, on behalf of missions with limited procurement capability that prefer the Associate mechanism, the CTO may initiate and manage individual Associate awards for Mission-specific scopes of work using field support funds; and 

5. As appropriate, other monitoring as described in 22 CFR 226.

C.
Reporting Requirements

The Recipient will adhere to all reporting requirements listed below.  All reports as required under Substantial Involvement shall be submitted by the due date for approval of the USAID Cognizant Technical Officer designated by the Bureau for Global Health.  Additional reports requiring review and clearances, when necessary, are listed under each requirement.  Recipient will consult the CTO on the format and expected content of reports prior to submission. 


1)
Financial Reporting 



Financial reporting requirements will be in accordance with 22 CFR 226.


2)
Performance Monitoring and Reporting

The Recipient will submit reports to the USAID CTO as described below.  The exact format for preparation of and timing for, submission of all reports will be determined in collaboration with the CTO.

a)
Annual Work Plan (3 copies)
The Leader for HCDP will prepare annual workplans for USAID approval on a schedule established by USAID.  The Leader will submit an annual work plan to the GH/PRH/SDI CTO. The workplans for the Associate Awards will be submitted to the Mission CTOs. The Recipient will follow the work plan year as defined by the CTO and the Office of Population and Reproductive Health.  The first work plan to be submitted will not necessarily be for a full year or may be for more than a full year, depending upon the start date of the agreement.

b) Performance Monitoring Report (3 copies)
For the first and last years only of the cooperative agreement, based on the Performance Monitoring Plan to be developed by the recipient in collaboration with USAID, the recipient shall submit an updated report on progress towards agreed performance targets every three (3) months.  For all other program years, progress reports should be submitted every six (6) months. 

This will include information on activities in all countries and regions.  The reports must also include the following: 1) explanation of quantifiable output of the programs or projects, if appropriate and applicable; 2) reasons why established goals were not met, if appropriate; and, 3) analysis and explanation of cost overruns or high unit costs (recipients must immediately notify USAID of developments that have a significant impact on award-supported activities).  Further, notification should be given in the case of problems, delays, or adverse conditions which materially impair the ability to meet the objectives of the award.  These notifications are expected to include a statement of the action taken or contemplated, and any assistance needed to resolve the situation.

c) Final Report (10 copies)
As USAID requires, 90 days after the completion date of this Cooperative Agreement, the Recipient shall submit a final report which includes: an executive summary of the Recipient’s accomplishments in achieving results and conclusions about areas in need of future assistance; an overall description of the Recipient’s activities and attainment of results by country or region, as appropriate, during the life of the Cooperative Agreement; an assessment of progress made toward accomplishing the Objective and Expected Results; significance of these activities; important research findings; comments and recommendations; and a fiscal report that describes how the Recipient’s funds were used. See 22 CFR 226.51.

3)
Distribution of reports:



a)  
Reports required as described in this section will be sent to the 


Senior Technical Advisors and the CTO.

b)  
Reports and intellectual products required above will also besubmitted in electronic format and hard copy to PPC/CDIE/DI, 
Attn. ACQUISITIONS, 1300 Pennsylvania Ave., Washington, 
D.C. 20523. 

D.
USAID Management 

The Leader Award will have one CTO as well as a GH/PRH/SDI and a GH/OHA senior technical advisor who will work under the guidance of and in collaboration with the CTO to link with Strategic Objective Team Leaders, GH flagships, and Mission bilaterals and provide technical assistance to the field. In addition, the Global Health Bureau’s Human Capacity Development Task Force will serve as a technical advisory group for this project. The task force will meet a minimum of three times a year to review the status of the accomplishments, help coordinate activities with other partners, and advice on future directions. 

Each Associate Award will have its own CTO who will liaise with the Leader CTO and technical advisor. The USAID/Washington management team will handle day-to-day oversight of the Leader Agreement and will work with all Associate Agreement CTOs in the field as appropriate.  The Leader CTO will retain substantial involvement for activities conducted directly under the Leader Award and under field support funds.  S/he will regularly meet with Project senior leadership and staff to track program and activity design, implementation, progress, and evaluation; and conduct management reviews and budgetary analyses. Management of funds and technical content related to GH Special Initiatives will include technical input as appropriate.

If Missions opt to use the Leader mechanism, they will access it through the field support system.  Mission funds will be obligated directly into the Leader Award as incremental funding.  If a Mission or Bureau operating unit opts to use its own Associate award mechanism, the CTO in the Mission or Bureau will retain substantial involvement for the award.  

