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FROM THE AMERICAN PEOPLE





Issuance Date: 
May 14, 2009
Closing Date:  
June 30, 2009
Closing Time:  
11:00 a.m. EST

Subject:  Request for Applications (RFA) Number – M/OAA/GH/POP-09-1031
Human Resources for Health and Quality Services (HRHQS) 

The United States Agency for International Development (USAID) is seeking applications for a Leader with Associates Cooperative Agreement from eligible U.S. for-profit, non-profit, or private voluntary organization for a program titled, “Human Resources for Health and Quality Services (HRHQS).”  The authority for the RFA is found in the Foreign Assistance Act of 1961, as amended.  USAID strongly encourages applicants to develop consortiums with other responsible organizations (U.S. or Non-U.S. Organizations).

Any questions concerning this RFA must be submitted in writing to Ms. Alisa Dunn, Agreement Specialist, via email at adunn@usaid.gov by June 8, 2009 at 2:00PM EST.  

With this RFA, USAID’s objective is to strengthen the human resources needed to implement quality health programs. It will address both the number of healthcare workers needed and the quality and performance of those workers.  It will also build capacity in service delivery thereby increasing access to high quality FP/RH, HIV/AIDS, malaria, TB, MCH and other health services while at the same time strengthening the human resource systems necessary to develop, maintain and support the workforce. Specifically, USAID is seeking assistance to:  
· Global leadership fosters action to address the human resources for health (HRH) crisis. 

· HRH policy and planning strengthened.

· HRH workforce development strengthened.

· HRH performance support systems strengthened.
· Knowledge generated and disseminated to promote use of evidence-based HRH approaches.
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 application of the 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 application.

Subject to the availability of funds, USAID seeks to competitively award the Human Resources for Health and Quality Services (HRHQS) Leader with Associates (LWA) Cooperative Agreement.  USAID reserves the right to fund any or none of the applications submitted.

This RFA provides an estimate of the dollar amount for the Leader of $300 million over five years.  Each Associate Award has its own ceiling that is not included in the Leader ceiling.  The Associate award shall specify the Total Estimated Award (TEA) amount for the Cooperative Agreement.

For the purposes of this program, this RFA is being issued and consists of this cover letter and the following:
1.  Section I
Cooperative Agreement Application Format

2.  Section II
Evaluation Criteria
3.  Section III
Program Description
4.  Section IV
Implementation Arrangements  
5.  Section V   Certifications, Assurances, and Other Statements of Applicant
6.  Section VI
Annexes

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 must be received by the closing date and time indicated at the top of this cover letter at the place designated in the Technical Application Format for receipt of applications.  Applications and modifications thereof shall be submitted in envelopes with the name and address of the applicant and RFA No. M/OAA/GH/POP-09-1031. 

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 application(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; if 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 internet at www.grants.gov.  This RFA and any future amendments can be downloaded from http://www.grants.gov.  Click on “Search for Grant Opportunity,” then click on "Browse by Agency" and choose U.S. Agency for International Development, then click on the Opportunity titled, “Human Resources for Health and Quality Services (HRHQS) RFA”.  If you have difficulty accessing the RFA, please contact the Grants.gov Helpdesk at 1-800-518-4726 or via e-mail at support@grants.gov for technical assistance. Receipt of this RFA through grants.gov must be confirmed by written notification to the contact person noted below.  It is the responsibility of the recipient of the grant document to ensure that it has been received from Grants.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
Evaluation Criteria 

     (b) Section I
Application Format
     (c) Section III
Program Description
     (d) This Cover Letter
 






Sincerely,

 






Anne T. Quinlan 

Agreement Officer

M/OAA/GH/POP

HRHQS RFA
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SECTION I – COOPERATIVE AGREEMENT APPLICATION FORMAT
A.  General Instructionstc "General Instructions" \f C \l 2
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. 

The successful Applicant for this RFA will be awarded a Leader with Associates (LWA) agreement with USAID.  Applications in response to this RFA should respond directly to the terms, conditions, specifications, and provisions of this RFA.  Applications not conforming to this RFA may be categorized as non-responsive, thereby eliminating them from further consideration.

Applicants should submit one original plus four (4) copies of a technical application and one original plus two (2) copies of the cost/business application, in English.  Applications should reference the total proposed funding level and the estimated cost share on the cover page.  In addition to hard copies, technical and cost/business applications should be submitted on one (1) CD ROMS each in Microsoft Word 2003 and Excel 2003. 
All copies of the technical and cost/business applications must be separately placed in sealed envelopes clearly marked on the outside with the following words 

"RFA No. M/OAA/GH/POP-09-1031 with the contents indicated:  e.g. Technical, and/ or Cost/Business (as appropriate) Application".

Any application with data not to be disclosed should be marked 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 cooperative agreement 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 cooperative agreement. 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 [insert numbers or other identification of sheets]."

Mark each sheet of data you wish 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."
Eligibility Criteria
To be eligible to receive this Cooperative Agreement, an organization must:

· Be a U.S. based-non-profit, or private voluntary organization or an Institution of Higher Education (as defined in 22 CFR part 145); 

· Have managerial, technical and institutional capacities to achieve the results outlined in this program description; and

· Propose to contribute from their own, private or local sources no less than 20 percent of the amount of funds obligated by USAID for the implementation of this program over the course of the agreement.

B.  Preparation Guidelines for the Technical Application

All applications received by the deadline will be reviewed for responsiveness to the specifications outlined in these guidelines and the application format.  Section II, “Evaluation Criteria,” addresses the technical evaluation procedures for the applications.  Applications that are submitted late or are incomplete will not be considered for award.

Applications shall be submitted in two separate parts: (a) technical and (b) cost or business application, following the instructions listed in the first part of this section.  

The application will be prepared according to the structural format set forth below.  Applications must be submitted to the location indicated in the cover letter accompanying this RFA by the date and time specified.

Technical applications should be specific, complete and concise.  The Application should demonstrate the Applicant's capabilities and expertise with respect to achieving the goals of this program.  The technical application should fully respond to the technical evaluation criteria found in Section II.

Applicants should retain for their records one copy of the application and all enclosures that 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.

USAID requests that applications be kept as concise as possible.  Detailed information should be presented only when required by specific RFA instructions.  Technical Applications are limited to 35 pages (12 point single-spaced type, 1 inch margins), not including the cover page, executive summary, appendices, figures and tables.  Shorter applications are encouraged. USAID requests that applications provide all information required by following the general format described below.
The technical evaluation criteria, with the possible points allocated to each, are described in Section II.  The maximum number of points available is 100.  A USAID Technical Evaluation Panel will evaluate the technical applications in accordance with the evaluation criteria in Section II.  The format of the technical application should follow the outline and order of the technical scoring criteria according to the guidelines provided below.

The suggested format for the technical application is:

B1.
Cover Page

Include project title, RFA number, name of organization(s) submitting application, contact person, telephone and fax numbers, e-mail, and address.

B2.   
Executive Summary (1-3 pages) 

Briefly describe how the Applicant(s) proposes to meet the requirements, carry out the activity functions, and achieve the anticipated results.  Briefly describe the technical and managerial resources of the Applicant’s organization and describe how the overall program will be managed.

B3.
Technical Application Format (maximum 35 pages)

This section represents the technical portion of the RFA.  Applications should be kept as concise and specific as possible.  The technical portion of the application shall be no more than 35 pages, excluding attachments.  The technical application should be organized in the order of the evaluation criteria found in Section II.  

Content of the Technical Application – Instructionstc "Content of the Technical Application – Instructions" \f C \l 2  

B3A. Technical Approach

B3A1. Overall quality of proposed strategies, approaches, and interventions    

Applicants should describe how they propose to achieve the purpose of this Activity—to strengthen the human resources needed to implement quality health programs.  Applicant should describe how this will contribute to higher level outcomes.
For each of the five Results described in the RFA, Applicants should present an overview of how they will accomplish each result, with specific illustrative activities they would use to accomplish specific sub-results and each of the anticipated outcomes under the Leader Award. Applicants are encouraged to propose additional or modified anticipated outcomes, with corresponding proposed activities to accomplish these outcomes. 

For the purpose of this application, Applicants should assume they will receive principally population and HIV/AIDS core funds and population and HIV/AIDS field support funds, with possible funding from other sources, such as PMI and MCH.
In this section, Applicants should describe strategies for building on and strengthening local partners, networks and institutions and collaborating with other USAID Cooperating Agencies (CAs) and projects. Specifically, Applicants should describe how they will involve local partners in program implementation and ensure capacity building within in-country organizations and institutions that will allow them to assume responsibility for interventions, thereby increasing transfer and sustainability. 
Applicants should also describe how they will be responsive to USAID missions that provide field support funding or issue Associate Awards, including how their responses will address the challenges as described in this RFA.  
B3A2. Case Studies:   
Applicants’ response to the case study questions should be no more than 4 pages for Case Study 1 and 5 pages for Case Study 2 (a total of 9 pages) as part of the 35 page limit.
Case Study 1:  WHO identifies six building blocks of a health system that define its essential functions.  To achieve their goals, all health systems have to carry out these basic functions, regardless of how they are organized.  Much can be done within each block to contribute towards the system’s goals, but all blocks are inter-related.  USAID has adopted this health systems framework to guide its health systems strengthening efforts and promote common understanding and standardized approaches.

One of these building blocks is the health workforce.  Describe your vision of an effective HRH system as well as how that system relates to the other 5 health system building blocks.  Limit your response to no more than 4 pages.

Case Study 2:  Choose a country that you are familiar with that is facing a HRH shortage.  Present the health and HRH data for the country.  Develop and present a comprehensive 5-year program that will move this country towards the HRH system you described in Case Study 1.  Assume an annual budget of $1,500,000 in HIV/AIDS funds, $200,000 in population funds, and $300,000 in other funds (these can be MCH, malaria, TB or some combination of these).  Please include a timeframe and monitoring indicators.  Limit your response to no more than 5 pages.

B3B.  Staffing, including Key Personnel 


Applicants should propose a staffing plan that demonstrates an appropriate balance of skills and accountability.  They should present a plan that enables achievement of the five results expected of HRHQS.
Applicants should provide the following information which may be included in an annex:

· A complete staffing plan including key personnel and core technical staff, with underlying rationale, including an organizational chart demonstrating lines of authority and staff responsibility accompanied by position descriptions. Staffing plans are expected to include non-program staff, core technical staff and an explanation of how additional technical expertise will be obtained with attention to cost-containment and avoiding unnecessary staffing;

· A matrix of relevant programmatic and technical skills and experience necessary to implement the Applicant’s plan, that shows how all proposed staff (including short-term consultants) in the staffing plan meet these requirements (matrix will not count against page limit);

· An annex including letters of commitment and resumes (three pages maximum) including a half page summary of qualifications for all candidates for key positions.

Summary biographical statements (no more than one page each) of personnel other than those designated for key positions that are considered important to implementation of the project.  It is not necessary to include resumes of part-time staff, support staff, or potential consultants.

· Documentation that demonstrates organizational capabilities including past performance.

Applicants shall provide the names of the key individuals responsible for preparing the technical application, the specific sections of the proposal to which each contributed, and the approximate percentage of the final document that each individual contributed.

B3C.   Management and Institutional Capacity 

Applicants should provide a management plan for project implementation showing how responsibility and lines of authority will be managed within the project and across any proposed partnerships.  The management plan should describe how the project will relate to and respond to USAID Washington and to missions in the field.  The Applicant should describe plans for rapid start-up of 
the project, including plans for rapidly accessing and deploying key personnel and essential technical staff to support the implementation of the technical program and meet Washington and missions’ needs on the ground while avoiding excess staffing.  

The Applicant should describe their proposed management and administrative structure, policies and practices for overall implementation of the program including personnel, financial and logistical support; and coordination.  

The plan should also explain how the Applicant will address missions’ priorities.  Applicants should specifically describe how they will be responsive in a timely manner to missions requesting support from HRHQS across a range of technical areas, including those outlined in the program description.

USAID expects that all key personnel and core technical staff be located at the HRHQS headquarters; key personnel should be full time with the project.  Further, USAID strongly recommends that the headquarters of the project be located in the Washington D.C. metropolitan area.  If a Washington, D.C. headquarters is not planned, a strong rationale for such a decision must be given and a set of standing practices and procedures described for maintaining a close and regular working relationship with the USAID/Washington team. 

In an annex to the technical proposal, Applicants should demonstrate that their past performance meets or exceeds the Eligibility Criteria provided in the RFA. 

B3D. Performance Monitoring and Evaluation

Applicants should propose a preliminary performance monitoring plan (PMP) to track progress in achievement of the HRHQS Activity Objective and each of the five Results under the Leader Award.  The PMP will include proposed performance indicators with specific targets and benchmarks for the overall objective and each of the five results.  Applicants should describe how the PMP indicators will be regularly collected and reported to facilitate results reporting to USAID Washington and USAID Missions.

Applicants should describe how overall impact of HRHQS activities will be assessed, including how baselines will be established and how changes in status will be measured and attributed to HRHQS activities.  Applicants should also describe how the data provided by the PMP, and any other proposed specific studies to monitor particular aspects of activities, would be used to make mid-term corrections or other changes.  
B3E.  Cost Share

Applicants will be evaluated on their ability to maximize their cost share.  At a minimum the cost share requirement for the Leader Award is 20 percent.  Applicants shall be evaluated on the effectiveness, cost efficiency and matching resources that the leader award and its partners bring to the implementation of the Leader Award.

