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DRAFT REQUEST FOR APPLICATION – FOR COMMENTS ONLY

Ladies/Gentlemen:

The United States Government, represented by the U.S. Agency for International Development (USAID) in Nigeria requests comments/queries on the attached DRAFT Request for Application (RFA). The anticipated project referred to as Strengthening Integrated Delivery of HIV/AIDS Services (SIDHAS) will be implemented nationwide at all levels of the health system in Nigeria.

The project seeks to provide quality HIV/AIDS services and to build the capacity of the public and private sectors in Nigeria to provide these services in a sustainable manner. The successful applicant will be responsible for ensuring smooth transition of services including delivery of quality HIV/AIDS care treatment, and related laboratory services to patients previously enrolled in the GHAIN program. The applicant will also be required to develop and follow cost-efficient strategies for providing sustainable access to anti-retroviral Treatment (ART) and demonstrate increased leveraging of funds with the GON and other sources. A key focus of SIDHAS will be enhancing the stewardship of the Government of Nigeria (GON) at the national, state and local levels. SIDHAS will measure progress in this area by developing innovative benchmarks to monitor and evaluate expanded capacity of the health system in Nigeria to coordinate, support, deliver and monitor quality HIV/AIDS care, treatment, and laboratory services. 

SIDHAS will serve as a critical partner within the broader PEPFAR/Nigeria program. The program will primarily focus on maintaining quality services for those who have been reached during the rapid scale-up phase of PEPFAR, and works collaboratively with the GON, the private sector, and donors to expand sustainable access to services for those whose needs have not yet been met.

Please submit your comments/queries, if any, no later than November 8, 2010.

 

All comments/queries are to be submitted by email to: snwanokwu@usaid.gov; kfoster@usaid.gov  and abujasolicitations@usaid.gov.   Please quote the number this DRAFT solicitation on the subject line of your e-mail comment/queries.  
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SECTION I: INSTRUCTIONS FOR TECHNICAL APPLICATIONS
1. General Application Guidelines
Technical applications will be specific, complete and presented concisely.  The applications must demonstrate the applicant's capabilities and expertise with respect to achieving the goals of this program.  The applications should take into account the Technical Evaluation Criteria found in section III of this RFA.
Technical applications should include, at a minimum, the following:

A. Technical and Management Approach: The technical application should contain all of the elements specified below.  Using the Program Description as a framework, the applicant should fully elaborate a program plan that addresses each of these elements as it pertains to the applicant’s proposed program, respecting any page limit mentioned.
The application should include a clear description of the approach and general strategy (i.e. activities, implementation, methodology, and techniques) proposed to implement the program. The applicant should describe the technical approach to implementing each of the components detailed in the Program Description and should propose realistic strategies which clearly link problems with achievable solutions. The applicant should demonstrate a thorough understanding of the implementing environment and reflect it at all stages of design, implementation and evaluation. The technical approach should elaborate on the following: 

1. Focus on developing Nigerian stewardship at all levels of the program including at national, state and local government levels; a deliverable of this approach should be a strategy for the transition of activities to the Government of Nigeria at the national, state and local government levels.

2. Develop strategy and activities for improving the quality of HIV/AIDS services by strengthening the linkages between HIV/AIDS and other key health services for women and their families, such as family planning services, anti-retroviral therapy (ART), TB services, and opportunistic infections treatment, and by informing policy decisions to support improved quality.
3. Develop a sound plan to manage, staff and administer this award. The application should propose sound management, financial and system structures and demonstrate organizational capacity to award and manage sub-grants in accordance with USG policies and procedures. 

4. Demonstrate a staffing plan that corresponds to the complexity and the technical needs of the program. The application will include key personnel with exact titles, qualifications and scopes of work. 
5. Demonstrate understanding of operations research requirements and how research results and lessons learned will be continually incorporated to increase project impact.

6. Incorporate gender in all activities to empower women, promote male. responsibility, promote ownership among both men and women at the community level, and ensure gender issues are considered at the central/policy level.

7. Demonstrate flexibility to respond to changes in the epidemic and the environment in Nigeria.

B.  Monitoring and Evaluation (M&E) Plan The application will include a proposed methodology for establishing baseline conditions and measuring each of the performance indicators, recommend performance indicators, propose targets for performance indicators, and provide for external mid-term and final evaluations. The plan will show how M&E activities, lessons learned, and successful practices will be used as management tools.

C. Institutional Capacity: The application will include a description of the applicant’s history, mission, international activities and past experience working in Nigeria or other similar development environments.  Any U.S. Government support received in the past five years and experience in developing and managing similar programs of the type described in this RFA should be highlighted. If the applicant is a consortium, this information should be provided for each member of the consortium.
D. Funding Strategies: The applicant will demonstrate ability to absorb funds beyond the initial levels estimated for this RFA should USAID funding increase substantially over the period of the country strategy. This RFA is funded under PEPFAR. Matching contributions from the applicant, although not required, are encouraged.
Applicants must clearly identify which inputs (especially staff) will be provided by sub-grantees or contractors. Applicants shall describe their plans, systems, resources and prior experience in coordinating and managing sub-agreements. Applications and programs must comply with all regulations and guidelines described in the following documents:
· USG-GON Partnership Framework for HIV/AIDS (2010-2015)
· USAID/Nigeria Mission Strategy (2010-2013)
· NACA National Strategic Framework for Action (2009-2014) 

· FMOH National Health Sector Plan for HIV/AIDS 

· PEPFAR Guidelines and Annual Progress Reports for Nigeria

· PEPFAR Country Operating Plan Contexts

All activities to be funded under this award will form part of Nigeria’s program under PEPFAR. Funding levels, guidance and parameters for PEPFAR priorities and management are evolving and will continue to evolve over the life of the award. The applicant will be expected to maintain a degree of flexibility, and to work with USAID in designing, prioritizing, implementing and evaluating its PEPFAR activities.

The applicant will be expected to mobilize within thirty days of signing the award, including having senior staff in place and an office established in Abuja, Nigeria. USAID also expects that the implementing partner will have a progressive HIV/AIDS workplace policy. Applications should address this key point.

2.  Technical Application Format
Unnecessarily elaborate brochures or other presentations beyond those sufficient to present a complete and effective application in response to this RFA are not desired and may be construed as an indication of the applicant's lack of cost consciousness.  Elaborate art work, expensive paper and bindings, and expensive visual and other presentation aids are neither necessary nor wanted.
Technical applications should contain the following information and conform to the guidelines detailed below.

1. Cover Page with name of applicant, program identification and contact information 

2. Table of Contents listing all page numbers and attachments 

3. Project Abstract beginning on page 1 not to exceed a one page description 

4. Technical applications are limited to 75 pages (12 point single-spaced Time New Roman font, and a minimum of 1 inch margins all around) not including the cover page, executive summary, appendices, and certain graphics as specified.  Pages should be paginated at the bottom. Graphics and charts specifically requested in this technical application will not count against the page limit for the application, and may be included either in the application or in attachments.  Shorter applications are encouraged.
This section of the application will become a major component of the program description for the award if made, therefore focus should be on the results to be achieved.  Corporate qualifications and discussions should be minimized.  Curriculum vitae, letters of commitment and other supporting documentation not integral to the technical application may be attached to the application and will not count against the 75 pages. 
5. Attachments should be lettered (e.g. Attachment A), and should include a staffing plan including an organogram, the resumes/CVs of key personnel, letters of support, letters from public entities, and other supporting documents.
6. Technical application information for proposed sub-recipients and/or sub-contractors should follow the same format as that submitted by the applicant.

SECTION II: COST APPLICATION FORMAT
There is no page limitation on the Cost Application, but applicants are encouraged to be concise.  The application must include the following: 

A.
Standard Forms

Applicants must complete and submit the following required forms: 

1. SF 424 Application for Federal Assistance; 

2. SF 424A Budget Information - Non-Construction Program; and, 

3. SF 424B, Assurances-Non-Construction Programs.  

These forms may be downloaded from the following website:  http://www.usaid.gov/procurement_bus_opp/procurement/forms/SF-424/
4. Self-Certification of the management systems/major business systems with a cognizant audit agency.

B.
Financial Plan/Budget 

1.
The financial plan should be fully supported by adequate cost data to establish the reasonableness of proposed program costs.  At a minimum, the financial plan shall contain the following:  

a. A Summary Budget page of total costs;

b. A Detailed Budget of cost inputs;

c  Associated costs to outputs, i.e., results or tasks or milestones, which will enable USAID to determine cost effectiveness and best value, and 

d  Detailed budget notes and supporting justification of all proposed budget line items in the categories listed below. 

i.
Home Office Direct Labor (if applicable), number of units and cost;

ii.
Local office direct labor, number of units and cost;

iii.
Consultants, number of units and cost;

iv.
Subcontractor/sub-awardee labor, number of units and cost;

v.
Equipment and supplies;

vi.
Travel (destinations, numbers of trips, approximate cost) and associated per diem;

vii.
Other related costs (explain in general terms related to the activity or task and give estimates - these may vary by task) 

2.
Detailed budgets and supporting notes and justifications should include the following, as applicable, for the prime and sub-awardee, if any: 

a.
The name, annual salary, fringe benefits and expected level of effort of each position charged directly to the program, including consultants;

b.
Details of all home office support to be provided;

c.
Fringe Benefits. If charged as a percentage, please provide a breakout if not included in the indirect cost rate agreement negotiated with the U.S. Government, specify the applicable fringe benefit rates for each category of employee, and all benefits covered by the rate;

d.
Allowances, expatriate and local, which should be broken down by specific type and by person and must be in accordance with the applicants’ policies.  All salaries, benefits and allowances must be based on written compensation policies of the employer organization;

e.
Travel, per diem and other transportation expenses should be detailed in the financial plan to include number of international trips, from where to where, number of per diem days and rates.  Per diem and other travel allowances must be based on written travel policies of the employer organization;

f.
Other direct costs:  Provide a breakdown of proposed workshop expenses, visas, passports, equipment, and supplies and other general costs. Explain basis for cost, number of units, etc;

g.
Cost Sharing (if proposed):  provide narrative information, in addition to the percentage and total dollar amount of the proposed cost-share contribution. Cost-share, once accepted becomes a condition of payment of the federal share;

h.
Indirect Costs:  Applicants must provide a copy of the most recent indirect cost rate agreement negotiated with its cognizant U.S. Government agency, if applicable.  Non-US applicants not possessing a NICRA that plan to levy an administrative fee are requested to provide the basis of that fee in accordance with the “Guidelines for Financial Audits Contracted by Foreign Recipients” found at the following website: http://www.usaid.gov/pubs/ads/500/rcapguid.doc;
i.
Applicants with no previous experience with USAID programs will be requested to submit evidence of financial capability which shall consist of financial audits for the past three years; personnel, travel, purchasing, and property management policies; and past performance references (at least three).  If copies have already been submitted to the U.S. Government, the applicant should advise which Federal Office has a copy.