Management Reviews and External Evaluations

The Annual Work Plan will form the basis for a joint annual management review by USAID and program staff to review program directions, achievement of the prior year work plan objectives, and major management and implementation issues, and to make recommendations for any changes as appropriate.

During the third year of the project, USAID may conduct an external mid-term assessment/process evaluation to review overall progress, assess the continuing appropriateness of the program design, and identify any factors impeding effective implementation.  USAID will utilize the results of the mid-term assessment to recommend mid-course changes in strategy if needed and to help determine appropriate future directions. Site visits may occur anytime after the initial six-month period.

III. 
IMPLEMENTATION ARRANGEMENTS

A.
Anticipated Award Schedule

The new HCDP Project will be awarded at the end of fiscal year 2004.  

B.
Eligibility Criteria

To be eligible to receive this Cooperative Agreement, an organization must:

· Be a U.S. based institution of higher education or research institution, for-profit, non-profit, or private voluntary organization registered with USAID (as defined in 22 CFR part 228);
· Have demonstrated capacity in workforce planning, training and learning systems and primary health service delivery and related activities described in this program description;

· Agree to work with and hire individuals who have the technical expertise to plan and implement RH/FP; MCH; Child Health, infectious diseases and HIV/AIDS service delivery activities throughout the world; 
· Have managerial technical and institutional capacities to achieve the results outlined in this program description; 
· Have the technical capacity, depth and philosophical commitment to building technical capacity in local, in country organizations;

· Have the capacity to engage new partners; and 
· Propose a collaborative relationship among other organizations/groups.

C.
Implementation Mechanisms

The HCDP Project is an LWA cooperative agreement with a five-year term.  The Service Delivery Improvement Division of the Office of Population and Reproductive Health within the GH Bureau will manage the Leader Award in collaboration with other offices and divisions of GH.  A LWA mechanism was selected in recognition of the fact that core resources are limited and intended to support advancement of the global leadership agenda. Through Associate awards and field support applied to the Leader, funds are expected to be available to bring programs to scale in the field.

Applicants are encouraged to propose creative collaborative partnerships with other U.S. and/or international organizations, NGOs, private voluntary organizations, local partners and firms to implement activities under this program. In comparison to Intermediate Result 2, the activities described under Intermediate Results 1 and 3 are relatively new to GH programs.  The Global Bureau also recognizes that the skills and expertise to achieve these results may not be present with one USAID partner. Therefore, applicants are encouraged to form new partnerships by bringing in organizational expertise in these areas. The inclusion of non-traditional and innovative partnership arrangements, such as South to South relationships, HBCUs, faith-based organizations for this and other aspects of HCDP, is encouraged.  
The Leader Award will cover all core-funded activities under this agreement.  Presently, only POP and OHA core funds are anticipated.  Please see the Financial Plan detailed in Section IV for more information on anticipated funding. Please see the USAID Management section above for a discussion of the management of field support under either the Leader or the Associate Award mechanism.

D.
Staffing/Desired Expertise 
Applicants are requested to develop a comprehensive staffing plan that will enable achievement of the HCDP results and demonstrates an appropriate balance of skills and accountability. The staffing pattern should reflect the minimum number of highly experienced technical staff sufficient to manage activities under the Leader award and field needs. USAID’s intent is to have a core staff available to provide global leadership.  The Applicant should propose the optimal mix of technical personnel they consider necessary for global leadership (under the Leader award) to be able to provide technical expertise in areas such as workforce planning and specific health subjects (e.g., RH/FP services, maternal health, infectious diseases and HIV/AIDS) and who possess experience and understanding of different social and cultural contexts. The staffing level and pattern may be increased or modified over time if needed to provide effective support to field programs as they come on stream, rather than from the onset of the award.

The proposal shall designate no more than four (4) persons for key positions: a Project Director is required. The Project Director must have at least a masters’ degree in health sciences or a related advanced degree and demonstrated experience in the field of health service delivery.  S/he is expected to have the strategic vision, leadership qualities, depth and breadth of technical expertise and experience, professional reputation, management experience, interpersonal skills and professional relationships to fulfill the diverse technical and managerial requirements of the program description.  

The Project Director also must have substantial experience in management and implementation of overseas health projects. Actual overseas residence and experience is desirable. S/he must also have strong writing and oral presentation skills.  The Project Director and other key staff should have complementary skills and knowledge and have at least 20 years of combined relevant work experience with broad geographical coverage. 