Applications that do not meet at least the minimum cost-share requirement are not eligible for award consideration. 
B3F.  Environmental Compliance 
The Foreign Assistance Act of 1961, as amended, Section 117 requires that the impact of USAID’s activities on the environment be considered and that USAID include environmental sustainability as a central consideration in designing and carrying out its development programs. This mandate is codified in Federal Regulations (22 CFR 216 http://www.usaid.gov/our_work/environment/compliance/22cfr216.htm ) and in USAID’s Automated Directives System (ADS) Parts 201.5.10g and 204 (http://www.usaid.gov/policy/ADS/200/), which, in part, require that the potential environmental impacts of USAID-financed activities are identified prior to a final decision to proceed and that appropriate environmental safeguards are adopted for all activities.  

To demonstrate their capability to meet all environmental compliance requirements, applicants will submit an Environmental Capability Statement (ECS) presenting their approach to achieving environmental compliance and management. This statement, which should be limited to ½ -1 page, must include:

· the applicant’s approach to developing and implementing any 216 documentation including provisions for an Environmental Monitoring and Management Plan (EMMP) to be updated and revised throughout the life of the award as detailed in the annual Environmental Status Report (ESR) and 

· The applicant’s approach and staff that will provide necessary environmental management expertise.

· This will include examples of past experience of environmental management of similar activities and 

· technical expertise of identified individuals.  
The applicant needs to include anticipated costs for implementing and monitoring the environmental compliance activities in the budget and to describe these costs in detail to the degree possible in the budget narrative.

C.   Cost/Business Applicationtc "Cost/Business Application" \f C \l 2   

The following sections describe the documentation that applicants for an assistance award must submit to USAID prior to award in order for an Agreement Officer (AO) to make a determination of responsibility.  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. 
Applicants must include a detailed five-year budget with accompanying budget narratives for the Leader Award only, which provides in detail the total costs for implementation of the program your organization is proposing.  For the purposes of developing an illustrative budget, it should be assumed that the award will be funded at an estimated $4 million in core funds and an estimated $12 million in field support for the first year.  The information from the detailed budget must be then included on the Standard Form 424, which can be downloaded from the following links 
http://www.usaid.gov/forms/sf424.pdf  (Standard Form 424).  The Applicant should submit the cost/business application on a CD ROM, formatted in Word 2003 and Excel 2003.

If the Applicant has established a consortium or another legal relationship among its partners, the Cost/Business application must include a copy of the legal relationship between the parties.  The agreement should include a full discussion of the relationship between the Applicants including: identification of the Applicant with which USAID will treat for purposes of Agreement administration; identity of the Applicant that will have accounting responsibility; how Agreement effort will be allocated; and the express agreement of the principals thereto to be held jointly and severally liable for the acts or omissions of the other.  

Over the course of the Agreement, in addition to USAID funds, Applicants are expected to contribute from their other sources, no less than 20 percent of the amount obligated by USAID for the implementation of this program, over the life of the project. Contributions can be either cash or in-kind and can include contributions from the US NGO, local counterpart organizations, project clients, and other donors (not other USG funding sources). Information regarding the proposed cost-share should be included in the SF 424 and the Cost Matrix as indicated on those documents.  The cost-share should be discussed in the budget narratives to the extent necessary to realistically access these sources and funds and the feasibility of the cost-sharing plan. Applications that do not meet the minimum cost-share requirement are not eligible for award consideration.  It should be noted that there is no separate/additional evaluation criteria category for cost share because cost-share is included within cost-effectiveness.

Additionally, if an Applicant proposes a higher than minimum cost share, this may be considered with the “cost effectiveness” evaluation.  If the cost share is less than 20 percent, then the proposal shall not be reviewed and will be deemed non-responsive.

To support the proposed costs, please provide detailed budget notes/narrative for all costs that explain how the costs were derived.  The following provides guidance on what is needed. 

a.
The breakdown of all costs associated with the program according to the costs of, if applicable, headquarters, regional, and/or country offices; project management and administrative costs will be shared equitably across all funding sources.
b.
The breakdown of all costs according to each partner organization involved in the program.

c.
The costs associated with external, expatriate technical assistance and those associated with local in-country technical assistance.

d.
The breakdown of any financial and in-kind contributions of all organizations involved in implementing this Cooperative Agreement.

e.
Potential contributions of non-USAID or private commercial donors to this Cooperative Agreement.

f.
Procurement plan for commodities (if applicable).

The cost application should contain the following budget categories:

· Salary and Wages:  Direct salaries and wages should be proposed in accordance with the Applicant's personnel policies;

· Fringe Benefits:   If the Applicant has a fringe benefit rate that has been approved by an agency of the U.S. Government, such rate should be used and evidence of its approval should be provided.  If a fringe benefit rate has not been so approved, the application should propose a rate and explain how the rate was determined. If the latter is used, the narrative should include a detailed breakdown comprised of all items of fringe benefits (e.g., unemployment insurance, workers compensation, health and life insurance, retirement, FICA, etc.) and the costs of each, expressed in dollars and as a percentage of salaries;   
· Travel and Transportation:  The application should indicate the number of trips, domestic and international, and the estimated costs.  Specify the origin and destination for each proposed trip, duration of travel, and number of individuals traveling.  Per Diem should be based on the Applicant's normal travel policies;  

· Equipment:  Estimated types of equipment (i.e., model #, cost per unit, quantity);

· Supplies:  Office supplies and other related supply items related to this activity;  

· Contractual:  Any goods and services being procured through a contract mechanism;

· Other Direct Costs:  This includes communications, report preparation costs, passports, visas, medical exams and inoculations, insurance (other than insurance included in the Applicant's fringe benefits), equipment, office rent abroad, etc. The narrative should provide a breakdown and support for all other direct costs; 

· Indirect Costs:  The Applicant should include a current negotiated indirect cost rate (NICRA) from a cognizant government audit agency.  Applicants who do not currently have a NICRA from any agency of the United States government (USG) shall also submit the following information:

· Copies of the applicant’s financial reports for the past three years, which has been audited by a certified public accountant or other auditor satisfactory to USAID;
· Projected budget, cash flow and organizational chart;
· A copy of the organizations accounting manual.

ADDITIONAL DOCUMENTATION 
Please include information on the organization's financial status and management, including:

a.
Copies of the Applicant's financial reports for the previous 3-year period, which have been audited by a reputable certified public accounting firm;

b.
A current Negotiated Indirect Cost Rate Agreement;

c.
Organizational chart;

d.
If the Applicant has made a certification to USAID that its personnel, procurement and travel policies are compliant with applicable OMB circular and other applicable USAID and Federal regulations, a copy of the certification should be included with the application.  If the certification has not been made to USAID/Washington, the 
Applicant should submit a copy of its personnel (especially regarding salary and wage scales, merit increases, promotions, leave, differentials, etc.), travel and procurement policies, and indicate whether personnel and travel policies and procedures have been reviewed and approved by any agency of the Federal Government. If so, provide the name, address, and phone number of the cognizant reviewing official. 

e.
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.

Applicants must submit any additional evidence of responsibility deemed necessary for the Agreement Officer to make a determination of responsibility.  The information submitted must substantiate that the Applicant: 
· Has adequate financial resources or the ability to obtain such resources as required during the performance of the cooperative agreement;

· Has the ability to comply with the cooperative agreement conditions, taking into account all existing and currently prospective commitments of the Applicant, nongovernmental and governmental;

· 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; 

· Has a satisfactory record of integrity and business ethics; 

· Is otherwise qualified and eligible to receive a cooperative agreement under applicable laws and regulations (e.g., Equal Employment Opportunity laws); and

· Completed copy of certifications and representations.

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

1.  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 artwork, expensive paper and bindings, and expensive visual and other presentation aids are neither necessary nor wanted.

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

3.  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.

4.  Submission of Applications
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.

5.  Preparation of Applications
· 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.

· 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 application. 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.  

· 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, must:

· Mark the title page with the following legend:

· “This application includes data that shall not be disclosed outside of the U.S. Government and shall not be duplicated, used, or disclosed – in whole or part – for any purpose other than to evaluate this application.  If, however, a cooperative agreement 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 agreement.  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”; and 

· 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.”

6.  Explanation to Prospective Applicants
Any prospective applicant desiring an explanation or interpretation of this RFA must request it in writing.  Oral explanations or instructions given before award of a cooperative agreement 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 applicant.

7.   Cooperative Agreement Award
The Government may, without discussions or negotiations, award an agreement resulting from this RFA to the responsible Applicant, whose application conforming to this RFA offers the best proposal, including a calculation of costs that are reasonable and clearly explained.  Therefore, the initial application should contain the Applicant's best effort from a technical standpoint, with reasonable allocation of costs.  The Government may reject any or all applications, accept other than the lowest cost application, and waive informalities and minor irregularities in applications received. 

Although technical evaluation factors are significantly more important than cost factors, the closer the technical evaluations of the various applications are to one another, the more important cost considerations become.  The Agreement Officer may determine what a highly ranked application based on the technical evaluation factors would mean in terms of performance and what it would cost the Government to take advantage of it in determining the best overall value to the Government.   

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

9. Terrorism
The Applicant 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/sub-awards issued under this agreement.

10. Foreign Government Delegations to International Conferences
Funds in this agreement 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 Agreement Officer.

11.  LWA Cooperative Agreement
It is USAID’s intent to award a five year leader with associates (LWA) cooperative agreement to build upon its previous work to strengthen the human resources needed to implement quality health programs.  This Request for Applications (RFA) is issued for a cooperative agreement covering a specified worldwide activity (Leader Award) as described in the Program Description, Section III of this RFA under which missions or other offices are authorized to fund associate assistance activities under separate non-competitive assistance awards that are subject to the provisions of the leader agreement. A worldwide activity is an activity or a series of linked activities identified at the business/development sector’s strategic objective level that is intended to provide results in multiple regions and countries. An associate award is a separate assistance agreement funded by a mission or other office and awarded to the leader recipient to support a distinct local or regional activity that fits within the scope of the broad worldwide program description in the leader agreement. The associate award can be a grant or cooperative agreement notwithstanding the type of assistance instrument issued as the Leader Agreement.

Each associate award shall contain a separate activity description that fits within the broader program requirements, but will otherwise be considered to be covered by the terms and conditions of the leader agreement.

The benefits of this mechanism include: (1) no further competition required for Missions or other USAID offices awards under the Leader/Associate cooperative agreement, (2) simplified Missions or other USAID Offices award documents, (3) simplified certification by the recipient of the leader award and (4) reporting directly to the Missions or other USAID Offices on the use of Missions or other USAID Offices funds.

12.  Competition
Once a recipient is selected for the Leader Award pursuant to this RFA, no further competition or waiver of competition is required for any associate cooperative agreements/grants awarded within the terms of the LWA. The competition under this RFA covers the initial Leader award, which will provide leadership for regional 
and/or worldwide activities and for subsequent associate awards providing support to Missions and other USAID Offices. In this manner, Missions or other USAID offices may fund specific activities of the Leader recipient that fit within the RFA/Leader program description through field support or associate awards without further competition.

13.  Issuance of Associate Awards
Prior to issuance of an Associate agreement, the requesting office or Strategic Objective Team in the Mission or other USAID Office shall consult with the Agreement Officer’s Technical Representative (AOTR) at USAID/Washington.  This will help ensure the technical leadership role of global program and the appropriate use of the mechanism.  After receiving the AOTR’s concurrence, the appropriate Mission or other USAID Office personnel shall request the recipient of the Leader award provide an application (specific Program Description and budget - SF-424 is not required) to the Mission or other USAID Office.  The application shall be reviewed by the appropriate technical personnel, and the Agreement Officer shall be responsible for cost analysis and negotiation of the final agreement.

The Mission or other USAID Office has the discretion to decide whether or not to award the associate agreement. When the Mission or other USAID Office and recipient of the Leader award are in agreement on the program description, budget and substantial involvement anticipated, the Agreement Officer for the Mission or other USAID Office may award the Associate agreement. The Mission or other USAID Office activity manager is the Agreement Officer’s Technical Representative for the Associate agreement.

14.  Certifications
The required certifications, including validation of the umbrella organization as a single entity with a single accounting system, shall be obtained from the applicant prior to award of the Leader Cooperative Agreement. Prior to award of an Associate grant/cooperative agreement, the recipient of the Leader must affirm that certifications remain valid, or provide new certifications. (See attachment) After the Leader is awarded, a copy of the award will be sent to all Missions or other USAID Offices along with any necessary guidance or instructions regarding issuance of Associate awards. 


15.  Grant vs. Cooperative Agreement
Regardless of whether the Leader instrument is a grant or cooperative agreement, Missions and other USAID Offices may issue an Associate instrument of either type; i.e., an Associate cooperative agreement may be issued under a Leader grant and vice versa.

16.  Period of Performance
The Leader award will be issued for a performance period of five (5) years.  Associate awards may be issued until the Leader award expires and can be for a period of performance up to 5 years past the expiration date of the Leader award.