C. Required Certifications and Representations are found in Section V of this RFA.

SECTION III: EVALUATION CRITERIA AND SELECTION PROCESS 

Tailored to the requirement of this particular RFA, the selection criteria presented below will enable USAID/Nigeria to select the highest quality application. The selection criteria will also serve to: (a) identify the significant matters which applicants should address in their applications and (b) set the standard against which all applications will be evaluated. To facilitate the review of applications, applicants should organize the narrative sections of their applications in the same order as the selection criteria. Technical proposals will be evaluated in accordance with the Technical Evaluation Criteria set forth below.

Following completion of the technical assessment, the cost applications of all qualifying applicants will be opened and costs will be evaluated for general reasonableness, allowability and allocability. Awards will be made to responsible applicants whose applications offer the greatest value, cost and other factors considered. Awards will be made based on the ranking of proposals according to the technical selection criteria identified below.
A. Technical Evaluation Criteria: 

1.   Technical Understanding and Approaches (60 Percent)

The proposal reflects excellent understanding of USAID and PEPFAR, as well as the complexity and the overall objective of the program. The overall merit of the technical approach(es) is clearly laid out in the proposal, including feasibility, analytical depth, state-of-the-art technical knowledge, and responsiveness. The proposal also reflects the ability to synthesize and apply the lessons learned from the field, from similar projects and from the previous project. The proposal lays out clear strategies on how to improve service delivery integration, institutional capacity and stewardship to achieve long-term sustainability. The proposal incorporates the following aspects:

· Sound strategic and technical approach(es) that describe how the applicant will effectively and efficiently achieve the objectives and results outlined in the project description.

· Reasonable and realistic plan to maximize access to and quality of ART and other HIV/AIDS services under a sustainable framework focused on improving efficiency, integrating services and building local capacity. 

· Sound strategy to engage Nigerian institutions and improve their stewardship and efficiency for sustainable provision of high quality comprehensive HIV/AIDS services. 

· Expertise in providing technical and programmatic support and capacity building in HIV/AIDS care, treatment and laboratory services.

· Realistic capacity building plan with clear exit strategy and phase out plan. 

· Understanding of the opportunities and constraints related to supporting the planning, implementation and monitoring of quality HIV/AIDS services at primary, secondary and tertiary health care facilities in Nigeria.

· A comprehensive performance monitoring plan to effectively monitor and report on activities and results.

· The proposal includes indicators and target results that correspond to the project’s objective and intermediate results. 

· Understanding of gender dynamics and norms in Nigeria that serve as barriers to  accessing HIV/AIDS services will be demonstrated throughout the project’s approach(es) and activities.

· How the applicant positions indigenous organizations in strategic and technical leadership roles.

2. Management (10 Percent)

The proposed management and administrative arrangements for implementation of the program are clear and carefully planned. The proposal includes well thought out organizational structure, staffing patterns and decision-making authority as reflected in an organizational chart. It also includes efficient, cost-effective plans for procurement of goods and services. The proposal will: 

· Demonstrate an effective and cost-efficient management structure to achieve project goals, objectives and targets.

· Describe the relationship across home office, central office, regional (zonal) and state. 

· Include proposed appropriate processes for interaction with USAID Mission, all levels of the GON and other in-country partners. 
·  Describe any sub-recipients and/or sub-contractors indicating the extent of utilization intended, and the tasks/functions they will perform.  Describe how those organizations were selected and how they will effectively contribute to the implementing team.  
3. Personnel
A.  Staffing: (10 Percent)
The proposal demonstrates clear rationale for its staffing plan including technical managerial and support staff. Proposed staffing will reflect the scope and complexity of the program and will effectively address the technical, managerial and support needs of the program. The proposal will:

· Clearly describe lines of authority and staff responsibility demonstrated by an organogram. 

· Demonstrate technical knowledge and skills to manage and support activities under the award. Depending upon the program proposed by the applicant, other areas of expertise may include, but are not limited to, HIV/AIDS technical and program skills, training and performance improvement, health care management and organization, quality assurance, supply and logistics, health management information, human resource management, knowledge management, community mobilization and development and monitoring and evaluation.

· M&E personnel will have specific expertise in operations and evaluation research, with evidence of having generated effective research that resulted in improved programming or policy.

· Describe the roles and responsibilities of the awardees home office management staff, their assigned management and decision-making authorities, and the relationship the applicants will have with expected sub-grants.

B. Key Personnel (10 Percent):
The proposal demonstrates that personnel have requisite breadth and depth of technical expertise and experience in management, planning and provision of specialized technical assistance necessary for achievement of project results. The proposal will: 
· Propose personnel who have relevant professional qualifications and experience appropriate to manage and achieve results. Key personnel should, individually and collectively, show evidence of strong leadership skills and ability to implement complex projects and build collaborative relationships. (Expertise and attributes will be verified in part on references provided in appendixes, and may be verified through interviews, at the discretion of the technical review panel).


· Indicate a commitment to using Nigerian and regional professionals and managers who hold significant positions in the management and implementation of this project. Key personnel include: 
Chief of Party (COP): the COP is responsible for overall program direction and representation of the project. The proposed COP should poses excellent leadership and interpersonal qualities and should have extensive experience in international health. S/he should have experience in similar projects with significant management responsibility with proven ability to work with partners including host country government officials as well as other donors and stakeholders. The proposed COP should have solid track record in implementing large scale programs with similar complexity. S/he should have solid technical knowledge in HIV/AIDS, infectious diseases (malaria and TB), and maternal and child health with at least 10 years of relevant experience. S/he should have relevant academic training, e.g. a Master’s Degree or higher in Public Health or Medicine. 
Deputy Chief of Party (DCOP) – Management: Under the COP, this position will be responsible for overseeing management operations. The DCOP-Management should have leadership qualities with excellent interpersonal and organizational qualities. The candidate should have at least 7 years of experience managing similar projects and should have in-depth technical knowledge and experience relevant to the project. S/he must have The candidate must have at least a Masters Degree in public health, business administration, or a related field, and at least seven years experience working in development public health in a developing country. 
Deputy Chief of Party (DCOP) - Technical: The DCOP-Technical is responsible under the COP for technical operations. The candidate should have relevant experience working in public health, specifically HIV/AIDS. The candidate must have depth and breadth of knowledge and experience with HIV/AIDS including prevention, treatment and care, support, PMTCT HIV/TB, OVCs as well as cross-cutting areas like health systems strengthening, gender etc. The candidate should have at least 7 years of relevant experience and a Masters degree in public health, medicine or another relevant field. 
Director of Administration and Finance: The Finance Director should have Master’s Degree or higher in Business Administration, Finance, Accounting or other relevant field. S/he should have at least 10 years experience in administrative and financial management of large international projects including experience in management of USG funded projects and a track record in developing and managing large budgets. The candidate should have familiarity with compliance to Federal Acquisition Regulations.

Capacity Development Specialist/Systems Development Specialist: Will have demonstrated skills and experience in systems analysis and development of interventions to improve quality, efficiency and sustainability of health program management systems in Nigeria and/or other regional countries. S/he will work in close collaboration with senior management to assess, identify, develop, and oversee implementation of interventions to strengthen HIV/AIDS related management systems for service delivery (including laboratory), patient information/service statistics, human resources, infrastructure and equipment maintenance, and commodity logistics.

5.   Institutional Capacity and Past Performance (10 Percent) 

The proposal will describe institutional capability to:  plan, implement, and support complex programming and the range of activities outlined in the RFA; produce results and innovations in HIV/AIDS services; build local capacity and improve stewardship and efficiency of local institutions; work with multiple in-country partners; and implement sound monitoring and evaluation plans and report results to USAID. The proposal will: 

· Demonstrate organizational knowledge and institutional capability to support the planning, delivery, monitoring and evaluation of similar ART and other HIV/AIDS services in Nigeria or similar environments in Africa within public and private health delivery systems.

· Ability to facilitate a smooth transition from currently supported activities where applicable to this new project.

· Track record in building and sustaining indigenous institutions and sustainable technical support mechanisms.

· Describe relevant work experience and representative accomplishments in managing and implementing similar projects.

· Quality of performance on past work; past performance checks related to past contracts/agreements rank the organization as good or better in standard areas of performance.

USAID reserves the right to obtain past performance information from other sources including those not named in the applicants’ application.
B. Cost Evaluation Criteria (will be reviewed separately)
For proposal planning purposes, the following table outlines the estimated percentage of funding for each technical area:
	Technical Area
	Estimated Percentage

	Prevention of Mother-to-Child Transmission
	10%

	Medical and Sexual Prevention
	3%

	Basic Care and Support (Adult and Pediatric)
	14%

	Tuberculosis/HIV
	4%

	Orphans and Vulnerable Children
	4%

	Testing and Counseling
	2%

	ART Services (Adult and Pediatric)
	45%

	Laboratory Services
	14%

	Strategic Information
	5%


Besides the technical criteria, the proposal will be assessed for cost realism and should therefore address the following:

Cost Effectiveness and Realism: The proposed costs are realistic, reasonable, complete, and allowable. The costs are realistic for the effort and consistent with the technical components of the application. Strategies that maximize cost-efficiency will be highly evaluated. 