The Applicant may suggest a key staff configuration for the remaining three positions. The following expertise should be covered in the remaining three key personnel positions: 

· Health workforce planning in low resource settings;
· Curriculum development, review and revision;
· Development and integration of pre-service education and training/learning systems;
· Clinical aspects of education and training of health care workers;
· Monitoring and evaluation of human resource management and training;

· Human resource management, policies and systems; and  
· Performance improvement and quality assurance/improvement systems in low-resource service delivery settings.
It is expected that Key Personnel will have at least 5-10 years experience in their area of expertise, including international experience.  They should also have advanced degrees; it is desirable that one individual have a degree in education.
E.
Geographic Focus

Cooperative Agreement resources will be available in all geographic regions. The actual selection of countries will depend in large part on mission demand and field support funding. Given the global scope of the program, the geographic allocations for HCDP will vary year by year, based on the provision of field support from missions and on the breakdown of priority countries identified by Global Health/Office of Population and Reproductive Health. 
F.
Management and Work Plans

The Management Plan

Coordination and communication with a wide range of partners, both internal to USAID and public/private sector partners, other cooperating agencies (CAs), other donors, etc. is key to the achievement of HCDP’s strategic objective. As such, a metropolitan Washington DC project presence is strongly preferred. With that in mind, proposals should reflect a willingness to partner with non-traditional and creative partners and utilize diverse human resources effectively. It is especially important that local partners have a significant role in implementation. A management plan for HCDP will need to specify clear lines of supervision, accountability, decision-making and responsibility among staff. In the case of proposed prime/sub relationships, especially in cases of geographic separation of collaborative institutions, clear lines of communication should be established. Special attention will need to be paid to ensuring efficiencies in operational and financial management. Applicants should address how they intend to manage the operational partnerships in order to maximize the input and utility of all partner organizations, collaboratively and effectively.

The Annual Workplan

The annual workplan serves several purposes including a guide to program implementation, a demonstration of links between activities, strategic objectives and intended results, a basis for budget estimates and the foundation for the monitoring and evaluation plan. 

A simple and concise workplan should include outcomes, outputs and activities. It is helpful if the workplans are organized in such as way to clearly link activities to the intended results, with delineation of GH Flagships/Special Initiatives and core versus field-support funded activities. Expected quarterly benchmarks should be included. The Leader agreement workplan is negotiated with the CTO and will outline key activities under core funds for the year and any anticipated core-funded country-specific work. The workplans for the field programs via Associate agreements are negotiated with the Mission CTOs, and approved by the CTO for consistency with the overarching program description.

Country plans should delineate a) overall budget, budget per activity, core funds budget if there are special initiative or core-funded in-country activities, differentiation between types of funds, i.e., child survival (CS), HIV, etc within budget; b) subcontracts anticipated or existing; and c) a link between field support activities and results. 

IV.
FINANCIAL PLAN

A.
Cost Share

There is a ten percent (10%) cost-sharing requirement for the Leader Award. Under individual Associate awards cost-sharing may be individually negotiated as deemed appropriate by each Mission or Bureau. Such funds may be mobilized from the prime contractor; other multilateral, bilateral and foundation donors; host governments; and local organizations, communities and private businesses that contribute financially and in-kind to implementation of activities at the country level.

B.
Total Funding Levels

USAID funding for this cooperative agreement will have a ceiling of $ 250 million over the five-year implementation period.  Current estimates project approximately $15 million in GH core funds and up to $235 million in field support or associate award funds from USAID missions and regional bureaus (pending availability of funds.)  

C.
Use of Core Funds

The activity will use core GH funds Regional Bureau Field Support to provide technical leadership in integrated reproductive health and family planning services, including research, dissemination of best practices and innovation.  Differing from previous GH agreements that supported a large home office infrastructure, this instrument has been selected as a more flexible and streamlined mechanism, under which the Leader award focuses on global leadership and Mission support is primarily accomplished through Associate awards.  



















3.1 Improved supervisory skills and systems 


3.2 Human resource policies implemented


3.3 Workplace environment improved 


       to foster good performance
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Strengthening systems for sustainable health worker performance








Improved Health Worker  Skills 








         


1.1  Policies improved


1.2  Optimal number and types of 


       of  workers deployed


Monitoring and evaluation


        systems in place








Improved workforce planning, allocation and utilization

































































2.1   Strengthened pre-service


        institutions and systems      


2.2   Sustainable in-service training  


        systems developed


Improved continuing education systems


State-of-the-art learning


        approaches developed and


        implemented
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Improved human capacity to implement quality health programs
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