17.  Estimated Dollar Value
This RFA provides an estimate of the dollar amount for the Leader of $300 million over five years.  Each Associate Award has its own ceiling that is not included in the Leader ceiling.  The Associate award shall specify the Total Estimated Award (TEA) amount for the Cooperative Agreement.
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A.
Overview

Each technical application submitted in response to this RFA will be evaluated in relation to the evaluation factors set forth in this solicitation and which have been tailored to the requirements of this RFA to allow USAID to choose the highest quality application. 
The Government intends to evaluate applications and award an agreement without discussions with Applicants.  However, the Government reserves the right to conduct discussions if later determined by the Agreement Officer as necessary.  Therefore, each initial offer should contain the Applicant’s best terms from a cost or price and technical standpoint.
B.
Acceptability of Proposed Non-Price Terms and Conditions

An offer is acceptable when it manifests the Applicant's assent, without exception, to the terms and conditions of the RFA, including attachments and provides a complete and responsive proposal without taking exception of the terms and conditions of the RFA.  If an Applicant takes exception to any of the terms and conditions of the RFA, then USAID will consider its offer to be unacceptable.  Applicants who wish to take exception to the terms and conditions stated within this RFA are strongly encouraged to contact the Agreement Officer before doing so.  The USAID reserves the right to change the terms and conditions of the RFA by amendment at any time prior to the Applicant selection decision.  
The criteria presented below have been tailored to the requirements of this RFA.  Applicants should note that these criteria serve to: (a) identify the significant areas that Applicants should address in their applications and (b) serve as 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 be conducted with all Applicants, whose application after discussion and negotiation, has a reasonable chance of being selected for award.  An award will be made to responsible Applicants whose applications offer the greatest value, cost reasonableness and other factors considered.

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

C.
Evaluation Criteria 

USAID will award to the one Applicant whose proposal best meets the program description and represents the best value to the U.S. Government, all factors considered.  Technical proposals for HRHQS will be evaluated and scored based on the following percentages.  

C1. 
Technical Approach 






 (35/100)






The application reflects excellent understanding of the overall program description and its objective, and the ability to synthesize and apply the lessons learned from past and current USAID agreements and other critical sources.  The technical approach will be evaluated on the overall merit (creativity, clarity, analytical depth, state-of-the-art technical knowledge, and responsiveness) and feasibility of the program approach and strategies proposed to achieve the program's objective, results and sub-results.  Responsiveness to each of the bullets provided below will be taken into consideration by the technical review committee in determining the overall score, but will not be individually scored.
1. Overall quality of proposed strategies, approaches, and interventions    (21/35) 

· An understanding of, and a proposed approach for addressing the key issues and challenges, application of best practices, and achievement of specific results for meeting the requirements of the program description. Illustrative activities are relevant and likely to achieve the anticipated outcomes for each result.  The application reflects thorough understanding of HRH systems strengthening, including HR policy development and implementation, HR management, workforce development, performance support for improved retention and productivity and monitoring and evaluation.  

· An understanding of, and a proposed approach for improving access to and the quality of services in FP/RH, HIV/AIDS, malaria, TB, MCH and other health areas while at the same time strengthening HRH systems.   The application articulates how larger systems strengthening efforts are able to have a positive impact on service delivery and demonstrates this in the illustrative activities and anticipated outcomes.

· An understanding of and a proposed approach for building the capacity of local organizations and institutions that are part of HRH systems strengthening and service delivery improvement activities articulated in response to the program description.  The application demonstrates how this approach is incorporated into activities, the monitoring of the capacity development process and the transfer of ownership to local stakeholders. 

· An understanding of, and a proposed approach for actively engaging a variety partners at the global level, including donors, and at the local level, including governments and the private sector.  The application describes how these partnerships will leverage funding, political will and other resources in order to obtain the goal of an improved workforce and the HRH systems to support them.

· Technical leadership, creativity, innovation and soundness in advancing evidence-based best practices and state-of-the-art approaches for improving the quality and quantity of health care workers, the HRH systems to support them, and the services they provide.  Gender considerations are addressed throughout the proposed approaches and strategies. 
· The proposed approaches are feasible, efficient, sustainable, and have potential to be scaled-up; identify strategies/mechanisms/activities for coordination/collaboration with USAID partners and a wide range of other organizations. 

2. 
Case Studies 





(14/35; 7 for each study)
The responses to the case study questions will be evaluated according to the following criteria. Responsiveness to each of the bullets below will be taken into account by the technical review committee in determining the score for each case study, but will not be individually scored.

· Case study responses reflect a thorough understanding of HRH systems and the interventions needed to strengthen them 

· Case study responses reflect a careful review, understanding and analysis of the information presented for each case study.
· Proposed approaches to strengthening human resources are state-of-the-art and evidence-based.

· Proposed activities are appropriate to the specific setting and efficient in use of technical and financial resources.

· Proposed activities reflect understanding of the diverse nature of relationships and partnerships that need to be fostered and the importance of gender considerations. 

· Adequate emphasis is placed on scaling-up and achieving broad-based impact.

· Appropriate work-plan and/or monitoring and evaluation strategies are proposed.
C2.  
Staffing including Key Personnel 
 



      (47/100)

Responsiveness to each of the criteria below will be taken into account by the technical review committee in determining the score for each category, but will not be individually scored.
  Consideration will also be given to the complementarity of the team of key personnel that are proposed. 

Qualifications for the proposed Project Director:



(14/47 points)
The proposed Project Director must have strong leadership qualities and broad technical and management expertise, as demonstrated by at least 10 years of experience in addressing issues of human resources for health/health systems strengthening and/or designing, implementing and managing large complex projects in/for developing countries. S/he must also have demonstrated international credibility as a leader on matters of human resources for health and health systems strengthening in developing countries.  S/he must have experience interacting with government agencies, host country governments and counterparts, and international donor agencies.  Strong interpersonal, writing, and oral presentation skills in English are also required.  S/he must have a Master’s Degree or higher.  A degree in public health or social sciences, management or a related advanced degree is preferred. Two years experience living or working in a developing country and fluency/proficiency in a second language are desirable.

Qualifications for the proposed Deputy Director for HRH and Health Systems Strengthening:







(8/47 points)
The proposed Deputy Director for HRH and Health Systems Strengthening must be experienced in addressing the special challenges of human resources for health and health systems strengthening.  S/he must have at least 8 years of experience in implementing or managing projects related to HSS in/for developing countries, with a particular emphasis on human resources for health.  S/he must have demonstrated leadership qualities, broad technical and management expertise and experience, and strong interpersonal, writing, and oral presentation skills.  S/he must have a Master’s Degree in public health, a clinical discipline, or social sciences relevant to the field of human resources for health or health systems strengthening or a related advanced degree.  Experience with FP/RH or HIV/AIDS programs is highly desirable. Two years experience living or working in a developing country and fluency/proficiency in a second language are also desirable.

Qualifications for the proposed Deputy Director for Clinical Services and Service Delivery Strengthening:






(8/47 points)
The proposed Deputy Director for Clinical Services and Service Delivery Strengthening must be experienced in implementing and managing projects aimed at strengthening the delivery of services for FP/RH, HIV/AIDS, MCH, malaria, or other relevant health areas.  S/he must have at least 8 years of experience with health projects in/for developing countries, as well as demonstrated leadership qualities, broad technical and management expertise and experience, and strong interpersonal, writing, and oral presentation skills.  S/he must have a Master’s Degree in public health, a clinical discipline, social sciences or a related advanced degree. Education and/or experience relevant to the field of human resources for health or health systems strengthening is highly desirable. Two years experience living or working in a developing country and fluency/proficiency in a second language are also desirable.

Qualifications for the proposed Monitoring and Evaluation Director
(5/47points)









 
The proposed Monitoring and Evaluation Director must have a firm command of M&E issues with respect to HRH and health systems strengthening and/or capacity building, as well as service delivery strengthening, especially for FP/RH and/or HIV/AIDS.  S/he must have at least 8 years experience designing, implementing and supervising monitoring and evaluation efforts for multi-country, multi-faceted programs.  S/he must have demonstrated analytical skills and experiences to identify and evaluate best practices and state-of-the-art approaches to be utilized by HRHQS.  In addition, s/he must possess strong writing and organizational skills for reporting on program and study results. S/he must have an advanced degree in public health, demography, sociology, psychology, biostatistics, statistics, or a related discipline. 

The complement of other financial management/administration and technical staff and organizational structure 





(12/47 points) 

The staffing pattern and the number and type of positions proposed must demonstrate applicants’ responsiveness to the financial management/administration and technical requirements and Applicant’s approach, with an optimal configuration for efficiency and cost containment. The proposed financial management/administration and technical specialists must have demonstrated financial, administrative, technical and operational experience in the subject areas for which they are proposed.   The proposed technical specialists must cover the technical areas needed to achieve the main results of HRHQS. Regarding the organizational arrangements (e.g., consortium, recipient/subrecipients), the staffing pattern and the number and type of positions proposed should reflect the specific expertise of each organization, should not be duplicative and should represent an efficient use of resources.
C3.  
Management and Institutional Capacity



(10/100) 
The management and institutional capacity will be evaluated according to the following criteria.  Responsiveness to each of the bullets will be taken into consideration by the technical review committee, but will not be individually scored.
· Management and administrative structure, policies and practices for overall implementation of the program including personnel, financial and logistical support; the role and level of effort for staff supporting these functions; and a realistic plan for monitoring the technical and financial activities and the reporting on results. 
· Plans for rapid start up of the project, including the first year plan of activities and timeline; and plans for rapid response to requests from USAID/Washington and/or USAID Missions, including how the program will manage a complex set of activities in multiple countries and regions of the world, and balance the competing demands from USAID/Washington and USAID Missions, including the reporting requirements; 

· How applicants will divide responsibilities and funding among partners to manage and implement activities; how the applicant will work with local partners, other USAID programs, and other implementing organizations to achieve results; and how management is structured in a way that is mutually reinforcing, optimally efficient and effective in its use of technical and financial resources, and not duplicative.
· The proposal demonstrates the Applicant’s institutional capacity, organizational systems and competence to creatively plan, implement, monitor, and report on the range of activities outlined in this RFA in both global and country-specific contexts. 
C4.
Monitoring and Evaluation





(8/100) 

The Monitoring and Evaluation Plan will be evaluated according to the following criteria.  Responsiveness to each of the bullets provided below will be taken into account by the technical review committee in determining the overall score for this category, but will not be individually scored.
· The application presents a comprehensive Performance Monitoring Plan that clearly outlines its approach to monitoring and evaluation.  The plan delineates ambitious but achievable performance targets and benchmarks for achieving the results outlined in the program description.  It includes a plan for the oversight of compliance with USAID family planning legal and policy requirements.

· The plan should demonstrate what will be achieved by year three and by the end of the project.  There should be at least a minimal set of indicators for targets, and benchmarks should show how they lead to the achievement of results.  

· The plan should describe the methodology to be used for data collection that is cost effective and timely. 

Summary:

Technical Approach




  35 points 

Staffing/Key Personnel




  47 points 

Management/Institutional Capacity


  10 points 

Monitoring and Evaluation
 8 points 
TOTAL






100 points
SECTION III – PROGRAM DESCRIPTION 
A.  Introduction
The U.S. Agency for International Development (USAID) Bureau for Global Health (GH) is issuing this Request for Applications (RFA) for a five-year, $300 million, Leader with Associates (LWA) Cooperative Agreement.  This new Activity will build upon and expand USAID’s previous successful efforts to address the critical global shortage of health care workers.  The name of the new Activity is Human Resources for Health and Quality Services (HRHQS).
Human Resources for Health and Quality Services (HRHQS) was developed by the Office of Population and Reproductive Health (PRH) Service Delivery Improvement (SDI) Division together with the Office of HIV/AIDS with input from a design team that included representatives from both offices, the Office of Health, Infectious Disease and Nutrition’s Division of Health Systems Strengthening and Regional Bureaus. The design also benefited from the findings of an external evaluation of the Capacity Project Cooperative Agreement, and a survey of priorities from Missions, as well as recent reports and analyses from the World Bank, WHO, DFID and other leading international agencies.

B. Objective of the Activity

The objective of this Activity is to strengthen the human resources needed to implement quality health programs.  It will address both the number of healthcare workers needed and the quality and performance of those workers.  It will also build capacity in service delivery thereby increasing access to high quality FP/RH, HIV/AIDS, malaria, TB, MCH and other health services while at the same time strengthening the human resource systems necessary to develop, maintain and support the workforce.

As the private sector, particularly the not-for-profit private sector, is a key provider of health services in a large number of countries, HRHQS will work to fill their human resource needs as well as those of the public sector. Community health workers also play an increasingly vital role in expanding access to health services and their effective incorporation into the health system will be addressed by HRHQS.  In addition, when requested or appropriate, HRHQS will expand the definition of “human resources” beyond the traditional definition of healthcare worker to include pharmacists, logisticians, epidemiologists, health educators, social workers, program managers, human resource managers, laboratory staff, health information systems/strategic information specialists, monitoring and evaluation experts, and others essential to the effective functioning of the health system.  
Developing the capacity of in-country organizations and institutions to assume responsibility for the Activity’s key areas of intervention is essential to ensuring the sustainability of its efforts.  This capacity building must begin at the earliest stage of implementation and be systematically incorporated throughout its work.  A plan for capacity building and the transfer of responsibility to local implementers will be a key component of all interventions.