Adequacy of Budget Detail and Financial Feasibility: The proposed budget is sufficient to support the proposed activities and all proposed costs are adequately supported by notes highlighting the key assumptions used in their determination. USAID reserves the right to determine the resulting level of funding for the Co-operative Agreement. 

Technical versus Cost considerations: For this RFA, technical considerations are more important than cost. 
C. Award 

To the extent they are necessary (if award is not made based on initial applications), discussions and negotiations will be conducted with all the applicants whose applications have a reasonable chance of being selected for award. Applications will be ranked in accordance with the selection criteria identified above. USAID reserves the right to determine the resulting level of funding for the cooperative agreement. The selection process may involve oral presentations, which will be conducted in Abuja, with those applicants whose application has a reasonable chance of being selected for award.

Award(s) will then be made to responsible applicant whose application offers the greatest value, cost and other factors considered.

SECTION IV: BACKGROUND AND PROGRAM DESCRIPTION 

A. Summary
The USAID Mission to Nigeria plans to continue support for the President’s Emergency Plan for AIDS Relief (PEPFAR) by making an award up to a maximum of $225 million over the next five years for a new program to strengthen the delivery of HIV/AIDS services. The program will build upon the successes of the Global HIV/AIDS Initiative Nigeria (GHAIN) project. The new project will be referred to as Strengthening Integrated Delivery of HIV/AIDS Services (SIDHAS) in this and accompanying documents. The SIDHAS program will be implemented nationwide and will take place at all levels of the health system.

The project seeks to provide quality HIV/AIDS services and to build the capacity of the public and private sectors in Nigeria to provide these services in a sustainable manner. The successful applicant will be responsible for ensuring smooth transition of services including delivery of quality HIV/AIDS care treatment, and related laboratory services to patients previously enrolled in the GHAIN program. The applicant will also be required to develop and follow cost-efficient strategies for providing sustainable access to anti-retroviral Treatment (ART) and demonstrate increased leveraging of funds with the GON and other sources. A key focus of SIDHAS will be enhancing the stewardship of the Government of Nigeria (GON) at the national, state and local levels. SIDHAS will measure progress in this area by developing innovative benchmarks to monitor and evaluate expanded capacity of the health system in Nigeria to coordinate, support, deliver and monitor quality HIV/AIDS care, treatment, and laboratory services. 

SIDHAS will serve as a critical partner within the broader PEPFAR/Nigeria program. Worldwide, PEPFAR programs are transitioning from a context of rapid, emergency response to a context of maintaining the successes of recent years and building sustainable partnerships. In a global environment of leveling resources for HIV/AIDS programs, the successful applicant will develop a program that innovates and adapts based on principles of cost-efficiency and cost-savings. The program will primarily focus on maintaining quality services for those who have been reached during the rapid scale-up phase of PEPFAR, and works collaboratively with the GON, the private sector, and donors to expand sustainable access to services for those whose needs have not yet been met.

Program Objective: 

Reduce the burden of HIV/AIDS in targeted areas of Nigeria though strengthened delivery of comprehensive HIV/AIDS services that are sustainable for the long-term. 

Key Results: 
1- Continued and increased access to comprehensive HIV/AIDS treatment, care and related services through improved efficiencies in service delivery.
2- Improved quality and integration of HIV/AIDS services.
3- Increased stewardship by Nigerian institutions for the provision of high quality comprehensive HIV/AIDS services.

B. Background

General Context: With an estimated population of 150 million people, Nigeria is the most populous country in Africa, and one of the ten most populous worldwide. Nigeria’s population is very diverse with more than 250 ethnic and linguistic groups. The largest and most influential groups are: Hausa and Fulani in the North, Yoruba in the west and Igbo in the east. The country is also religiously diverse: 50% of Nigerians are Muslim, 40% Christian and 10% practice indigenous beliefs. 

Nigeria has three tiers of government: national, state and local government. Nigeria is a democratic Federal Republic comprising thirty-six states and one Federal Capital Territory (FCT) covering the capital city, Abuja. The country is made up of 774 local government areas and the states are grouped into six geopolitical zones–North West, North East, North Central, South West, South East and South-South. The complex mixture of diverse ethnic groups, languages, cultures, religions, and regional political groupings poses a major challenge for efforts to reduce the impact of the HIV/AIDS epidemic. 

As a result of social and economic instability and rapid population increase, the socio-economic situation and infrastructure in Nigeria experienced significant deterioration during the last three decades. These factors have also contributed to wide-spread poverty, continuing low literacy and increased rural-urban migration. However, Nigeria is the biggest oil exporter in Africa and owns the largest natural gas reserves in the continent. In addition, according to the World Bank (WB), the non-oil sectors of the economy in Nigeria remain robust. With such abundant human and natural resources, Nigeria is well poised to make substantial progress in building a prosperous economy and delivering basic needs and quality services to its population.     

Epidemic Context: According to the 2007 National HIV and AIDS and Reproductive Health Survey (NARHS-Plus), the overall, HIV prevalence in Nigeria is estimated to be 3.6% (4.0% among women aged 15-49 years and 3.2% among men aged 15-64 years). At the zonal level, prevalence is lowest in the South West (2.0%) and highest in the South-South (7.0%). With over three million Nigerians thought to be living with HIV/AIDS, Nigeria ranks second only to South Africa globally in the number of people living with HIV/AIDS. According to UNAIDS reports, in 2008, 170, 000 (range:130,000 -270,000) people died from AIDS alone, and over one million children aged 0-17 years are thought to have lost a parent to AIDS.

It is difficult to frame the HIV epidemic in Nigeria as a “national epidemic,” because it comprises multiple epidemics with significant geographic and demographic variations in terms of prevalence as well as patterns of risk behaviors. Some higher prevalence states have more generalized HIV epidemics, while others have epidemics that remain concentrated among most-at-risk populations (MARPS).  These differences are demonstrated by a wide range of prevalence rates and a pattern of increasing prevalence from the North West to the South East. The states with highest prevalence are Benue, Nassarawa, Federal Capital Territory (F.C.T) and Akwa –Ibom with 10.6%, 10%, 9.9% and 9.7% respectively. In contrast, HIV prevalence in Ekiti, Osun, Jigawa and Ogun is 1%, 1.2%, 1.6%, and 1.7% respectively. Despite substantial geographic variability in HIV/AIDS, there is relatively little variation in HIV prevalence by age among the adult population.

While HIV prevalence is higher in urban than in rural areas in most states, the opposite is the case in nine states and the FCT. This geographic variability suggests that the influence and contributions of various high-risk behaviors may vary in their relative importance in different communities and geographical settings within the country.

The result of the modes of transmission analysis in Nigeria, carried out by the National Agency for the Control of AIDS (NACA) in 2008, suggests the leading route of HIV transmission in Nigeria is heterosexual intercourse, accounting for over 80 percent of infections. Mother-to-child transmission, and to a lesser extent, transfusion of infected blood and blood products are generally estimated as ranking next as common routes of infection. However, other modes of transmission such as intravenous drug use and same sex intercourse are slowly growing in importance.  The mode of transmission analysis in Nigeria estimated that about 62 percent of new infections occur among persons perceived as practicing “low risk sex” in the general population including married sexual partners. The remaining 38 percent of new infections are attributed to most-at-risk groups, including injecting drug users (IDU), female sex workers (FSW), men having sex with men (MSM) and their partners. 

Another source of useful insights into the HIV/AIDS epidemic in Nigeria is the 2007 Integrated Biological and Behavioral Surveillance Study (IBBSS). The study used innovative sampling methods to access hard to reach MARPs. The survey found HIV prevalence among brothel-based female sex workers to be 37.4%; for non-brothel based sex workers it was almost as high at 30.2%. Again, there was wide variation among the six states sampled, ranging from 23% in Lagos to 49% in the FCT and Kano. By contrast, although military personnel are considered in many settings to be a high-risk population, the armed forces had a prevalence rate of just 3.1 %, below the national average. Other predominantly male populations, such as police, transport workers, and IDUs all had relatively low prevalence, except MSM at 13.5%. Again, variation by locale was high with prevalence among MSM at only 2.8% in Cross River, but over 25% in Lagos.

The study also demonstrated considerable knowledge gaps and misconceptions about HIV. Significantly, the majority of respondents did not feel personally at risk of HIV. Condom use was highest among brothel and non-brothel-based female sex workers and the armed forces, but lower with boyfriends/girlfriends. This survey and other similar surveys and studies should be used to inform future interventions. Findings of the IBBSS confirm the importance of targeting HIV/AIDS interventions to MARPs, especially in lower prevalence areas.
Nigeria's strong pro-natalist culture, high fertility rate, low education levels and lack of formal sector employment opportunities for women are important factors supporting pervasive gender inequality and discrimination, which play a role in transmission of HIV. While it is generally acceptable for men to have sexual partners outside of marriage, women, because of their lesser economic power and social status, are less able to negotiate use of condoms to protect themselves from unwanted pregnancy, HIV, and other sexually transmitted infections. Transactional sex between older men and younger women is also widely practiced, and is another source of transmission. Other cultural practices that may put people at risk of HIV include female genital cutting, experienced by as many as 60 percent of Nigerian women, and ritual scarification.

Health Sector: Health status indicators in Nigeria are extremely poor compared to neighboring countries and particularly those countries with similar per capita incomes. For example, while the per capita GDP in Nigeria is $1370 compared with $1194 in sub-Saharan Africa, only 54% Nigerian children between 12-23 months received DPT immunization compared with 72% in sub-Saharan Africa. 

These poor health indicators reflect in part major financial and institutional constraints to access and use of health services in Nigeria. According to WB sources, in 2007, out-of-pocket health expenditure (private expenditure on health) represented 96% of total health expenditures compared to an average of 60% for sub-Saharan Africa (SSA) as a whole.  This reliance on private health expenditure presents a potentially significant barrier to access to health services more generally. 

Coordination of services and effective linkages and referral systems are hampered by cumbersome institutional structures at the Federal level, and by the perceived strict division of responsibility for tertiary, secondary and primary health care among the three tiers of government. Primary health care, provided through clinics and health posts with community outreach, is the responsibility of Local Government Area (LGA) authorities. Patients may be referred or self refer to secondary hospitals (district general hospitals and specialist hospitals) that are the responsibility of State Ministries of Health. Tertiary level hospitals include teaching hospitals and federal medical centers funded by the Federal Ministry of Health. 

Although Nigeria pioneered primary health care (PHC), over years of military rule there has been significant underinvestment in the health sector which has left the PHC system largely dysfunctional. The health care infrastructure is overstretched with inadequate staffing levels, dilapidated buildings, poorly maintained laboratories and equipment.  Drugs and consumables are distributed through push logistics models and stock outs are frequent. Some LGAs operate drug revolving funds, and many health workers, pharmacists and lab staff purchase drugs and consumables to sell at a mark up to patients during stock outs, generating extra income for themselves. 

Nigerian universities and colleges graduate large numbers of health care workers from doctors to community health extension workers, but many—particularly doctors and nurses—become economic migrants to other countries. Additionally, there is an economic imbalance between the private and public sectors in compensation for most professional health workers. Even in rural areas, public sector health workers may operate informal private practices to supplement their poor public sector income. 

Furthermore, the quality of health care services in the public sector is unreliable and inconsistent at best. The very limited participation of the communities in the management of primary health care services and the virtual absence of consumer empowerment to demand more and better services contributes to a lack of responsiveness on the part of the providers and managers of health services. 

The significant demands placed on the health care system are further strained by the increasing demands of supporting a growing HIV/AIDS patient load. As the response to the AIDS epidemic widens in Nigeria, the demands on the health system to maintain quality support for people living with the disease will only become more challenging.

Government of Nigeria Response: The Government of Nigeria (GON) is strongly committed to addressing HIV/AIDS. In 2000, the national response to HIV/AIDS was expanded with the establishment of the Presidential Council on AIDS and the National Agency for the Control of AIDS (NACA). This provided the basis for a coordinated effort to provide comprehensive prevention, treatment, care and support services through policy formulation and development of plans for state-level implementation. From 2001 to 2004, Nigeria’s response to the HIV/AIDS epidemic was guided by a three year interim action plan called HIV/AIDS Emergency Action Plan (HEAP 2001-2003). The aim of HEAP was to guide a multi-sectoral response to HIV/AIDS. 

In 2005 a new National Strategic Framework For Action (NSF) covering the period from 2005 to 2009 was developed to achieve those objectives. Despite increased efforts to control the epidemic, according to UNAIDS, in 2009 only 34.4% of adults and children with advanced HIV infection were receiving antiretroviral therapy, resulting in a 65.8% “treatment gap”. The same report indicates that the percentage of pregnant women receiving treatment to reduce the risk of mother-to-child transmission (PMTCT) of HIV remained low at 18.7%. In addition, the Mid-term Review of the NSF (November 2007) revealed several challenges and constraints, including: inadequate HIV prevention; inadequate attention to socio-cultural and economic drivers of HIV/AIDS epidemic; limited integration of services; and inadequate institutional coordination mechanisms.

Currently, the HIV/AIDS response is guided by the National HIV/AIDS Strategic Plan 2010-2015 (NSP 2010-2015). The overarching priority of the NSP is “to reposition Prevention of New HIV infections as the major focus of the national HIV/AIDS response for the (NSP 2010-2015)”. Some of the main aims of the NSP are to reach 80 percent of sexually active adults and 80 percent of most at-risk populations with HIV counseling and testing by 2015; to ensure 80 percent of eligible adults and 100 percent of eligible children are receiving ART by 2015; and to improve access to quality care and support services to at least 50 percent of people living with HIV by 2015.
In August 2010, the USG and GON signed The Partnership Framework on HIV/AIDS (2010-2015).  This Framework is a six-year strategic agenda for cooperation between the Government of Nigeria and the Government of the United States through the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR).   A key component of The Partnership Framework is the GON’s commitment to increase its own resources from 7% to 50%.  When combined with donor resources, the GON’s commitment will be sufficient enough to provide universal access.

Strengthening Nigeria’s health care system is key to promoting a sustainable response to the HIV/AIDS epidemic and to achieving those aims. This will require adequate coordination mechanisms to ensure comprehensive integration of services and robust systems for linkages and referral.   

Other Donors: The GON continues to rely heavily on donor assistance to support its HIV/AIDS response. For example, according to UNAIDS, the GON contributes only about seven (7) percent of the overall costs of HIV treatment. While the U.S. Government continues to be the major donor, a host of international and bilateral partners currently provide HIV/AIDS assistance to Nigeria. These partners contribute resources to implement activities in a wide range of areas, including institutional strengthening, capacity building, prevention, treatment, care and support. Among the other donors, the the Global Fund to fight AIDS, Tuberculosis, and Malaria and the World Bank are among the most important sources of financial support  to Nigeria’s HIV/AIDS response. 

· The WB has several projects focused on the health sector in general and HIV/AIDS specifically. The WB recently approved the Second HIV/AIDS Program Development Project for Nigeria (HPDP2) with an estimated cost of $230 million over the 2010-2014 life of the project. HPDP2 consist of three components: (1) expanding the public sector response, including support to HIV/AIDS activities laid out in the second National Strategic Framework; (2) expanding the civil and private sector engagement and response through a system of grants to NGOs; and (3) strengthening mechanisms for project coordination and management, including capacity building support to all 37 Federal and State governments and nongovernmental organizations.

· The Global Fund provided more than $235 million to support activities focused on prevention, treatment and care and provision of PMTCT services. A significant portion of funds provided by the Global Fund (Round 5) was provided directly to the GON to scale up ART coverage. NACA is the principal recipient of the recent Round 8 focused on strengthening Nigeria’s health system. 

· The U.K. Department for International Development (DfID) is another major donor. The majority of DfID funding is directed to prevention, especially, since 2008, to the Enhancing Nigeria’s Response (ENR) to HIV/AIDS program. 

· UNAIDS provides technical assistance in all aspects of HIV/AIDS including policy development, advocacy and program planning. UNICEF focuses on providing innovative approaches in the areas of PMTCT and OVC. 

It will be important for the proposed SIDHAS project to coordinate closely and harmonize activities with the WB, the Global Fund, UNAIDS and other international, bilateral and local partners to achieve maximum efficiency and synergy. 

PEPFAR in Nigeria: The PEPFAR program in Nigeria is coordinated by the U.S. Embassy and implemented by multiple U.S. government agencies, including USAID, the U.S. Centers for Disease Control and Prevention (CDC), and the Department of Defense (DoD).  Currently, the PEPFAR/Nigeria program has an annual budget of $447 million. The PEPFAR program, guided by the draft National Strategic Framework II (NSF II) and the Partnership Framework on HIV/AIDS, 2010-2015, complements the efforts and commitments of the GON and other international partners.
PEPFAR/Nigeria supports HIV/AIDS activities across the continuum of prevention, care and treatment, as well as health systems strengthening and other cross-cutting areas. Prevention activities include prevention of mother-to-child (PMTCT), prevention of sexual transmission and prevention of medical transmission as well as HIV counseling and testing. PEPFAR treatment and care activities in Nigeria include; provision of antiretroviral drugs (ARVS) and services to eligible patients; laboratory support for diagnosis and monitoring for HIV-positive patients; adult and pediatric care and support; TB/HIV; and support for orphans and vulnerable children (OVCs). In the areas of care and treatment, PEPFAR places emphasis on improved program quality, sustainability, cost savings, pooled procurements of drugs and commodities, and health systems strengthening. 

The targets for the first phase of PEPFAR in Nigeria were to reach 350,000 people in need with antiretroviral therapy (ART), prevent 1,145,545 new infections, and provide care and support to 1,750,000 HIV-affected persons, including 400,000 orphans and vulnerable children by the end of its fifth year in 2009. To date, PEPFAR’s fifty implementing partners have made impressive progress towards meeting those targets.
Current Program:  USAID assistance for HIV/AIDS in Nigeria complements activities of other USG agencies.  Under its Country Strategic Plan, USAID’s overarching Strategic Objective for HIV/AIDS and TB is to reduce the impact of these diseases through increased availability and accessibility of quality services.  To support PEPFAR’s goals in Nigeria, in 2004 the USAID Mission awarded a cooperative agreement to implement the Global HIV/AIDS Initiative Nigeria (GHAIN) project. This project was designed to support the Federal Government of Nigeria's response to the expanding HIV epidemic in the country by strengthening the necessary health infrastructure and improving skills in prevention, care and support, and treatment of HIV and AIDS.  GHAIN has been operating in all 36 states in Nigeria.

GHAIN's efforts have focused on ensuring that providers can safely and effectively deliver HIV Testing and Counseling (HCT), PMTCT, ART including PMTCT-plus programs -and treatment of other opportunistic infections (Ols), within a broader constellation of HIV/AIDS services in support of the National HIV/AIDS Strategic Plan. The GHAIN model has been principally designed to provide integrated services at the levels of secondary and, increasingly, primary health care levels. Secondary level health facilities act as the "hub" for provision of ART while more community oriented care and testing services are expanding to the primary health care level 'spokes'. Strong referral linkages to tertiary facilities provide a complete network of care and treatment services. 

GHAIN has made major contributions toward PEPFAR targets in prevention, care and treatment, PMTCT and TB/HIV. GHAIN has already reached its five year goal of supporting:

· PMTCT services in 162 sites

· HCT services in 202 sites

· Comprehensive ART services in 104 sites

· Laboratory services in 94 sites

· TB treatment in 115 sites. 

As of March 2010, GHAIN accounted for over 100,000 individuals ever receiving ARV treatment, about a third of all individuals estimated to have received ARV treatment in Nigeria.  

Lessons Learned from GHAIN:  In June 2008, USAID/Nigeria undertook an external, formative evaluation of GHAIN to help inform the design and implementation of the proposed SIDHAS project.  The evaluation concluded that, overall, GHAIN was successful in meeting its stated goal of working with the government of Nigeria and other local partners to reduce the impact of HIV/AIDS and TB in selected areas. Key findings and recommendations include the following: 

· The highest quality, most efficient and most acceptable package of services is provided through a patient-centered, integrated program that incorporates all facets of prevention, care, and treatment into a single, unified whole. 