This Activity Objective will be accomplished through the achievement of the five results listed below.  The Detailed Program Description with Results Framework, sub-results and expected outcomes is provided in Section G.  
Result 1:  Global leadership fosters action to address the human resources for health (HRH) crisis. 

This result is about establishing HRHQS and USAID’s global leadership role among the key agencies and organizations that are in the forefront of human resources for health and health systems strengthening (HSS).  This will be achieved by establishing collaborative partnering relationships and by advocating for efforts to strengthen HRH systems and raising awareness of state-of-the-art technical interventions among USAID missions, host country governments, the donor community and other key stakeholders.  

Result 2:  HRH policy and planning strengthened.
Ensuring that there are adequate numbers of the right types of workers, who are appropriately prepared, deployed to the right locations and then adequately supported in their worksites, requires a cohesive and comprehensive configuration of policies and systems.  Consequently, contributing to the evidence base regarding this configuration – what is needed and how to achieve it – will be a major portion of the global agenda of HRHQS.  This result will also have a significant focus on advancing work already done to help count and define the workforce as the basis for data-driven decision making (DDDM) and strategic planning at the country level, as well as addressing the urgent need for strengthened human resource management (HRM).

Result 3:  HRH workforce development strengthened.

This result will improve the quality of the healthcare workers by strengthening the preparation they receive to assume their jobs (pre-service education), as well as the opportunities they have throughout their career to maintain and improve their knowledge and skills.  It will address the need for a continuum of educational and training opportunities for workers at all levels and beyond the traditional areas of health (pharmacists, lab workers, managers, health information systems/strategic information specialists, monitoring and evaluation experts, etc.), in both the public and private sectors.  

Result 4:  HRH performance support systems strengthened.
Adequately supporting workers on the job enables them to work efficiently and effectively in the provision of quality health services.  Providing workers with the supplies and equipment needed; adequate infrastructure; HR policies that ensure salaries, performance-based appraisals, career advancement, opportunities for self-development and other benefits; supportive supervision; and other forms of incentives will increase worker motivation and morale.  This, in turn, will increase job satisfaction, willingness to stay on the job (retention) and productivity.  The global agenda will focus on bringing to scale proven pilot interventions that will not only increase the size of the workforce, but also, whatever its size, make it more effective.

Result 5:  Knowledge generated and disseminated to promote use of evidence-based HRH approaches.
This result will organize and disseminate the ever-growing body of evidence in HRH, making it available for further testing and use.  It includes rigorous attention to monitoring and evaluation of the work of HRHQS itself as well as contributing to the ongoing discussion of M&E for HRH systems strengthening.

HRHQS will fill a unique niche by serving as USAID’s sole comprehensive human resources for health project.  It will have both a global agenda supported primarily with core funds from USAID/Washington, and a field agenda supported principally by field support funds from USAID field missions.

Results 1 and 5 will be primarily focused on the global agenda.  Each of the remaining 3 results – Results 2, 3, and 4 – will have both a large global component as they seek out new scaleable, sustainable interventions to strengthen HRH systems and a strong field component as approaches and models are transferred to and scaled up in the field.  The challenges of addressing HRH systems strengthening and improving service delivery access and quality at the same time will be most apparent while working with the field.  This will offer opportunities to demonstrate unique partnerships and collaborations to achieve the desired results.  
HRHQS will also work with Global Health Bureau projects that are focusing on other aspects of health systems, such as financing or governance (Health Systems 20/20), leadership and management (Leadership, Management and Sustainability [LMS]), and healthcare quality (Health Care Improvement Project [HCI]).  It will also collaborate with projects in key technical areas, such as FP/RH (RESPOND, PSP-ONE, Expanding Service Delivery [ESD]) and MCH (MCHIP), to draw on their specialized expertise when needed to more effectively implement programs and activities.  Finally, HRHQS will collaborate with other USG agencies and their projects working to strengthening health and human resource systems, particularly at the country level. 
C.  Relationship of HRHQS to the Foreign Assistance Framework

In the Foreign Assistance Framework, HRHQS falls under Investing in People (IIP), and the Program Area of Health. Its five results focusing on global leadership, workforce policy and planning, workforce development, performance support, and knowledge management are all aligned with achieving the Program Element results for FP/RH, HIV/AIDS, MCH, malaria, and TB.  The relationship of HRHQS to the Foreign Assistance Framework is illustrated in the box below.

	Alignment of Foreign Assistance and HRHQS Frameworks

	Foreign Assistance Objective: Investing in People

	Program Area:  Health  (3.1)   To contribute to improvements in the health of people, especially women, children and other vulnerable populations in countries of the developing world, through expansion of basic health services, including family planning, strengthening national health systems, and addressing global issues and special concerns such as HIV/AIDS and other infectious diseases

	Program Elements:

	FP/RH Element (3.1.7)
	Expand access to high-quality family planning services, information and reproductive health care in order to reduce unintended pregnancy and promote healthy reproductive behaviors

	HIV/AIDS Element (3.1.1)
	Reduce the transmission and impact of HIV/AIDS through support for prevention, care and treatment programs

	MCH Element (3.1.6)
	Increase the availability and use of proven life-saving interventions that address the major killers of mothers and children and improve their health and nutrition status

	Malaria Element (3.1.3)
	Support the implementation of the President's Malaria Initiative (PMI), related malaria control programs, and malaria research activities to reduce malaria-related mortality. Develop effective malaria vaccines, new malaria treatment drugs, and targeted operations research

	Tuberculosis Element (3.1.2)
	Reduce the number of deaths caused by TB by increasing detection of cases of TB and by successfully treating detected cases, as well as addressing issues of multi-drug resistant TB, TB and HIV, and investing in new tools for TB.

	
	

	HRHQS Objective
	Strengthen the human resources needed to implement quality health programs. 

	Results
	Global leadership fosters action to address the HRH crisis
	HRH policy and planning strengthened
	HRH workforce development strengthened
	HRH performance support systems strengthened 
	Knowledge generated and disseminated to promote use of evidence-based HRH approaches


D. Programmatic Background

USAID’s vision for development is one of improved global health, including family planning, reproductive health, maternal and child health and reduced disease, especially HIV/AIDS, malaria and tuberculosis.  Nearly everything done to improve health with Population, Health and Nutrition priority interventions is done through the health system. Just as information technology depends on both computers and software, saving lives depends on both technical interventions and the health workers capable of delivering them. While considerable progress has been made in developing technical interventions for many health areas, ensuring adequate quantity and quality of health workers to implement the interventions is proving to be an ongoing challenge.  

This challenge is not new.  The shortage of health workers has existed for decades, the legacy of chronic underdevelopment in human resources.  Two decades of economic and health sector reform capped expenditures, froze recruitment and salaries, and restricted budgets, negatively impacting supplies, equipment, drugs and infrastructure.  These well-intentioned reform approaches 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, under paid, poorly motivated and eventually leave their jobs, thereby further aggravating the worker shortage. 

The scope and severity of the shortage reached a new scale with the HIV/AIDS epidemic which has not only increased the burden on health systems, but directly affects many workers themselves. It affects the ability of countries to move their health agendas 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 health-related Millennium Development Goals (MDGs). 

The situation continues to worsen, despite recent intensified efforts to address it.  There is now global recognition that the human resource crisis is the major constraining factor within health systems.  Consequently, increased prominence and importance is being given to HRH and health systems strengthening at the global level among the major donors, such as the Global Fund, World Bank, Global Health Workforce Alliance (GHWA), DFID and others, including USAID.
To respond to the growing crisis in HRH, in 2004 USAID developed the Capacity Project, the immediate predecessor to HRHQS.  USAID’s first global project to focus solely on issues of human resources for health, the Capacity Project’s objective was to “improve human capacity to implement quality health programs.”  By both developing and applying proven and promising approaches to solve critical problems, the Project improved the quality, accessibility and use of priority health care services through: 
· improved workforce planning and leadership, including strengthening human resource information systems, the use of data for decision-making about the workforce, and strengthened human resource management systems; 
· developing better education and training programs for the workforce so that workers have the correct complement of knowledge and skills to meet the needs of their client populations; and

· strengthening systems to support workforce performance thereby increasing productivity and retention.  
It also filled an important knowledge management and dissemination role on the global level.   It’s HRH Global Resource Center, for example, a web-based searchable collection of HRH information and resources with librarian support, has been recognized as the best source of HRH information globally.
The evaluation of the Capacity Project, conducted May-August 2008, described the project as “timely, far-sighted, and generous” and noted that USAID is now recognized as one of the global leaders in human resources for health. It was recommended that USAID develop and fund another project that would build on the accomplishments of the Capacity Project.   The evaluation recommended specific technical areas that should be continued. These findings, together with discussions with USAID missions, Bureau of Global Health and reports and analyses from the World Bank, WHO, DFID and other leading international agencies inform this Program Description.  These same sources also provided direction to new areas of focus for HRHQS, which are also included in the Program Description.  The applicant is encouraged to think creatively to add additional new areas of focus as well.

E. Issues and Challenges
There are multiple factors that drive and influence the health workforce shortage.  The following are among the most important and confront all levels of health care systems:   

Inadequate Numbers of Workers

The World Health Report 2006 reported a global health workforce shortage of 4 million workers.  While the shortage is not felt equally in all countries, it is felt to some extent by all and most acutely in the poorer countries where health needs are greatest.  WHO has identified a workforce density of 2.3/1,000 population as necessary to achieve the high level of coverage of essential interventions needed to meet the health-related MDGs.  Fifty-seven countries currently do not meet this standard, which is the equivalent of a shortfall of 2.4 million doctors, nurses and midwives.  Most of these countries are in sub-Saharan Africa.  They would need to nearly triple their current number of workers by adding 1 million more through retention, recruitment and training to even come close to meeting the MDGs.  
The Impact of HIV/AIDS

Sickness and death, mainly due to HIV/AIDS, have caused a significant depletion of the health workforce in East and Southern Africa. In many sub-Saharan African countries, between 18% and 41% of the workforce is already infected with HIV.  HIV poses a triple threat to health workers, generating a large increase in workloads, depleting the number of workers as they themselves are exposed to infection, and subjecting them to great psychosocial stress.  Their role as health worker is shifting from its traditional one of healer, to terminal care provider, one which they often are not adequately prepared to fill by their education and training.   The risk of acquiring HIV prevents many potential healthcare workers from joining the workforce, and causes many others to abandon it for what they perceive to be “safer” professions.

Health Worker Retention and Maldistribution
Retention remains one of the most formidable obstacles facing many countries.  The challenge is to retain workers active and functioning in the country, in the health workforce and in their facilities, even though they may be in remote, rural or undesirable postings.  

Low pay, poor working conditions, and poor human resource management practices affect the morale and motivation of health workers as well as their ability to care for themselves and their families.  As a result, attracting workers to rural and marginal areas and retaining them there is extremely difficult, resulting in in-country migration to urban areas and an over-concentration of workers there.  Consequently, the poorest, most-in-need populations in these least desirable areas are left with limited access to services of inferior quality or may be denied services altogether due to the lack of providers. 

Conditions are often poor even in urban areas, however, driving workers to leave the public for the private sector or even to leave the health sector all together.  The final step is migration out of the country to seek out better work conditions, either to other countries in the region or to more developed countries (out-migration or brain drain).  In Africa, poorer African countries now provide labor for the more affluent African countries, whose own workers have migrated to countries with better working conditions.  This phenomenon reflects the shortage of health care workers in developed countries and the “pull” by these countries as they seek to fill their own workforce needs.  In some countries, the migration of their workers to more well-to-do countries is seen as beneficial as many overseas workers repatriate hard currency salaries to their homeland. These choices by healthcare workers also limit the population’s access to services by reducing the workforce, with the impact being felt most harshly by the poorest, lowest quintiles.  

Pre-service Education and In-service Training

The 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. Pre-service education institutions—nursing and midwifery schools in particular – are having difficulty attracting a sufficient pool of qualified candidates. 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.  Many secondary school graduates in general complete their education without the requisite academic skill sets needed to enter nursing, midwifery, medical and pharmacy schools.   

The education sector has undergone reforms similar to the health sector that have resulted in the same limited resources and crumbling infrastructure.  Not surprisingly, the human resource issues being faced are also similar.  There is, in particular, a lack of qualified teachers and retaining them in their jobs, especially when posted to schools in rural areas, is a major challenge.  These are significant constraints on both the quantity and quality of knowledge and skills that students can acquire during their pre-service years. 

Pre-service curricula are often out-of-date and out of synch with the disease burden of the country.  They do not reflect the primary care focus most needed to address the needs of the majority of the population nor do they address the growing role of chronic diseases in certain regions of the world.  Most critically, they do not adequately address major communicable diseases such as HIV/AIDS, malaria and TB or key health interventions, such as family planning and reproductive health.  Finally, they rely on outdated classroom-based teaching methodologies that focus on knowledge transfer rather than skill development.

Responsibility for pre-service education can lie with the Ministry of Education (MOE), the Ministry of Health (MOH), or both.  When the MOE is alone is responsible, the content is apt to be out of touch with the needs of the health care system.  If the MOH is in charge, they often lack the knowledge of educational principles and methodologies needed for effective teaching and learning.  While it would seem ideal to have shared responsibility, that is true only when there are strong channels of communications which is rarely the case.  