· PMTCT services will be improved by strengthening linkages between prevention, care, and treatment of pregnant women and their families, and by developing a family/baby-centered approach. 

· CT services would be strengthened by increasing mobile CT to reach underserved and most at risk populations and by making knowledge of HIV status the societal norm. 

· Future basic care and support services should move away from acute care services toward a chronic care model, as close to the patient's home as possible. 

· Future treatment programming should build government capacity to provide quality ART services and a secure supply of ARVs and related commodities to health facilities with an eye to future sustainability.
· The quality of clinical care for both antiretroviral and anti-tuberculosis treatment should be monitored to ensure appropriate standards are met, to identify treatment failures and treatment resistant infections, and to improve individual patient treatment. 

· Project expansion should focus on providing services in the regions or zones where there are already significant investments, and increase the number of sites supported within the states where GHAIN has had the longest presence. 

It is important to note that, although the evaluation addressed the possible future expansion of project activities, the main focus of the SIDHAS project will be on maintaining existing service delivery commitments and enhancing sustainability of HIV/AIDS services for the long-term. 

Future Challenges:  Nigeria, in collaboration with its international and bilateral partners, has made good progress in responding to the HIV/AIDS epidemic. Major efforts have been made in many areas including: staging a multi-sector response to the epidemic; increasing awareness about HIV/AIDS in the general population; and expanding the number of treatment centers and the number of PLHIV receiving ART. 

While impressive strides have been made in addressing HIV/AIDS in Nigeria, future challenges are formidable. Overall, the greatest challenge is the magnitude of the ever-expanding epidemic and related need for services, relative to the limited financial, institutional and human capacity available for the response. A related challenge is the expensive and labor-intensive chronic care burden of large and increasing numbers of AIDS patients receiving ARV treatment and care.   

UNAIDS 2010 Country Progress Report lists a number of additional challenges that need to be addressed to improve Nigeria’s HIV/AIDS response. These include:

· Weak political and financial commitment at state and LGA levels

· Inadequate coverage and quality of PMTCT: percentage of HIV infected infants born to HIV-infected mothers (vertical transmission) was 13.1% in 2009

· Inadequate utilization of primary health care centers for the delivery of ART services.

· Limited knowledge of the drivers of the epidemic and low risk perception among policymakers and the general population

· Inadequate supportive legislation for national and state level HIV/AIDS response

· Inadequate implementation of the National monitoring and evaluation (M&E) system and limited data use for program improvement; the focus has been mainly on intervention monitoring rather than impact evaluation

· Inadequate human capacity to effectively implement the  national response

· The continuing contribution of poverty and gender inequality to the spread of the epidemic. 

Addressing these challenges requires adequate funding, including stronger Nigerian political and financial commitment to reduce dependence on donor support and increase country ownership.  It also requires coordinated program implementation facilitated by efficient and effective administration across the three tiers of government. The SIDHAS project will continue and build upon GHAIN’s success in its emphasis on strengthening and integrating the delivery of quality services, while building institutional capacity and systems to enhance sustainability.

C. PROGRAM DESCRIPTION

Program Overview

The Program Objective for SIDHAS is:

Reduce the burden of HIV/AIDS in targeted areas of Nigeria through strengthened delivery of comprehensive HIV/AIDS services that are sustainable for the long-term.

By helping to reduce HIV/AIDS-related morbidity and mortality, the SIDHAS project will contribute to improved health and well being, quality of life, economic productivity and social cohesion among persons, families and communities affected and infected by HIV.  
The recipient will strengthen the provision of comprehensive and high quality HIV/AIDS services at selected sites, with particular emphasis on most at risk and underserved populations and communities.  SIDHAS will further deepen integration of HIV prevention, care, and treatment services and place additional emphasis on the delivery of services at the primary health care level.  Long-term sustainability is a key cross-cutting theme for the project.  SIDHAS will provide a smooth transition from GHAIN by maintaining existing patient loads and service delivery networks, while increasing the shift to a Nigerian-led sustainable response.  Activities under this award will be carried out in complete harmony with U.S. and GON policies, strategies and guidelines. 

Key Results in achieving the Program Objective include:

1- Continued and increased access to comprehensive HIV/AIDS treatment, care and related services through improved efficiencies in service delivery. 

As the growing number of HIV/AIDS patients strains the capacity of the secondary (hospital) system, it will be increasingly important for SIDHAS to help Nigeria move away from acute care services towards a chronic care model.  The recipient will provide for the continuity of quality comprehensive services with less emphasis on developing new treatment sites at the secondary- and tertiary-levels.  Rather, the recipient should focus on developing capacity at the local primary health care level and bringing services closer to patients/clients.  
The recipient should also aggressively seek cost-savings and efficiencies that can allow for additional patient enrollment and sustainability. As SIDHAS develops such strategies, enrollment of additional patients will be addressed in close consultation with the Nigerian government and PEPFAR/Nigeria, subject to availability of funds.  Any project expansion will likely focus on increasing the number of sites supported in regions or zones where there are already significant investments. Service delivery strategies to improve access will also need to take regional variations in demographics, epidemiology, and culture into consideration.  SIDHAS should reach out to marginalized populations such as commercial sex workers (CSW) and men who have sex with men (MSM), while continuing core interventions for the general population in higher prevalence states.  

2- Improved quality and integration of HIV/AIDS services. 

SIDHAS will develop and implement a high quality, cost-efficient package of integrated HIV services that are consistent with national guidelines and standards of care for provision of these services. To enhance acceptability and adherence, the recipient should adopt a patient and family-centered approach. Integration of services is essential to effectively link all program components in a functional network that provides consistent provision of the entire range of interrelated HIV prevention, care and treatment services. The program should strengthen multi-directional referral linkages, including linkages across different types of HIV/AIDS services and between facility-based and community-level services. Developing and maintaining functioning linkages and referral systems between caregivers at the community level is also essential for guaranteeing quality care. Integration of HIV services with other (non-HIV) health services will also improve efficiencies and access to services for those who may not seek out dedicated HIV services. Continuous Quality Improvement (CQI) should be implemented at all SIDHAS-assisted facilities to ensure that services meet standards of care, are appropriately integrated, and include appropriate referral linkages.  

Service delivery points must be staffed by appropriately trained staff at adequate levels to guarantee uninterrupted, quality service delivery. An explicit focus of the program is to build local capacity to deliver the comprehensive HIV/AIDS services described in the Program Description. SIDHAS will provide appropriate training to health care providers to help them carryout their assigned tasks. This training will focus on the technical competencies of HIV/AIDS service delivery such as treatment implementation and supply chain management, and cultural competencies to ensure treatment adherence and minimize the adverse effects of stigma. Adequate training is necessary not only to guarantee the highest quality of services possible, but also to empower health care providers at all levels of the Nigerian health system to take increased responsibility for the HIV/AIDS epidemic.  

3- Increased stewardship by Nigerian institutions for the provision of high quality comprehensive HIV/AIDS services.

Compared to many countries in Sub-Saharan Africa, Nigeria is a resource rich country. The GDP per capita is among the highest in the region, and significant oil resources will generate revenue for the GON for many years to come. Therefore, it is expected that the GON will assume significantly increased financial and management responsibility for HIV/AIDS service delivery in the future.  SIDHAS will build government capacity to sustain comprehensive HIV/AIDS services, including provision of quality ART services and a secure supply of ARVs and related commodities to health facilities. At the same time, the project will take concrete, measurable actions to increase the commitment of Nigerian human and financial resources to the HIV/AIDS response. To the extent feasible, SIDHAS will also leverage additional GON and other donor (e.g. the Global Fund) resources for future program expansion. Additionally, while the emphasis will remain on building a sustainable public sector response, SIDHAS will explore ways to productively involve Nigeria's large private health sector in innovative, cost effective initiatives, to complement its core efforts to strengthen HIV/AIDS services in the public sector. This may include investments in innovation and operations research to evaluate impact, improve service delivery and maximize outcomes.
Cross-Cutting Priorities: Several cross-cutting priorities are important for each technical area. Each of these cross-cutting priorities should be addressed within program implementation:

· Sustainability: All clinical and community-based services must be adequately supported by an enabling environment. The recipient is expected to provide a strategy for leveraging local resources and those of other donors, and to provide a plan for developing long-term sustainability that includes on-going handover of elements of the program throughout the life of the project. In addition, the recipient will be expected to contribute to a strengthened enabling environment by providing technical expertise and facilitating the development of related policy and guidelines, most especially the step down of National guidelines to the State and LGA levels. 

· Gender: Gender is a critical issue with implications for the quality and effectiveness of the services provided. Gender norms and roles can affect women’s and men’s ability to fully benefit from all aspects of HIV services. The recipient will be expected to develop implementation strategies that are sensitive to cultural and gender norms that may constrain uptake of HIV services, and to facilitate gender-equity in access to HIV services.  

· Effective linkages and referral systems between facility- and community/home-based services:  As it is extremely difficult to provide all HIV services at a single service delivery site, particular attention should be given to developing service networks with effective linkages and referrals between facility, community, and home-based care programs.  The program should include establishment of community level networks to provide access to basic clinical monitoring, HIV peer support and counseling to promote healthy living, prevention services to reduce the spread of HIV and stigma associated with testing, treatment and care, and access to necessary support services such as nutrition and psychosocial support.

Technical Program Areas

A fully integrated HIV Prevention, Care and Treatment Services program will provide services in the following technical program areas. All activities should focus on integration within and strengthening of the existing health care system and sustainability, ensuring the capacity for GON continuation of services at the completion of this agreement. All services must be provided in accordance with the goals of the GON and the PEPFAR II Strategy.

1. Antiretroviral Treatment (including provision of drugs and lab support): The program will maximize access to and quality of ART services under a sustainable framework that helps build local capacity to sustain individuals on lifelong ART. The ART component of the program represents the largest portion of the award. Technical areas of focus will include:  

a. Maximizing Access to ART:  The program will seamlessly assume care for existing ART patients, as well as maintain existing ART sites and referral networks with the transition of GHAIN activities to SIDHAS. Continued service delivery is expected to be provided at the secondary hospital level. The program will identify and implement programmatic efficiencies which will allow more patients to be enrolled and maintained on ART under the existing budgetary framework. The program will utilize the “hub and spoke” model, promoting community-based ART services to decentralize services to the PHC level in order to make treatment as accessible as possible. Strong referral linkages to federal medical centers at the tertiary (specialist) level must be maintained to support a complete continuum of prevention, treatment, and care. 
b. Maximizing Quality of ART services: The program will provide a quality package of services that ensures standards of care that are consistent with the Nigeria national guidelines on ART. These include integration of prevention (including prevention for positives) into care and treatment programs, promotion of adherence and provision of comprehensive clinical care throughout the continuum of illness, including HIV treatment, management of opportunistic infections, TB screening and treatment, access to appropriate laboratory services, and comprehensive HIV support services (as described in the Basic Care and Support Services section). The program will include continuous quality improvement (CQI) activities at secondary health facilities, with plans to integrate CQI programs into primary health facilities and community based services during the life of the project. Intensive training will be conducted for facility staff to build their capacity in quality service provision. Standard operating procedures (SOPs) for care and treatment services will be continually updated and strengthened to ensure continuous quality assurance/quality improvement (QA/QI). 

c. Patient Management and Monitoring System: The paper-based national patient management and monitoring (PMM) system will be implemented at all supported sites for both pre-ART and ART care. The program will provide regular reports (as outlined in the Monitoring & Evaluation section of this RFA), as well ensure the capacity to monitor patient outcomes at 6, 12, and 24 months of ART. The recipient is expected to make any Health Management Information Systems (HMIS) transitions or enhancements to ensure compliance with the GON National system. 
d. Laboratory Services: The program will ensure access to laboratory services for HIV/AIDS and related opportunistic infections consistent with national and international best practices. In conjunction with the USG and National Laboratory Technical Working Group, the program will support laboratories towards the attainment of WHO/AFRO and/or Medical Laboratory Science Council of Nigeria (MLSCN) accreditation.  The program will support strategies that strengthen laboratory services (through capacity building, technical assistance and supervision of lab services) and upgrade the infrastructure at treatment sites, as well as include a system of commodity inventory management. The program, in partnership with GON, will fully integrate PEFPAR-supported labs with non-PEPFAR supported labs which often exist within the same facility. Further, the program will continue to support strategies that strengthen and expand laboratory services and infrastructural upgrade at treatments sites at the primary health care level.
e. Drug logistics management:  It is expected that all pharmaceutical management be harmonized with and occur within the framework of GON systems and other USG implementing partners (i.e.; SCMS) to avoid duplicative activities.  The recipient will procure drugs and commodities using the USG pooled procurement in cases where needed drugs and commodities are not supplied by the GON or Global Fund.  The program will support capacity building and systems strengthening in the areas of stock monitoring, storage, and ordering in supported sites.  The program will harmonize drug logistic systems with the GON and will provide mentoring, technical assistance and training in forecasting, inventory management and reporting. 

2. Basic Care & Support: The program will provide non-ART clinical, psychological, social, spiritual, and preventive services to HIV-infected and affected persons. Services will be available in facility, community and home-based settings. Emphasis will be placed on promoting patient retention by providing quality, accessible services provided in culturally appropriate environments. Technical areas of focus will include:  

a. Early identification of HIV-infected persons:  The program will identify persons (adults and children) with early stages of HIV disease and will connect them to the comprehensive system of HIV/AIDS services.  

b. Psychological and spiritual support: Psychological support will include group and individual counseling, culturally appropriate end of life care, bereavement services and effective adherence education and counseling. Spiritual care includes counseling to address major life issues with the help of a spiritual leader. Social care assists individuals and family members in maintaining linkages to and use of social services, including community-based support groups, stigma reduction activities, training and support of caregivers, transportation support, economic empowerment, food support or legal assistance.
c. Nutrition: Dietary and nutritional assessment and counseling will be provided for PLHIV and their families at all care and treatment settings including health facilities, communities and home. Multi-micronutrient supplementation will be provided for all at risk PLHIV. Therapeutic feeding will be provided for malnourished clients and referral for food assistance and IGA will also be provided. 

d. Co-morbidities with other diseases: The program will be fully integrated with non-HIV services to improve efficiency and access. Integration with other services will include early identification, referral and management of tuberculosis, screening and treatment for cervical disease/cancer, and screening and treatment for mental health issues. The identification, clinical monitoring and management of opportunistic infections and their treatment and care using drugs like cyclophosphamide for all eligible clients will be a focus of the program. Additionally, the program will address environmentally based co-morbid diseases through malaria prevention efforts and by creating access to safe drinking water and improved hygiene.

e. Palliative care: Pain and symptom assessment and management remain important components of care and support. Palliative care services should be integrated into all HIV ART and clinical care sites and linked to appropriate community and HBC providers to assure appropriate follow-up within home and community settings.
3. Pediatric Care & Treatment: The treatment of HIV-infected infants and children, when delivered appropriately, ensures that those children born with HIV have the opportunity to remain healthy into adulthood. The program will provide comprehensive pediatric HIV care that includes prevention, early detection, and treatment through clinical and psychosocial support services. These services will be available to those with HIV/AIDS and their affected families. Technical areas of focus will include:

a. Scaling up early infant diagnosis (EID), including support for provider-initiated testing and counseling, prompt return of results to children and their designated caretakers, and links to appropriate care and treatment.

b. Implementation of updated pediatric treatment guidelines and recommendations, as appropriate.

c. Appropriate clinical staging and laboratory monitoring to guide pediatric care and treatment. 

d. Promoting a comprehensive package of pediatric HIV care and treatment, including antiretroviral treatment, treatment of malnutrition and life-threatening infections, and pain and symptom management, all within a family-centered context. 

e. Provision of psychosocial support for children and their families, including the promotion of adherence and timely disclosure. 

f. Provision of targeted prevention efforts and age-appropriate psychosocial support for HIV-infected adolescents, including building life-skills and intensive adherence support.

g. Developing and implementing strategies to decrease loss to follow-up through health facility- and community-based retention strategies.

h. Training, mentoring, and supervision of health care workers to provide high quality pediatric care and treatment services, including those components outlined above.

i. Strengthening of GON monitoring and evaluation systems, including data collection for central reporting and data feedback for site level quality improvement

j. Integration of quality HIV services into existing GON child and adolescent health programs, including linkages, referrals, and retention.

4. Preventing Mother to Child Transmission (PMTCT): Services for the prevention of the vertical transmission of HIV from mother to child yield benefits to mothers, their children, and their spouses. When implemented in an integrated manner, many of these services can be provided within existing general maternal, newborn and child health service platforms. Preventing mother to child transmission activities provided under this program must follow the revised national guidelines for PMTCT and infant feeding. The program will provide services to reduce vertical transmission from HIV positive mothers to their children. Key PMTCT related activities will include:

a. Increasing initial attendance rates and repeat antenatal care visits through community outreach programs, and if possible coordinating with community-based reproductive health workers

b. Increasing deliveries in facilities with skilled attendants 

c. Supporting provider-initiated testing and counseling, and return of results to all pregnant women 

d. Promoting an enabling environment for increased male involvement through the promotion of provider-initiated counseling and testing for expectant couples attending ante-natal services to improve disclosure among couples 

e. Identification of HAART-eligible HIV-infected pregnant and breastfeeding women, including routine use of CD4 testing 

f. Providing and increasing adherence to long-course AZT or HAART as eligible under national guidelines for HIV-infected pregnant and breastfeeding women 

g. Support for Government of Nigeria 2010 PMTCT guidelines including provision of prophylaxis during the breastfeeding period

h. Providing antiretroviral prophylaxis and essential medical care, including early infant diagnosis and cotrimoxazole prophylaxis, to HIV-exposed infants 

i. Supporting appropriate feeding of HIV-exposed and -infected infants, including training of health care workers and other activities in support of revised national infant feeding guidelines

j. Incorporating a holistic approach to work with pregnant women that incorporates PMTCT within the context of a safe and healthy pregnancy, delivery and postpartum care, including family planning and partner testing

k. Increasing male partner involvement in PMTCT programs

l. Ensuring appropriate mother baby pair follow up and tracking and linkage (especially community linkages) to care and treatment services for the mother, baby and family, including HIV testing of the other children of women found to be HIV positive in PMTCT programs 

m. Training and ongoing mentoring and supervision for health care workers to provide high quality PMTCT services

n. Strengthening of the M&E system including both data collection for central reporting and feedback of data for utilization and quality improvement at the site level

5. Sexual Prevention: Sexual prevention activities supported by SIDHAS will seek to integrate prevention systematically across the various HIV service delivery platforms that the project supports.  Recognizing that many PLHIV remain sexually active, engage in unprotected sex, and do not disclose their sero-status to their spouses and partners, SIDHAS will emphasize, but not be limited to, “positive prevention,” i.e., prevention for people living with HIV (PLHIV), including identification of and prevention for discordant partners.  

Prevention should be a seamless part of counseling within the different HIV service delivery platforms, and such counseling should not require dedicated sexual prevention funds. However, a key role for SIDHAS will be to support more systematic integration of sexual prevention activities as standard of care within these different platforms. SIDHAS should also ensure that community and clinic programs have strong linkages and shared prevention messages and materials for consistency. Sexual prevention funds will support technical assistance needed to develop a standardized prevention package tailored to each service delivery setting, train health providers in provision of the package, and develop guidelines, standardized materials, and job aids to support these efforts. SIDHAS will also support monitoring and quality assurance for implementation of the positive prevention package.  