Consequently, many health systems rely on in-service training to help workers gain the knowledge and skills they need.  The challenges of in-service training are well known. Traditional group-based methodologies focused on knowledge transfer only, limited transfer of learning to the work site and inappropriate participant selection are just a few of the limitations.  Most host country governments cannot support the cost of in-service training, making it highly dependent on donor funding.  As a result, in-service programs are often responsive to donors’ interests only, with little or no coordination among the various programs or with pre-service education programs.  

In-service systems often reach public sector workers only, leaving private sector workers without the means to stay up-to-date.  Efforts to establish continuing professional education through professional associations or other private sources have only recently been explored, but are having some success.  Finally, the lack of a management information system (MIS) that can track training needed and received, as well as trainees’ work postings for follow-up to assess transfer of learning is a significant constraint in many settings. 

Misalignment of Health Workforce/Skill Mix

Due to the human resource crisis, many workers are being stretched beyond their capacity. New service demands are being made on already overburdened staff without consideration of which workers actually are best positioned to provide the needed services in the most efficient manner.  This may in many cases mean looking to less highly trained and/or nontraditional cadres or even creating new cadres altogether.  For example, the provision of ART and other HIV-related treatment and care can be a role for nurses and even non-medical personnel. Likewise, many countries still have medical barriers and rigid standards that prevent health workers from providing a full range of RH/FP services, thereby reducing the amount of care that can be provided.   The current move to community-based distribution of Depo-Provera in Madagascar will expand availability of this service to remote areas.  The effective use of community workers, in particular, is of interest in addressing the skill mix and alignment of tasks within the workforce in the future.  In doing so it will be important to also plan for the adequate preparation, supervision, and support of these workers.
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, for example, that public health or community-based nurses can address approximately two-thirds of the African disease burden. 

Inadequate Human Resource Management Systems

Non-existent or weak human resource management systems that often politicize recruitment, deployment and promotion, further exacerbate the human capacity deficit. For example, performance appraisals are either non-existent or are used punitively and not always tied to work performance. This leads to supervision approaches and systems which do not support or 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 traditional supervisory role.

Central to many of these problems is the fact that many human resource or personnel functions do not have the policy support they need and HR departments in MOHs are not strong. 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 part-time work arrangements in under-served areas, engage the NGO or private sector or offer other solutions 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 socio-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. Different countries consider certain professions more appropriate to a specific sex.  Expanding the terms “health worker” and “service provider” to include nurses, doctors, midwives, pharmacists, logisticians, epidemiologist, health educators, social workers, program and HR managers, laboratory staff, community health workers and others yet to be identified as proposed in this Activity, has multiple implications for the sex composition of the workforce. Community health workers in particular may raise a different set of gender challenges in that it may be necessary to reconcile the norms and expectations of the health system with those of the community.  Access of both men and women to a wide 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.

Gender norms and the imbalance in power dynamics between men and women are often reflected 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 need to address both up-to-date clinical knowledge and 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.  
F. Human Resources Across the Health Sector

NOTE:  There is extensive overlap in the priority countries for the key areas of health discussed below, make them ideal choices for focused human resource attention under HRHQS.  Refer to the matrix on the website for the RFA for a complete listing of the priority countries for the various initiatives/technical areas. 

FP/RH Human Resource Needs

At current population growth rates, the world will have added over 1½ billion people between the years 2000 and 2020.  The greatest percentage of growth will be in sub-Saharan Africa, South-Central Asia, and Latin America which will see increases in their populations by 63, 34 and 27 percent respectively.  Family planning programs helped countries around the world achieve impressive results in reducing their total fertility rates (TFR) and slowing population growth.  These declines, in turn, enabled countries to improve the health of mothers and children, better educate their citizens, and achieve sustainable economic growth.  

For the past 40 years, USAID has made significant contributions to those family planning programs as both the largest donor and a source of technical expertise in training, communications, operations research, logistics management and family planning service delivery.  USAID has played a key role in helping Botswana, Ethiopia, Kenya, Zambia and Zimbabwe to overcome major challenges in their healthcare systems to achieve great success in providing FP services, leading to increased CPR, decreased maternal and infant mortality and morbidity and decreased fertility.  

However, much remains to be done to increase access to and use of family planning, particularly in sub-Saharan Africa and South Asia.  In many countries contraceptive prevalence rates (CPR) have stagnated over the past decade as attention and resources have shifted to other areas of health. Despite the increasing level of contraceptive use in developing countries, there is still an estimated unmet need for family planning of 21 million users.  The United Nations estimates that demand for family planning will grow 40 percent by 2050 as record numbers of young people enter their reproductive years.  Meeting both the current and future needs for family planning remains a large and growing challenge.

Expanding family planning services is hampered by shortages of qualified healthcare personnel.  Dedicated family planning clinics and personnel are not common; most often the same worker who provides FP services is also responsible for providing Voluntary Counseling and Testing (VCT), immunizations, antenatal care, and other services as well, with the result that FP is not a priority.  Often there are insufficient commodities and supplies.  Workers are often hampered by policies that inappropriately or unnecessarily limit service provision to specified cadres of healthcare workers, for example, only doctors may insert IUDs, which also limits access to FP services.  

Programs for FP are further challenged by limited inclusion of up-to-date FP/RH information in pre-service education and weak in-service training programs.  Education/training programs need to include not only technical skills for method provision, but also state-of-the-art information to combat myths and misconceptions and counseling skills to ensure correct information and informed choice.  Ongoing opportunities to maintain competency must also be provided.  Long acting and permanent methods (LAPMs) are particularly ignored in ignored in health workers’ education and training.

Family planning workers, once on the job, face the same issues as other workers.  They need commodities, supplies and equipment; HR policies that ensure salaries, performance-based appraisals, career advancement, opportunities for self-development and other benefits; supportive supervision, and other forms of incentives will increase their motivation and morale.  This will create a more positive work environment fostering increased job satisfaction and improved retention and productivity.  

At USAID, the Office of Population and Reproductive Health (PRH) has identified 13 countries as priorities for global family planning efforts.
  Although USAID’s work is not limited to these countries, a concerted effort will be made with missions in these priority countries to advance family planning programs, especially through assisting them with their human resource needs, over the coming years. Many of these countries are also priority countries for PEPFAR, MCH, PMI and/or TB.   

PRH has also identified three cross-cutting priority areas to be addressed by its projects:  gender, poverty and equity, and youth.  The Activity will incorporate these cross-cutting priorities into HRH systems strengthening efforts as appropriate.   The Office also has a list of technical priority areas
 which may be relevant to the efforts of HRHQS in service delivery strengthening and that should be addressed whenever possible.   

PEPFAR and HRH Targets

Effective health systems depend on a trained and motivated workforce that can carry out the tasks and build the systems needed to achieve PEPFAR goals. It is widely recognized that the lack of a trained workforce is a major barrier to scaling up HIV services. Six of the PEPFAR Country Operational Plan (COP) countries in Africa-Cote d’Ivoire, Ethiopia, Mozambique, Tanzania, Uganda and Zambia-do not meet the WHO “Health for All” standard of one medical doctor per 5,000 population; four others-Botswana, Namibia, Nigeria, and South Africa just meet the standard. Ethiopia has one doctor for every 34,000 people in the country. In Mozambique 600 doctors serve a country of 18 million people. The lack of a sufficient health care workforce in these countries and in other countries where PEPFAR is working presents a serious challenge not only to HIV/AIDS programs, but to every area of health. 

 

Recognizing the importance of an adequate and well trained health care workforce to achieving the treatment, prevention and care goals of treatment for at least 3 million people, prevention of  12 million new HIV infections, and care for 12 million people, including 5 million orphans and vulnerable children, the PEPFAR reauthorization of 2008 has as a policy objective to:

“(A) Assist partner countries to-
“(iv) Train and support retention of health care professionals and paraprofessionals and community health workers in HIV/AIDS prevention, treatment and care, with the target of providing and training to at least 140,000 new health care professional and paraprofessionals with an emphasis on training and in country deployment of critically needed doctors and nurses;
“(B) strengthen the capacity to deliver primary health care in developing countries, especially in sub-Saharan Africa;”(C) support and help countries in their efforts to achieve staffing levels of at least 2.3 doctors, nurses and midwives per 1,000 population as called for by the world health organization; and “(D” help partner countries to develop independent, sustainable HIV/AIDS programs.
 

Several PEPFAR countries have proposed strategies in their FY 2009 COPs for scaling up the workforce, but the 2009 and 2010 targets for reaching the 140,000 set by all PEPFAR countries are far below what will be needed to achieve the legislatively mandated target. In addition it will be important to identify the most appropriate cadres of health care workers necessary for each country to achieve its treatment, care and prevention goals.

 

The reauthorized PEPFAR offers a unique opportunity and mandate for PEPFAR to have a significant impact on human resources for health over the next five years. Within this mandate, and given the target to produce and retain 140,000 new health care workers, PEPFAR has identified the following priorities for the period 2009-2014:

 

        Assisting countries to implement the national HRH plan;

        Developing national HRIS and promoting the use of data for decision-making;

        Developing pre-service education for health-related professionals, paraprofessionals and community health workers;

        Strengthening HRH planning and management in the MOH, including the oversight of HRH plan implementation;

        Addressing workforce shortages through improving worker recruitment, retention, and productivity, and by engaging and formalizing the community workforce;

        Strengthening health professional regulatory bodies and associations (e.g., nursing councils) which may register and credential health care workers, oversee continuing education, and/or accredit academic institutions; and

        Addressing HRH political, legal, and regulatory barriers 

 

These priorities are congruent with the issues and challenges identified above and can be addressed through the Results Framework of this Activity.  PEPFAR COP and mini-COP countries will also be developing five-year Partnership Frameworks to help ensure the sustainability of PEPFAR activities.  HRH is recognized as a critical component of these Partnership Frameworks, and countries will be asked to address especially the policy, legal, regulatory, and financial barriers that impede the implementation of national HRH plans.

 
The MCH Initiative and Community Health Workers

Despite significant progress over the past two decades, nearly 20 children under five still die every minute from causes that could be prevented from proven MCH interventions – almost 10 million every year.  Four million of these are newborn infants who die within their first month of life.  In addition, 500,000 women die each year from complications of pregnancy and childbirth that likewise could be prevented.  With additional financial support, USAID is now working to reduce child mortality by two thirds through supporting the achievement of:

· An average reduction of both under-five and maternal mortality rates by 25% in 30 high mortality burden countries

· Average reductions of child malnutrition by 15% in at least 10 of these countries 

· Addressing the human resource crisis by increasing by at least 100,000 the number of functional (trained, equipped, and supervised) community health workers and volunteers serving at the primary health care and community levels in these countries.

The keys to achieving these goals are:

· Delivering high impact interventions that prevent or treat the major causes of maternal and child mortality and malnutrition, such as antenatal care and skilled birth attendants; newborn care; breastfeeding, appropriate child feeding, and management of acute severe malnutrition; immunization; vitamin A and zinc supplementation; and prevention and treatment of diarrhea and pneumonia; and

· Strengthening essential elements of health systems including human resources, pharmaceutical management and logistics, financing, quality assurance, governance, and information systems.

In selecting the countries for prioritization, one consideration was the opportunity to interact synergistically with other resources including other USG investments such as PMI, PEPFAR, the President’s Education Initiative, and OFDA programs, as well as those of other multilateral agencies, donors, the Global Fund, and other international partners.  Many of these programs share priority countries in common facilitating collaboration among them.  Other factors considered include:  high magnitude and severity of maternal and child deaths; commitment of the host country government to work with partners and civil society; and the opportunity for effective leveraging of USAID resources against host country and other donor investments.  Thirty USAID-assisted countries have been identified using these criteria, representing at least 50% of the maternal, newborn and child deaths worldwide.  These countries are in Africa, Asia, Europe and Eurasia, and Latin America and the Caribbean.  

Malaria and Tuberculosis:  Human Resource Needs
USAID has been committed to saving lives and fighting malaria since the 1950s. Despite these efforts, at least 1 million infants and children under 5 in sub-Saharan Africa die each year from the mosquito-borne disease. In addition to its ongoing malaria programs, USAID manages programs through the President's Malaria Initiative (PMI), a $1.2 billion, five-year initiative to control malaria in Africa announced by former President Bush in June 2005 with the goal of reducing malaria-related deaths by 50 percent in 15 focus countries. PMI resources are being programmed to directly and indirectly build health systems and strengthen overall capacity in host government ministries of health and national malaria control program. Malaria control programs require health professionals with new approaches and skills ranging from case management to disease prevention to epidemic preparedness and control. In addition, host governments need health professionals with managerial and communication skills. Additionally, successful malaria control programs involve communities by developing a new cadre of community volunteers, who participate in the provision of malaria-related services among disadvantaged areas.

USAID, in close collaboration with global, regional, and developing country partners, is committed to addressing the global burden of tuberculosis (TB), which kills about 1.7 million people annually. USAID's goal is to make a significant contribution to global, regional, and national efforts to prevent and control tuberculosis and reduce morbidity and mortality associated with the disease. The Agency’s support strengthens the ability of countries most affected by TB to expand the use of proven and cost-effective interventions – such as the internationally recognized Directly-Observed Therapy, Short Course (DOTS) strategy – and achieve the World Health Organization (WHO) targets for TB case detection and cure rates. 

USAID is also addressing the emerging threat of multidrug-resistant (MDR) and extensively drug-resistant (XDR) TB by stepping up support to strengthen laboratories to improve case detection, infection control, surveillance, and training of health care providers in the diagnosis and treatment of MDR and XDR TB, all key components of the Global Response Plan. Currently, the needs for such an effective TB workforce outstrip the supply of trained personnel at all levels of service delivery. To address this problem, USAID supports all aspects of human resource capacity development, including training for physicians, nurses, laboratory technicians, program managers, epidemiologists, community outreach workers, social workers, and pulmonary specialists. In addition to training in the core elements of DOTS and TB control, capacity building in areas such as problem solving, supervision, management and planning is provided. These measures facilitate effective program expansion, improve program performance, and enhance the ability of program managers and supervisors to address problems in program implementation.   USAID has identified a set of focus and a set of non-focus countries to which it directs its efforts.  

G. Detailed Program Description
As a global mechanism, the purpose of HRHQS is to strengthen the human resources needed to implement quality health programs.  It has expectations for both global and field results, aligned with the Office of Population and Reproductive Health’s results framework and the HR strengthening needs and indicators including in the PEPFAR reauthorization.  The global results focus on assuming global leadership to address the HRH crisis and development of state-of-the-art approaches to strengthening HRH systems.  The field results focus on using global leadership to transfer state-of-the-art approaches to strengthen HRH systems to the country level while ensuring a positive impact on service delivery.  Key to this process will be local capacity building so that over time responsibility for implementation can be transferred to local institutions and stakeholders, thus increasing sustainability.    

The table below presents the results framework that HRHQS will work toward achieving.  It is expected to make major progress toward the Activity Objective, through substantial, tangible achievements in each of the five result areas. 

	HRHQS Activity Objective:  Strengthen human resources needed to implement quality health programs



	Result 1:  Global leadership fosters action to address the HRH crisis.
	Result 2:  HRH policy and planning strengthened.
	Result 3:  HRH workforce development strengthened.
	Result 4:  HRH performance support systems strengthened.
	Result 5: Knowledge generated and disseminated to promote use of evidence-based HRH approaches.

	1.1 Partnerships established with key global agencies/organizations to provide leadership in HRH

1.2 A supportive enabling environment advances the strengthening of HRH systems. 


	2.1 Enabling HRH policies developed and implemented.

2.2 Human resource management systems strengthened.

2.3 Information systems strengthened for planning, and tracking the workforce.


	3.1 Pre-service institutions and systems strengthened.

3.2 Sustainable in-service systems developed

3.3 Continuing professional development systems improved.


	4.1 Worker retention improved. 
4.2 Worker productivity improved. 
	5.1 Promising practices in HRH identified, disseminated and applied/validated
5.2 Knowledge sharing, collaboration, and use of evidence-based approaches supporting HRH systems advanced

5.3 Effective monitoring and evaluation conducted to validate approaches for HRH interventions. 



Result 1:  Global leadership fosters action to address the HRH crisis. 

A key focus of the global agenda of HRHQS will be to establish it and USAID’s global leadership role among the key agencies and organizations that are in the forefront of human resources for health and health systems strengthening.  This will be achieved both by establishing collaborative partnering relationships and by advocating for efforts to strengthen HRH systems and raising awareness of state-of-the-art technical interventions among USAID missions, USG agencies, host country governments, the donor community and other key stakeholders.  

1.1 Partnerships established with key global agencies/organizations to provide leadership in HRH.  

Given the scope and complexity of the HRH crisis, collaborative relationships with other donors, USG and technical agencies and organizations involved in HRH and health systems strengthening will be essential to designing and implementing interventions that effectively address the systemic problems that must be resolved in order to provide long-term relief.  Already established successful relationships with a number of such entities including the Global Health Workforce Alliance, WHO, World Bank, the Global Fund and others need to be continued and advanced.  New relationships with additional organizations will also be established and fostered.  

Anticipated Outcomes:

· Established partnerships with global HRH agencies as demonstrated by regular meetings, MOUs, ongoing dialogue, or other evidence of a serious, substantive, relationship.
· Approaches, models, and tools of HRHQS incorporated into the programs of, or endorsed by, key global HRH agencies/organizations.
· Resources leveraged for HRH activities from these partners.

1.2 A supportive enabling environment advances the strengthening of HRH systems.  

Many USAID missions and other USG agencies have limited experience and expertise with HRH systems issues and host country governments also do not have a strong understanding of all the complexities involved in such systems.  There is a clear need for an advocacy role that will increase awareness and build support for strengthening such systems, while at the same time addressing service delivery improvement for both the public and private sectors.  HRHQS will play a role in advocating with USAID missions and other USG agencies, host country governments and others for HRH systems strengthening programs and then educating them on the technical approaches for effective implementation.  A useful approach developed under the Capacity Project for guiding these efforts will be the Health Workforce Action Framework (HAF) (which can be viewed at http://www.capacityproject.org/framework/ ).  Further development of the HAF and the tools for its implementation will continue to be an important contribution to the global and country-level HRH community.

Anticipated outcomes:
· Strategy developed for advocacy with missions, governments and private sector entities regarding HRH systems strengthening and effective technical approaches.

· Health Workforce Action Framework (HAF) and tools for its implementation further developed and utilized.

Result 2:  HRH policy and planning strengthened.
Ensuring that there are adequate numbers of the right types of workers, who are appropriately prepared, deployed to the right locations and then adequately supported in their worksites, requires a cohesive and comprehensive configuration of policies and systems that incorporates workers beyond the traditional areas of health..  Consequently, contributing to the evidence base regarding this configuration – what is needed and how to achieve it – will be a major portion of HRHQS’s global agenda.  This result will also have a significant focus on advancing work already done to help count and define the workforce as the basis for data-driven decision making and strategic planning at the country level, as well as addressing the urgent need for strengthened human resource management. 

2.1 Enabling HRH policies developed and implemented.

In many countries, human resource policies are non-existent, not implemented, or obsolete.  Existing policies may not reflect a changing disease burden, or health systems and worker needs. The global agenda of HRHQS will be to address the policies needed to create an enabling environment for effective recruitment, development, deployment and utilization of the workforce needed for an effective healthcare system.  The policies to be addressed will cover a wide range and be driven by country-level needs, but will be essential to supporting change and ensuring its sustainability for interventions under Results 2, 3 and 4.  Result 4 and its direct impact on service delivery through support to workers’ performance on the job will be particularly dependent on having the right policies in place and enacted.

Two areas of particular interest for policy development are task shifting and the role of community health workers in the healthcare system.  Task shifting is currently receiving a great deal of attention as a solution to some human resource problems but is being implemented on an ad hoc basis; it is rarely systematically implemented across cadres, nor is it supported by adequate policies and regulations to ensure its safety and sustainability.  Additional guidance regarding fuller implementation is needed.  Community health workers are under-utilized and/or under-supported members of the health team.  Little solid information exists regarding how best to use them effectively, or even how they are currently being used (successes or failures) from which to draw lessons.  Yet much hope is being placed on their filling a major role, beginning in the very near future.  Further information and guidance on best approaches to employing community health workers is sorely needed.

Anticipated Outcomes:

· Strategy for the systematic application of task shifting developed and tested.
· Strategy for the more effective use of community health workers developed.
2.2 Human resource management systems strengthened.

One of the largest gaps in human resources systems is human resource management and HRHQS will make it a primary focus under this result.  This gap exists at all levels of the health care system from national level policies and strategic planning to management of local-level facilities.  Not only do these problems create major inadequacies in HR systems, but they also drive workers out of healthcare and supporting areas altogether.  Under this result, the global agenda will give particular attention to national level needs that will then have a ‘trickle-down effect” through the system, that is, first the development of a cadre of professional HR managers and second, the strengthening of HR units in the Ministry of Health (MOH).  Once the central level is functioning more effectively, these skills and practices can then move out through the system to regions, districts and beyond.  Efforts under Result 4 will address some of the HR management issues at the facility level, especially those that can be addressed by workers themselves, without large financial investments.

Anticipated Outcomes:  

· Cadre of professional HR managers developed.

· HR units in MOH strengthened.
2.3 Information systems strengthened for planning and tracking the workforce.

Recognizing that all attempts to address workforce issues must begin with accurate and up-to-date data on the numbers, types and locations of workers, a key area of focus for HRHQS will be advancing efforts to obtain this information in a timely manner and keep it updated and current. The Capacity Project was highly successful in developing and installing in multiple countries a suite of databases to track deployment, education and licensure and project needs for the workforce using free and open, source software; information on the databases is available at http://www.capacityproject.org/hris/. Continued refinement of these databases and providing technical assistance to the original and additional countries in its use will be expected of HRHQS.  Equally important is the utilization of the data for decision making, beginning with the development of a national HR strategy that is funded and implemented – steps that are often not carried out.  An important focus of this result will be ensuring that key stakeholders within countries develop data-driven decision-making skills.
Anticipated Outcomes:  

· Human resource information systems (HRIS) advanced and strengthened.
· Data-based national HR strategies developed and implemented.
Result 3:  HRH workforce development strengthened.

The global agenda under Result 3 will be focused on improving the quality of the healthcare workers by strengthening the preparation they receive to assume their jobs, as well as the opportunities they have throughout their career to maintain and improve their knowledge and skills.  It will address the need for a continuum of educational and training situations for workers at all levels and beyond the traditional areas of health, in both the public and private sectors.  Although much effort has gone into training for many years, little sustainable change in pre-and in-service systems has resulted.  While efforts to affect the overall systems will continue under this result, specific areas of intervention will be targeted in anticipation that, in collaboration with other partners, these and future efforts will have increased impact and sustainability.

3.1 Pre-service institutions and systems strengthened.

The number of individuals being prepared by existing pre-service institutions is too small to make a difference in meeting the HRH crisis in most of the world.  These schools are suffering from crumbling infrastructure, insufficient numbers of teachers, outdated curricula and teaching methodologies, inadequate equipment and supplies and dwindling class sizes.  The problem is too big for a single project or even donor to correct alone, but HRHQS will look for opportunities to partner with others to address as many of these issues as possible in order improve students’ development of the basic skills needed to become contributing members of the workforce.  This could include:  curricular updating and revision, including the strengthening of FP/RH and HIV/AIDS content; developing innovative learning methodologies, including remote, distance and blended learning approaches; establishment of clinical skills laboratories; development of clinical practice sites; and assistance with resolving equipment and infrastructure issues.  Efforts to strengthen pre-service institutions and systems will make a major contribution to the target of developing 140,000 new graduate healthcare workers by 2014 as mandated in the PEPFAR reauthorization legislation.

The shortage of well prepared faculty members – both their technical knowledge and teaching skills are often weak  –  and the ability to retain them on the job have been identified as major bottlenecks to improving pre-service education and increasing the number of graduates.  It will be a key area of focus for HRHQS to develop and test a strategy that will improve teacher training and to identify approaches for improving teacher retention 

Efforts to strengthening pre-service institutions and systems should not be limited to the traditional clinical cadres.  It will be important to also address the educational needs of other cadres of less traditional workers such as pharmacists, logisticians, epidemiologists, health educators, social workers, program managers, human resource managers, laboratory staff, health information systems/strategic information specialists, monitoring and evaluation experts, and others essential to the effective functioning of the health system, as defined by the needs of each individual country.  

Anticipated Outcomes:

· Systems for developing and retaining pre-service faculty strengthened.

3.2 Sustainable in-service systems developed

In-service training is and always will be a critical component in the continuum of life-long learning needed to maintain a well-prepared and up-to-date workforce.  As new technologies, best practices, or skills come along, in-service training is the most effective way to introduce and reinforce them.  However, in-service training systems have long been plagued by numerous inefficiencies that have limited their effectiveness and sustainability.  The global agenda under this sub-result will be to continue looking for ways to improve in-service training through strengthened curricula, innovative training methodologies and instructional modalities, improved transfer of learning to the worksite, and tracking of participation in training events for follow-up, for both the traditional clinical cadres and other cadres necessary to an effectively functioning healthcare system.
One of the biggest obstacles faced by in-service systems is that they are not coordinated with pre-service education.  Too often, knowledge and skills most appropriate for pre-service are not taught there and vice versa, making the job catching up on these areas during in-service training overwhelming and virtually impossible.  Nor are the various in-service programs offered by donors and others coordinated as to content, timing or other aspects.  A process for rationalizing all in-service training and coordinating it with pre-service education at the national level is a key area of emphasis for this sub-result.  

Anticipated Outcomes:

· Process for coordinating in-service training with pre-service education developed and applied at the country level.  

3.3 Continuing professional development (CPD) systems improved.

Not all health workers have access to in-service training, yet all have the need to continue updating their knowledge and skills after their basic education is over.  Private sector providers may find it particularly difficult to fill this need.  Professional associations are well positioned to provide their membership with continuing education or professional development opportunities.  The associations may need strengthening, however, in order to establish the appropriate systems to ensure that the CPD offered is of highest quality, that the recipients are tracked, and that whenever possible, it is linked to licensure and accreditation.  The development of such systems by professional associations is the focus of this result.  