Since HIV treatment represents the single largest component of the SIDHAS project, a high priority will be to integrate positive prevention at all project ART sites. SIDHAS will also prioritize integration of prevention into care and support activities in both facility and community-based settings. Special emphasis will be given to PLHIV who are not yet enrolled in ART, since these individuals often have high viral loads which increase risk of transmission. Integration of prevention into home–based care programs can also reach family members with prevention messages and test partners and children in the home setting. Additionally, SIDHAS will strengthen prevention for both HIV-positive and HIV-negative pregnant women attending PMTCT services, through aggressive promotion of partner testing and intensive couples counseling.  Similarly, post-test counseling at HTC sites should include robust, individually-tailored risk reduction counseling for both HIV-positive and HIV-negative CT clients, as well as referral to services that can reinforce prevention messages on an ongoing basis.

SIDHAS should support a standardized and evidence-based positive prevention package tailored to each service delivery setting.  This package should include: 

a. Counseling PLHIV, at every contact with the health system, on how to reduce transmission risk by abstaining, reducing partners and consistently using condoms

b. Encouraging disclosure of HIV status to all spouses/sex partners (including the offer of provider-assisted disclosure); promoting testing of spouses/partners (as well as children/families) to identify discordant couples

c. Provision of ongoing counseling for discordant couples on prevention practices to help negative partners stay negative 

d. Ensuring adequate condom supplies in all clinics, along with distribution of condoms and demonstrations of correct use  

e. Assessment/screening for alcohol/substance use; counseling on reducing alcohol/substance use that contributes to high risk behaviors and poor adherence  

f. Periodic assessment/screening of HIV patients for STIs, and STI treatment and promotion of partner testing/treatment to avoid re-infection

g. Discussion of family planning options with HIV-positive women who want to avoid pregnancy, and provision/referral for contraceptive services; counseling on safer conception and referral to PMTCT for women desiring pregnancy

h. Patient education on the continuing risks of HIV transmission even during ART; counseling on strategies to improve adherence, which in turn can improve treatment outcomes as well as prevent onward transmission.  

i. Establishment of PLHIV support groups for ongoing reinforcement of positive prevention in addition to more general psycho-social support.

j. Possible task-shifting to lay counselors, potentially including PLHIV, to meet the need for more in-depth counseling.

6. Counseling and testing: The program will support and enhance existing comprehensive and epidemic-appropriate mix of approaches to HIV testing and counseling (HTC) that encompass a range of models. The program will focus on the following areas: 

a. Provider-Initiated Testing and Counseling (PITC): Provider Initiated Testing and Counseling needs to continue to be emphasized and access ensured in a range of clinical settings where HIV-positive persons are likely to be identified, including antenatal care settings, TB clinics, STI clinics, family planning settings, hospital wards and out-patient clinics. Activities should address PITC quality of both testing and counseling. Effective linkages to services for those found positive must be ensured. 

b. Community-based counseling and testing: In addition to traditional voluntary counseling and testing, program activities will focus on two effective modes of community based counseling and testing for reaching most at risk populations and populations of high prevalence with limited access to HTC services. 
i. Mobile and other outreach HTC programs have been effective at reaching most at risk populations that include CSWs (and their clients), MSM and long-distance truck drivers. Additionally, for the general population this includes extension of these mobile services to churches, mosques, and markets, and targeting youth, women’s and men’s groups, and military personnel. Continuing support and training for existing and new mobile outreach programs for HTC will likely identify HIV-positive individuals for care, treatment and prevention, and with linkages to MC services, offer effective prevention interventions for HIV-negative men. 

ii. Home-based HTC introduces quality HTC in regions of high prevalence using a door-to-door or an index-patient model. This approach identifies HIV-positive individuals who are not otherwise accessing HTC in health care settings or otherwise.  Family and couples HTC may be integrated as well. 

iii. Traditional VCT activities should continue to support existing traditional VCT centers to ensure quality of both testing and counseling, and effective referrals and follow-up. 

c. Couples’ Counseling and Testing: Couples HTC that includes partner disclosure is effective at identifying sero-discordancy for focused prevention, transmission reduction, and risk reduction. Activities will support training and integration of couples HTC into all modes of HTC, including, but not limited to, PITC in ante-natal care settings and HBHTC interventions. 
d. Quality Improvement / Quality Assurance: HTC should be undertaken in accordance with international and national guidelines. Activities to ensure quality of HTC services will focus on: 
i. Working with GON to support post-marketing surveillance activities of rapid HIV test kits

ii. Ensure adequate training for both pre- and in-service personnel on rapid testing and counseling. 

iii. Laboratory support to ensure QA of rapid testing, including the use of standardized logbooks and proficiency panels, as well as involvement in training and supervision

iv. Support and ensure quality assurance in counseling that includes for example accurate risk assessments, effective prevention messaging, maintenance of consent and confidentiality, youth-friendly approaches, etc. 

v. Promotion of national accreditation of HTC sites utilizing the existing country program (with the “heart-to-heart” logo)

vi. Possible piloting of draft WHO Framework on Quality Improvement in HTC
vii. Also see: Training below

e. Ensuring referrals and linkages: HTC is a key entry point for a continuum of treatment, care and prevention services for those found to be HIV-positive or sero-discordant; ensuring linkages to these services from HTC interventions is critical.  Activities should build on the existing referral system, identifying problem populations or settings among whom or where completed referral rates are low and examining ways of optimizing the uptake of services post-testing. 

f. Training: In both provider-initiated and community-based settings, the use of rapid tests and testing algorithms needs to be supported through training and refresher courses that builds capacity among end-users such as lay counselors, nurses and technicians. This should be undertaken in partnership with the national laboratory and/or GONMOH. Training elements will include ongoing in-service and pre-service training, courses on couples HTC and home-based HTC, and WHO retesting guidelines. 

7. TB/HIV: Integrated TB/HIV activities will reduce TB/HIV associated morbidity and mortality by encouraging effective collaboration between TB and HIV programs, strengthening human and institutional capacity, and increasing community participation in TB/HIV activities. The recipient will implement these activities in close collaboration with the National Tuberculosis and Leprosy Control Program (NTBLCP), WHO and other partners to ensure that TB patients have access to HIV diagnosis and care services, and that HIV patients, whether on ART or not, have access to TB care, treatment and services. Strategies will include implementation of joint TB/HIV activities (including supervision) in-line with national policies and guidelines, involving PLHIV and TB patients and communities in TB/HIV program planning and implementation, and putting proper mechanisms in place to prevent cross infection or re-infection of TB in health facilities. Other areas of technical focus will include:

a. Strengthened TB Control: The recipient will support TB case finding and notification among, although not limited to, HIV positive populations through the provision of technical assistance to the NTLCP for the implementation of core elements of the STOP TB strategy. 

b. Laboratory upgrade and renovation : The program will provide technical assistance to strengthen laboratory diagnosis for TB, renovate and procure laboratory equipment and reagents for TB programming as informed by joint assessments with government and facility staff. 

c. Diagnosis, Treatment and Counselling: In addition to TB/HIV activities, the recipient will provide support to the expansion of TB DOTS, TB diagnosis among HIV positive persons, community TB care activities and advocacy sensitization and mobilization for TB control.  Community TB care activities will include provision of technical assistance to the national TB control program and support to the implementation of TB control activities, particularly in the area of early case detection and treatment through community mobilization and TB DOTS expansion to ensure equitable access to quality TB diagnosis and treatment for all patients.

d. Public Private Mix: The recipient will  provide support to the NTBLCP to strengthen the involvement of public, non-governmental and private providers in TB and TBHIV control using the principles outlined in the International Standards of TB Care 

e. MDR TB:  The recipient will strengthen MDR TB diagnosis, surveillance and treatment and provide TA to the NTBLCP for the establishment and scale  up of community MDR TB program

8. Medical Transmission Prevention: PEPFAR injection safety programs encompass safe medical injections, phlebotomies and related medical procedures, universal precautions, as well as related waste management and health worker safety activities, notably post-exposure prophylaxis. The program will continue on  initial successes of PEPFAR programs by ensuring injection safety in care and treatment, PMTCT, blood safety, laboratories, testing and counseling, and male circumcision programs. The program will include:  

a. Human and institutional capacity building: The program will support other USG partner-supported sites, targeting health workers, storekeepers and waste handlers, ensure updated injection safety-related pre-service and in-service curricula and trainings, and incorporate injection safety in job aids, supervision, and information systems.

b. Behavior change communication and advocacy: The program will develop behavior change communication for healthcare personnel to promote safe injection practices and for communities to reduce unnecessary injections, and will support evidence-based policies, strategies and guidelines.

c. Supply chain management: The program will ensure the security of equipment and supplies, such as safety syringes and safety boxes, safe phlebotomy supplies, goggles, and gloves. The program will promote local production of IS commodities, and will strengthen the logistics management information system for USG-supported sites and GON partners to avoid stock outs

d. Healthcare waste management: The program will ensure the implementation of the healthcare waste management (HCWM) policy, plan and guidelines at all levels of government. The program will identify practical, affordable and effective means of handling and disposing of healthcare waste, especially sharps waste. The program will identify incinerator or alternative technology for appropriate disposal options in accordance with WHO standards, and will support repairs and maintenance incinerators or appropriate alternatives.

9. Orphans and Vulnerable Children: Orphans and Vulnerable Children: The recipient will provide services focused on community based interventions to orphans and other vulnerable children and families affected by HIV/AIDS who are currently receiving dedicated services under GHAIN.  The emphasis will be to strengthening communities' abilities to meet the needs of OVC, supporting community-based responses, helping children and adolescents to meet their own needs, and creating a supportive social policy environment. Training for caregivers, increasing access to education, economic support, targeted food and nutritional support, and institutional responses will be provided. 
Over the course of the award, the recipient will transition these beneficiaries into other programs engaged in the OVC response.  Components of the essential package of services to OVC under GHAIN (education, health care, vocational skills training, food/nutritional counseling, household economic strengthening, psychosocial support and legal services) must be continuously available during the transition, and services should be provided through linkages to appropriate and qualified service providers.