Anticipated Outcomes:
· Professional associations and/or councils strengthened to provide CPD, with linkages to licensure and accreditation.
Result 4:  HRH performance support systems strengthened.
Adequately supporting the workforce on the job enables healthcare workers to function efficiently and effectively in the provision of quality health services.  Providing workers with the supplies and equipment needed, adequate infrastructure, HR policies that ensure salaries, performance-based appraisals, career advancement, opportunities for self-development and other benefits, supportive supervision, and other forms of incentives will increase worker motivation and morale.  This, in turn, will increase job satisfaction, willingness to stay on the job (retention) and productivity.  The global agenda will focus on bringing to scale proven interventions that will not only increase the size of the workforce, but also, whatever its size, make it more effective.  While most work to date on support systems has addressed traditional healthcare workers, when appropriate, HRHQS will also address needs of non-traditional cadres as well.
4.1 Worker retention improved.  

The number of health workers employed in the health system is an indicator of a country’s ability to meet its healthcare needs.  At this time, many countries, especially in sub-Saharan Africa, do not have enough workers to meet the MDGs – 2.3/1000 population.  While the shortage of workers is due to multiple causes, the inability to retain workers on the job is a key factor.  The many reasons why workers leave their jobs are known and interventions, both financial and non-financial, have been tried to influence their decisions, yet retention continues to be a serious challenge in the HRH crisis.  Nevertheless, there have been some success stories even if on a small scale.  HRHQS will identify those proven successful interventions for replication and scale-up as well as develop and test new interventions.  Lessons learned from their implementation will be extracted and guidance provided, as appropriate, on replicating their implementation. 

Anticipated Outcomes:

· Worker retention interventions scaled-up.
· Guidance on worker retention strategies developed.

4.2 Worker productivity improved.  

At the same time that health systems are experiencing severe worker shortages, it is known that the existing workforce is not performing optimally in many instances.  Studies in Tanzania and Zanzibar have shown, for example, that workers can spend as much as 20% of their day in non-care related activities.   Many of the conditions frequently encountered in the workplace, including inadequate supplies and equipment, unfriendly colleagues, crumbling infrastructure, rigid policies and procedures, inappropriate supervision, and unsupportive HR policies prevent workers from performing at their best.   Interventions that address productivity at various levels – from improving national level HR policies and then ensuring their facility level implementation to working with facility level teams to improve the immediate working situation – have been tried, many with positive results.  Those that work at the local level, using low or no cost solutions, often led by the workers themselves – often called work climate improvement interventions – have had particular success.  They have, however, been used on limited scale as is true of most attempts to improve productivity.  These interventions need to be taken to scale and lessons learned in the process distilled and analyzed for dissemination, in order to encourage replication in other settings.

Anticipated Outcomes:

· Worker productivity interventions scaled-up.
· Lessons learned from implementation of productivity interventions identified and disseminated for replication.

· Workplace environment improved to foster good performance.
Result 5:  Knowledge generated and disseminated to promote use of evidence-based HRH approaches.

A key area for HRHQS’s global support is to generate, organize and disseminate essential information leading to improved understanding of the HRH crisis and to make available evidence-based approaches, models, and tools for planning, developing and supporting the workforce.  There is an ever growing body of evidence in HRH that needs to be captured and made available for further testing and use. This result will address knowledge from all sources, not only that directly a result of HRHQS efforts, and will include information on both traditional and non-traditional cadres of health workers, as available and appropriate.  Nevertheless, HRHQS’s own efforts will be a major contribution, and it will need to be rigorous in monitoring and evaluating its own work as well as conducting programmatic research so as to make meaningful contributions to the global body of knowledge.

5.1  Promising practices in HRH identified, disseminated and applied/validated 

Despite the limited progress made to date on alleviating the HRH crisis, there are many innovative and potentially successful interventions being tried by various donors, agencies, FBOs/NGOs and host country governments themselves, as well as other USAID and PEPFAR centrally-managed and bilateral projects.  Unfortunately, information on the “promising practices” is often limited and anecdotal making it difficult for others to even know they are happening, much less replicate them. To address this information gap, the global agenda will focus on the identification of promising practices and approaches from these programs, analysis of processes used for adapting and scaling them up, and technical coordination for dissemination and knowledge management.

Anticipated outcomes:

· Successful HRH practices and approaches identified and shared from the work of other donors, agencies, organizations, FBOs/NGOs, USAID/PEPFAR centrally-managed and bilateral projects, and host country governments.
· Lessons learned from the experiences of mainstreaming and scaling up best practices and state-of-the-art approaches contributed to the global body of evidence, and guidance provided, as appropriate, on the process of implementing best practices.

5.2  Knowledge sharing, collaboration, and use of evidence-based approaches, models and tools supporting HRH systems are advanced.  

In addition to promising practices, there is a larger body of knowledge on HRH issues and research, as well as evidenced-based models, approaches and tools that needs to be captured and shared to allow for it’s more complete and thorough use. Under the Capacity Project, a very well received and highly utilized web-based clearinghouse, the Global Resource Center (GRC) at http://www.hrhresourcecenter.org/ , was developed for this purpose that will be used as a basis for ongoing efforts to address this need.    In addition, the global agenda will support a more active leadership role in Maximizing Access and Quality (MAQ) and Implementing Best Practices (IBP) activities for HRH issues, as well as the identification of additional new or underutilized networks for dissemination of HRH knowledge.  HRHQS will also work on dissemination of its own products to other projects and partners, with an emphasis on efficiency and cost-containment. 

Anticipated Outcomes:

· Comprehensive strategy articulated to utilize the GRC to disseminate HRH knowledge and information and implemented.

· Strategy articulated for disseminating HRH information more systematically to MAQ, IBP, and newer audiences/networks and implemented.

5.3 Effective monitoring and evaluation conducted to validate approaches, models and tools for HRH interventions.

Measuring progress in systems strengthening is neither simple nor standardized across programs.  Timelines and resources are often inadequate to achieve the desired end outcome, making it necessary to identify interim measures that serve as proxies of progress, such as benchmarks, towards the ultimate goal.  Many of these benchmarks may themselves be difficult to define and measure and often no standard tools exist for this purpose.  Nevertheless, a number of programs have been working to improve the quality of their M&E by sharing tools and methodologies.  The global agenda will support continued efforts to contribute to advancing quality M&E for HRH systems strengthening both internal and external to HRHQS.  This will be of particular value as HRHQS moves more and more into field implementation in Result 3 and must demonstrate the effectiveness of interventions; transferring M&E capacity to the field will also be of great importance.  

Anticipated Outcomes:

· Strategy for participating in working groups, meetings, and other fora on M&E for HRH system strengthening articulated and implemented.

· Effective monitoring tools and approaches are used by managers at all levels of a health system to gather, analyze, report and solve problems related to human resources.

· A Performance Management Plan (PMP) that identifies key indicators and evaluation activities is developed, reviewed and updated annually.
H.  Performance Monitoring and 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 HRHQS to adapt to changing conditions and make mid-course corrections as necessary. Data also must be available to demonstrate program impact. Specific indicators and targets for achievement of the activity objective and each of the five results will be developed by the implementing agency for HRHQS and submitted as part of the overall performance monitoring plan (PMP) for this activity. The PMP submitted by the implementing agency will be subject to approval of the USAID Agreement Officer’s Technical Representative (AOTR). 

Indicators and targets for each result should illustrate how HRHQS will contribute to strengthen the human resources needed to implement quality health programs, by strengthening both HRH and service delivery systems.  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. They should also demonstrate how HRHQS will leverage results not only through partnering under this agreement but also by spreading practices through other cooperating agencies and bilateral agreements. Indicators should have widely shared definitions and allow aggregation of results across countries, regions and/or the entire program. 

For each Associate agreement, a key early activity of the recipient will be to reach agreement with the Mission’s AOTR 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. 

I.  Substantial Involvement

USAID shall be substantially involved during the implementation of this Leader with Associates Agreement 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;

2)  Review of annual or semi-annual technical progress reports and financial reports;

3) Approval of key personnel and any changes; 

4) Approval of monitoring and evaluation plans. USAID will be involved in monitoring progress toward achievement of the Objective and Expected Results during the course of the Agreement and in monitoring financial expenditures; 

5) Review and approval of all Associate award program descriptions by the GH AOTR to ensure that they fall within the LWA program description; and  

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

The Leader award for HRHQS will be managed by the Service Delivery Improvement Division, Office of Population and Reproductive Health within the USAID Bureau for Global health (GH/PRH/SDI).

J.  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 AOTR designated by the Office of Assistance and Acquisition.  Additional reports requiring review and clearances, when necessary, are listed under each requirement. Recipient will consult with the AOTR 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 AOTR as described below. The exact format for preparation of and timing for, submission of all reports will be determined in collaboration with the AOTR.

a) Annual Work Plan (2 copies)

HRHQS will prepare annual work plans for the Leader award on a schedule and according to a format agreed upon by USAID and HRHQS, to be submitted to the GH/PRH/SDI AOTR for approval. The work plans for the Associate Awards will be submitted to Missions’ AOTRs.  For the Leader award, the Recipient will follow the work plan year as defined by the AOTR 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 on the start date of the agreement.

b)  Performance Monitoring Report (2 copies)

The recipient shall submit an updated report on progress toward agreed performance targets every three (3) months for the first year and every six (6) months thereafter, based on the Performance Monitoring Plan to be developed by the recipient in collaboration with USAID.  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 must 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 must include a statement of the action taken or contemplated and any assistance needed to resolve the situation.

c)  Final Report  (2 Copies)

USAID requires, 90 days after the completion date of this Cooperative Agreement, that 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 the 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.

d) Environmental Compliance Planning and Reporting (2 copies)

The Recipient must develop and secure USAID clearance of the Initial Environmental Examination (IEE) prior to funding any country level activities

· All ongoing and planned country level activities must be included in the initial Work Plan, and all Annual Work Plans, under this cooperative agreement to determine if they are within the scope of the approved Regulation 216 environmental documentation. 
· This evaluation will be done in collaboration with the USAID AOTR, Mission Environmental Officer and Bureau Environmental Officer (BEO).
· A complete environmental mitigation and monitoring plan (EMMP) or a project mitigation and monitoring (M&M) plan shall be prepared by the recipient as part of the program workplan and integrated into each annual workplan.  

a. This plan shall describe how the recipient will, in specific terms, implement all IEE and/or Environmental Assessment (EA) conditions that apply to proposed project activities within the scope of the award. 

b. The EMMP or M&M Plan shall include monitoring the implementation of the conditions and their effectiveness. 

c. The results of the EMMP will be reported to the AOTR and the BEO annually, NLT Oct 1 of each year.

3) Distribution of Reports

The recipient shall submit an original and one copy of the final report to the Technical Advisor and the AOTR and one copy to the USAID Development Experience Clearinghouse: E-mail (the preferred means of submission ) is : docsubmit@dec.cdie.org. The mailing address via US Postal Service is: 

Development Experience Clearing House

8403 Colesville Road 

Suite 210

Silver Spring , MD 20910

K.  USAID Management
The Leader Award will have one GH/PRH/SDI AOTR and Technical Advisor (TA) and an OHA Technical Advisor.  The AOTR and TAs will work in collaboration with AOTRs and COTRs for other projects that overlap or feed into human resources for health, health systems, service delivery, other centrally managed projects and Mission bilaterals to provide technical assistance to the field.  The USAID /Washington management team will handle day-to-day oversight of the Leader Agreement.  The Leader AOTR 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 semi-annual management reviews and budgetary analyses.  Management of funds and technical content related to GH global leadership priorities or directly related to HIV/AIDS, MNCH, malaria, or TB will include technical input from those offices 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 develop its own Associate Award, the Mission or Bureau will designate an AOTR.  

L. Management Reviews and Evaluations
The Annual Work Plan will form the basis for a joint 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. A semi-annual management review will also be held to review progress.

At any time during program implementation, USAID may conduct one or more evaluation(s) to review overall progress, assess the continuing appropriateness of the project design, and identify any factors impeding effective implementation.  USAID will utilize the results of the evaluations to recommend any 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.

SECTION IV.  IMPLEMENTATION ARRANGEMENTS 
A.  Anticipated Award Schedule 

HRHQS is expected to be awarded on or about September 30, 2009. 

B.  Eligibility Criteria 

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

· Be a US based-non-profit, or private voluntary organization or an Institution of Higher Education registered with USAID (as defined in 22 CFR part 228); 

· Have managerial, technical, and institutional capacities to achieve the results outlined in this program description; and
· Propose to contribute from their own, private or local sources no less than 20 percent of the amount of funds obligated by USAID for the implementation of this program over the course of the agreement.

C.  Implementation Mechanisms 

HRHQS is a Leader with Associates (LWA) cooperative agreement with a five-year term. The Service Delivery Improvement Division, of the Office of Population and Reproductive Health within the Global Health Bureau will manage the Leader Award.  The Leader Award covers all core-funded activities under this Agreement, but may receive both USAID core and field support funds, from a variety of accounts and earmarks. Applicants are encouraged to propose creative collaborative partnerships with other U.S. and/or international organizations, NGOs, private voluntary organizations, and firms to implement activities under this program. Inclusion of South-to-South partners and faith based organizations (FBOs) is highly desirable. Proposing at least one new partner in response to this RFA is also highly desirable. “New partners” are defined as organizations that have never received Global Health Bureau funding as either a direct or sub-recipient. Under this definition, organizations that have been directly funded by a USAID Mission bilateral project or have received USAID Regional Bureau funding will be considered a new partner. Partnerships should be of manageable size with relationships and responsibilities clearly defined.

USAID anticipates allocating up to $300 million in total funding for this activity over the five year performance period. Indirect costs, if any, are to be included in these totals.  It is the intent of the U.S. government to make one award for this five year period. The Government, however, reserves the right to fund more than one application, depending on the relative technical merit, relative cost of proposals received, and availability of funds, etc., or to make no award. The Agreement Officer is the ONLY USAID official or representative of the Government authorized to change any terms and conditions of the Cooperative Agreement.  

D. Staffing     
The Recipient is expected to develop and fill a comprehensive staffing plan that enables achievement of all results under HRHQS and demonstrates an appropriate balance of skills and accountability.  The professional staff proposed should possess complementary experience that reflects a combination of strong management as well as specific technical expertise.  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.  

Key personnel:  The following are designated KEY positions under HRHQS:  Project Director; Deputy Director for HRH and Health Systems Strengthening; Deputy Director for Clinical Services and Service Delivery Strengthening; and Monitoring and Evaluation Director.  All proposed Key Personnel must have the demonstrated ability to address the conceptual framework of HRHQS and advance the state-of-the art in strengthening human resources to implement quality service delivery programs.  
1. Qualifications for the proposed Project Director 
The proposed Project Director has the leadership qualities, broad technical expertise and experience, professional reputation, management experience, interpersonal skills and professional relationships to fulfill the diverse managerial and technical requirements of the program description.  The Project Director shall have:

· At least 10 years experience in addressing issues of human resources for health/health systems strengthening and/or designing, implementing and managing large complex projects in/for developing countries

· Demonstrated international credibility as a leader on matters of human resources for health and health systems strengthening in developing countries.  

· Experience interacting with government agencies, host country governments and counterparts, and international donor agencies.  

· Strong interpersonal, writing, and oral presentation skills in English. 

· A Master’s Degree or higher.

· A degree in public health or social sciences, management or a related advanced degree is preferred.
· Two years experience living and working in a developing country and fluency/proficiency in a second language are desirable.  

· The proposed candidate’s experience and education are complementary to those of the proposed candidates for the deputy director positions.   

2.  Qualifications for the proposed Deputy Director for HRH and Health Systems Strengthening
The proposed Deputy Director for HRH and Health Systems Strengthening must be experienced in addressing the special challenges of human resources for health and/or health systems strengthening described in the program description, as well as management experience.  S/he shall have:

· At least 8 years of experience in implementing or managing projects related to HSS in/for developing countries, with a particular emphasis on HRH  

· Demonstrated leadership qualities, broad technical and management expertise and experience 

· Strong interpersonal, writing, and oral presentation skills  

· A Master’s Degree in public health, a clinical discipline, or social sciences relevant to the field of human resources for health or health systems strengthening or a related advanced degree.  

· Experience with FP/RH or HIV/AIDS programs is highly desirable.

· Two years experience living and working in a developing country and fluency/proficiency in a second language are desirable.
· The proposed candidate’s experience and education are complementary to those of the proposed candidates for the Project Director position and the proposed Deputy Director for Clinical Services and Service Delivery Strengthening
3.  Qualifications for the proposed Deputy Director for Clinical Services and Service Delivery Strengthening:    
The proposed Deputy Director for Clinical Services and Service Delivery Strengthening must be experienced in implementing and managing projects aimed at strengthening the delivery of services for FP/RH, HIV/AIDS, MCH, malaria, or other relevant health areas.  S/he shall have:

· At least 8 years of experience with health projects in/for developing countries,

· Demonstrated leadership qualities, broad technical and management expertise and experience

· Strong interpersonal, writing, and oral presentation skills.  

· A Master’s Degree in public health, a clinical discipline, social sciences or a related advanced degree. 

· Education and/or experience relevant to the field of human resources for health or health systems strengthening is highly desirable. 

· Two years experience living or working in a developing country and fluency/proficiency in a second language are also desirable.

· The proposed candidate’s experience and education are complementary to those of the proposed candidates for the Project Director position and the proposed Deputy Director for HRH and Health Systems Strengthening
4.  Qualifications for the proposed Monitoring and Evaluation Director
The Monitoring and Evaluation Director has a firm command of M&E issues with respect to HRH and health systems strengthening and/or capacity building, as well as service delivery strengthening, especially for FP/RH and/or HIV/AIDS.  S/he shall have:
· At least 8 years experience supervising monitoring and evaluation efforts for multi-country, multi-faceted programs.
· Demonstrated analytical skills and experiences to identify and evaluate best practices and state-of-the-art approaches to be utilized by HRHQS 
· Possess strong writing and organizational skills for reporting on program and study results.
· An advanced degree in public health, demography, sociology, psychology, biostatistics, statistics, or a related field.  
E.  Financial Plan 
USAID funding for the HRHQS cooperative agreement will have a $300,000,000 ceiling over the five-year implementation period.  An estimated fourteen percent (14%) of the project will be funded through core funds, with eighty-six percent (86%) of funding provided through field support.  The project can accept funds from any earmark or account, though it will be funded mainly from the USAID Child Survival and Health (CSH) Population Account and HIV/AIDS Accounts (both CSH and GHAI).  Activities under this Agreement will conform to relevant guidance on use of these funds, including USAID guidance on the use of PRH and other funds.  

There is a 20 percent cost sharing requirement for the Leader Award.  Such funds may be mobilized from the prime recipient; 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 county level. 
SECTION V – CERTIFICATIONS AND ASSURANCE

Affirmation of Certification:  http://www.usaid.gov/policy/ads/300/303sad.dpf.  

SECTION VI – ANNEXES 

Standard Form 424: http://www.usaid.gov/forms/sf424.dpf 

Mandatory Standard Provisions for U.S. Nongovernmental Recipients:

http://www.usaid.gov/policy/ads/303/303mab.pdf 

DOCUMENTS FOR THE HRHQS RFA WEBSITE

Human Resources for Health – Overcoming the Crisis, Report of the Joint Learning Initiative

http://www.who.int/hrh/documents/JLi_hrh_report.pdf 

The World Health Report 2006 – Working Together for Health 

http://www.who.int/whr/2006/en/index.html 

Everybody’s Business: Strengthening Health Systems to Improve Health Outcomes
WHO’s Framework for Action
http://www.who.int/healthsystems/strategy/everybodys_business.pdf 

The Kampala Declaration and Agenda for Global Action http://www.who.int/workforcealliance/Kampala%20Declaration%20and%20Agenda%20web%20file.%20FINAL.pdf
Task Shifting:  Global Recommendations and Guidelines

http://www.who.int/healthsystems/TTR-TaskShifting.pdf 

Taking Stock:  Task Shifting to Tackle Health Worker Shortages

http://www.who.int/healthsystems/task_shifting/TTR_tackle.pdf
Scaling Up, Saving Lives: Report of the Task Force for Scaling Up Education and Training for Health Workers, Global Health Workforce Alliance 

http://www.who.int/workforcealliance/documents/Global_Health%20FINAL%20REPORT.pdf 

Community health workers: What do we know about them?  The state of the evidence on programmes, activities, costs and impact on health outcomes of using community health workers http://www.who.int/hrh/documents/community_health_workers.pdf 
Mid-level health workers: The state of the evidence on programmes, activities,

costs and impact on health outcomes - A literature review  http://www.who.int/hrh/MLHW_review_2008.pdf 
Improving health worker performance: in search of promising practices 

http://www.who.int/hrh/resources/improving_hw_performance.pdf 

Evaluation of the Capacity Project:  Assessing Progress on HRH Issues, August 2008  http://www.ghtechproject.com/Attachment.axd?ID=d0b3c4a3-81ca-47aa-8f25-4099e604bc0f 
Annexes:  Evaluation of the Capacity Project:  Assessing Progress on HRH Issues, August 2008  http://www.ghtechproject.com/Attachment.axd?ID=4aca0c5f-45c0-407b-a832-9708a00d96ae 
Matrix of priority countries

Health Program Priority Countries for Presidential and Other USG Global Health Initiatives

	
	FP/RH Tier One
	FP/RH Tier two
	HIV/AIDS-PEPFAR  
	MCH Initiative
	Malaria-PMI
	TB 

	AFR
	
	
	 
	 
	 
	 

	Angola
	
	X
	X
	
	X
	X

	Benin
	
	X
	
	X
	X
	

	Botswana
	
	
	X
	
	
	

	Côte d'Ivoire
	
	
	X
	
	
	

	DRC
	X*
	
	X
	X
	
	X*

	Ethiopia
	X*
	
	X
	X
	X
	X*

	Ghana
	X
	
	X
	X
	X
	X

	Guinea
	
	X
	
	
	
	

	Kenya
	X*
	
	X
	X
	X
	X*

	Lesotho
	
	
	X
	
	
	

	Liberia
	X
	
	
	X
	X
	

	Madagascar
	X*
	
	
	X
	X
	

	Malawi
	X*
	
	X
	X
	X
	X

	Mali
	X
	
	
	X
	X
	

	Mozambique
	X
	
	X
	X
	X
	X*

	Namibia
	
	
	X
	
	
	X

	Nigeria
	X*
	
	X
	X
	
	X*

	Rwanda
	X*
	
	X
	X
	X
	

	Senegal
	X
	
	X
	X
	X
	X

	South Africa
	
	X
	X
	
	
	

	Sudan
	
	X
	X
	X
	
	X

	Swaziland
	
	
	X
	
	
	

	Tanzania
	X*
	
	X
	X
	X
	X*

	Uganda
	X*
	
	X
	X
	X
	X*

	Zambia
	X*
	
	X
	X
	X
	X*

	Zimbabwe
	
	X
	X
	
	
	X*




	
	FP/RH 

Tier One
	FP/RH 

Tier Two
	HIV/AIDS-PEPFAR 
	MCH

Initiative
	Malaria-PMI
	TB 

	E&E
	
	
	 
	 
	 
	 

	Albania
	X
	
	
	
	
	

	Armenia
	X
	
	
	
	
	

	Azerbaijan
	X
	
	
	X
	
	

	Georgia
	X
	
	
	
	
	X

	Kazakhstan
	
	X
	
	
	
	X

	Kyrgyzstan
	
	X
	
	
	
	X

	Moldova
	
	
	
	
	
	X

	Russia
	X
	
	X
	
	
	X*

	Tajikistan
	
	X
	
	X
	
	X

	Turkmenistan
	
	X
	
	
	
	X

	Ukraine
	X
	
	X
	
	
	X*

	Uzbekistan
	
	X
	
	
	
	X

	ANE
	
	
	
	
	
	

	Afghanistan
	X
	
	
	X
	
	X*

	Bangladesh
	X
	
	
	X
	
	X*

	Cambodia
	
	X
	X
	X
	
	X*

	China
	
	
	X
	
	
	

	Egypt
	
	X
	
	
	
	

	India
	X*
	
	X
	X
	
	X*

	Indonesia
	
	
	X
	X
	
	X*

	Jordan
	
	X
	
	
	
	

	Nepal
	
	X
	
	X
	
	

	Pakistan
	X*
	
	
	X
	
	X*

	Philippines
	X
	
	
	X
	
	X*

	Thailand
	
	
	X
	
	
	

	Vietnam
	
	
	X
	
	
	

	Yemen
	X
	
	
	
	
	

	LAC
	
	
	
	
	
	

	Bolivia
	X
	
	
	X
	
	X

	Brazil
	
	
	
	
	
	X*

	 Dom. Republic
	
	
	X
	
	
	X

	El Salvador
	
	X
	
	
	
	

	Guatemala
	X
	
	
	X
	
	

	Guyana
	
	
	X
	
	
	

	Haiti
	X*
	
	X
	X
	
	X

	Honduras
	
	X
	
	
	
	X

	Mexico
	
	
	
	
	
	X

	Nicaragua
	
	X
	
	
	
	

	Peru
	
	
	
	
	
	X




AFR: Africa


ANE: Asia and Near East


E&E: Europe and Eurasia


LAC: Latin America and the Caribbean





FP/RH:  Family Planning/Reproductive Health 


	* indicates one of the 13 FP/RH priority countries


MCH:  Maternal and Child Health


TB:  Tuberculosis   * indicates a focus country





AFR: Africa


ANE: Asia and Near East


E&E: Europe and Eurasia


LAC: Latin America and the Caribbean





FP/RH:  Family Planning/Reproductive Health


	* indicates one of the 13 FP/RH priority countries  


MCH:  Maternal and Child Health


TB:  Tuberculosis   * indicates a focus country








� The 13 countries are:  Democratic Republic of Congo, Ethiopia, Kenya, Madagascar, Malawi, Nigeria, Rwanda, Tanzania, Uganda, Zambia, India (UP), Pakistan and Haiti.  


� These include but are not limited to Repositioning Family Planning, Community-based FP, FP/HIV Integration, FP/MCH Integration, LAPMS, and Healthy Timing and Spacing of Pregnancies.
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