Strong community linkages are important for providing comprehensive and integrated OVC services.  Components of the essential package of services to OVC (education, health care, vocational skills training, food/nutritional counseling, household economic strengthening, psychosocial support and legal services) will be provided directly or through linkages to other appropriate and qualified service providers. Applicants should utilize community based implementing agencies (including FBOs and PLWHA support groups) that will have the capacity to successfully provide services without the recipients’ support in the future.
10. Health Systems Strengthening: Health systems strengthening is essential for integrated service delivery and plays a significant role in each of the previously mentioned service areas. Weak health systems fail patients as they are unable to efficiently utilize resources and deliver high quality, consistent services. Intensive training will be conducted for facility staff to build their capacity in quality service provision. Standard operating procedures (SOPs) for care and treatment services will be continually updated and strengthened. Specific areas of focus of the program will include: 

a. Staff and policy strengthening: The program will create a positive policy environment which addresses constraints to program achievement such as stigma and the low status of women. The program will promote the adoption of supportive administrative rules and procedures required for efficient and effective operations with the public health sector. Staff training and mentoring programs will ensure adequate availability of trained staff to effectively carry out the program. The adoption of systems of evidence-based research, strategic information and quality information/quality assurance (QI/QA) will better inform ongoing program planning and evaluation. 

b. Infrastructure and facilities: The program will provide adequate financial and human resources needed to manage the national program. Facilities and systems will be upgraded under this agreement, and will include laboratory, pharmacy, logistic management, clinical services and medical records facilities as required Upgrades will be done using local contractors and will include a plan that ensures on-going maintenance is sustainable.

c. Healthcare system linkages: The program will develop and strengthen referral systems through expansion and consolidation of vertical linkages throughout the health care system to guarantee continuity of care, as well as horizontal linkages with other related health programs and with community based organizations to ensure needed community support and assistance to aid with recruitment, care and support of HIV and AIDS patients. 

D. Management, Staffing and Institutional Capacity

The program will have adequate managerial and institutional capacity needed to produce the results outlined in the program description. This must include the ability to adjust to unforeseeable changes in-country. Adequate management and administrative structures will include policies and practices for overall implementation of the program in personnel, financial, and logistical support. 

As one agency operating alone may not have all the skills and expertise needed to manage such a large-scale program, the program will consider partnerships and sub-agreements with other, preferably Nigerian, organizations, to provide additional technical and other inputs and should clearly define their roles in their applications. The program should maximize the role of Nigerian organizations and promote eventual Nigerian ownership of program activities.

During the transition from GHAIN, the program must ensure that the risk of breeches in service provision, most especially for clients receiving treatment, care, and OVC services, is minimized. The overall organizational design should respond to the realities of managing a program of this large scale and scope, which will require a decentralized management structure that gives both the central office and field (Zonal or State) offices a high level of decision-making and implementation authority. Applicants should propose a management structure that both reflects this contextual reality as well as organizational leadership, accountability, and high-quality, patient-centered programming.

Coordination, collaboration and harmonization of program activities with other key actors is critical. The program will coordinate project activities with other USAID cooperating agencies, USG programs and Nigerian agencies and organizations. As one of the largest projects comprising the combined inter-agency PEPFAR effort in Nigeria, SIDHAS must collaborate and work closely in planning and implementing activities with other USAID, State, CDC and DOD grantees also carrying out PEPFAR-supported programs. The program will also establish and develop close working relations with Nigerian agencies such as NACA and FMOH at federal, state and local levels, as well as other donor-funded programs and indigenous and local partners including FBOs, CBOs, and NGOs. It will be very important to the smooth implementation and overall success of the program to ensure that excellent working relations are established with the host country counterparts at the State and LGA levels to ensure local accountability and sustainability.

USAID/Nigeria encourages implementing partners to strengthen the skills and competencies of local Nigerian staff and to place them in senior management positions for which they may be qualified. Therefore, the program will develop human capacity, within the direct staffing structure and as an element of health systems strengthening. USAID also expects that the implementing partner will have a progressive HIV/AIDS workplace policy. 

E. Planning, Monitoring and Evaluation, Reporting

A Monitoring and Evaluation (M&E) Plan will be included with the application. The plan will include a proposed methodology for establishing baseline conditions and measuring each of the performance indicators, recommends performance indicators, proposes targets for performance indicators, and provides for external mid-term and final evaluations. The plan should show how M&E activities, lessons learned, and successful practices will be used as management tools As this award will provide follow-on services from the GHAIN program, a successful application must ensure a smooth and cost-effective transition to the new program. 
Additional documents will be required if the award is granted. These documents include the following:

Transition Plan
A detailed transition plan must describe how the awardee will provide continuous services to current beneficiaries, in particular those currently receiving ART services. The transition plan should describe the recipient’s approach to:

· The maintenance of existing patients, sites, policy guidelines and standard operating procedures, data collection and monitoring and evaluation systems, and supply and referral networks.

· The use of materials that are currently being used in order to avoid duplication and unnecessary costs.  This includes, but is not limited to, training materials, Information Education and Communication (IEC) materials, and record keeping and monitoring materials. This is especially applicable to materials that have been pre-tested and approved by the GON for stepped down use at state and local facilities. 

· The maintenance, improvement, and expansion of the current hub-and-spoke service delivery model to maximize current successes by utilizing the network model to ensure that high-quality standardized service are provided across the range of USG supported interventions.

· The extent to which well-performing sub-contractors and sub-grantees currently in-country will continue to be utilized to provide specialized services such as data management, drug procurement, laboratory quality assurance, and community-based care.

· How the recipient will cooperatively and collaboratively engage the current group of USG implementing partners working with PEPFAR assistance to provide joint training for special services such as ART provision and laboratory services, with emphasis on the local NGOs and FBOs currently receiving grants to provide care directly to beneficiaries. 

· How it will ensure provision of high-quality, situationally appropriate HIV comprehensive care which includes HIV diagnosis and ART, TB diagnosis and treatment in HIV positive patients, and the provision of facility-and community-based PMTCT services within public and NGO facilities. This should include demonstrating an understanding of current programmatic approaches and state-of-the-art interventions and how the proposed activity will build upon successful experience and best practice models in Nigeria and in other PEPFAR countries. USAID and PEPFAR/Nigeria expect programs to maximize operational efficiencies to support the understanding that long-term sustainability can only be achieved through cost-effective modalities.

Start-up Plan: Applicants are encouraged to propose comprehensive and innovative implementation approaches to reach the desired results. The illustrative implementation plan should include information on critical activities and benchmarks leading to achieving results, a timeline as well as a description of resources required for carrying out project activities.  The proposed implementation plan should cover the life of project and include a more detailed first-year annual work plan. Although a separate strategy for long term sustainability is required, the goal of long term sustainability should be explicitly included as part of the implementation plan and its benchmarks and deliverables. The following is illustrative of key program benchmarks and deliverables that should be included in the implementation plan:

Within 30 days: 

· A comprehensive work plan for first year activities, broken down by program areas and guided by the COP 10 submission, submitted to USAID/Nigeria.

· Procurement plan for services equipment submitted to USAID, including proposed contractual mechanisms and verification of authority to execute agreements. 

Within 60 days: 

· All sub-agreements and staff contracts signed. 

· Central, zonal, and state offices and staff established. 

· Performance Monitoring Plan (PMP) submitted to USAID/N. 

· Proposed monthly, quarterly, and semi-annual reporting frameworks submitted to USAID/N. 

· Drug and commodity orders for the coming year placed. 

· Scale up plans within existing budget developed. 

Within 120 days: 

· Proposed strategy for long term sustainability and leveraging submitted to USAID/N. 

Annual Work Plans:  Prior to the end of that three-month period, and annually thereafter, the partner will submit an annual work plan, and a detailed budget estimate associated with that plan, for USAID approval. This work plan will identify the activities to be carried out and results to be achieved in the coming year, the associated level of effort, and funding sources to be used for that work. It will also describe how the program plans to work with other USG-funded projects in-country as well as with other donors and in-country partners. The time-frame for annual work plans will be synchronized with the USG fiscal year and PEPFAR planning and reporting cycle, October 1 to September 30. In the first and last years of the program, the partner will develop a partial year workplan that is still synchronized with the PEPFAR planning and reporting time-frame, but also reflects the start and end dates of the program. 

Performance Monitoring Plan: In addition, prior to the end of the first three-month mobilization period, the partner will submit for USAID approval a performance monitoring plan (PMP) covering the life-of-the program, which includes specific, detailed plans to document, monitor and evaluate program performance. The PMP will establish specific, quantifiable performance indicators and targets for the overall objectives included in the original proposal and activities in annual work plans; describe the establishment of monitoring systems to measure project progress against overall objectives; and present a plan for data collection and measurement of overall program outcomes and results, including collection of baseline data, and for the use of data collected by the program to improve program planning and performance.  

The connections between activities and outcomes and impacts should be explicitly identified in the life-of-program PMP.  

The PMP should demonstrate understanding of PEPFAR indicators and reporting requirements, including how data will be collected, verified and reported to document program progress. Data quality is a critical component of PEPFAR, and applicants must develop systems to ensure data quality and be prepared for data quality audits.  

Reporting: Implementing partners must report on the required indicators relevant to each technical program area, as laid out by the Office of the Global AIDS Coordinator (OGAC). These indicators are discussed in the document “PEPFAR Next Generation Indicators Reference Guidance,” dated August 2009, available at http://www.pepfar.gov/guidance/c21628.htm. The global indicators should however be considered a minimum reporting requirement. The PMP should specify more comprehensive and complementary indicators that better capture program outputs and outcomes specific to this program.  
The recipient will submit electronic and two hard copies of the following reports to USAID. Reports shall be in English. An electric and hard copy will be sent to both AOTR and the Agreement Officer.
Monthly Indicators Reports: The recipient will provide monthly reports of performance against targets for all indicators required by the PEPFAR guidance referenced above and those agreed to in the PMP. If there are significant deviations-either above or below monthly targets-the recipient will provide a short narrative with the report describing the situation and detailing any remedial action that may be required. 

Quarterly Progress Reports: The recipient must prepare and submit to the USAID/Nigeria AOTR a quarterly report within 30 days after the end of the recipient’s first full quarter, and quarterly thereafter.  These reports will be used by USAID/Nigeria to fulfill electronic reporting requirements to Washington; therefore, they need to conform to certain requirements. The report must contain, at a minimum:

- Progress (activities completed, benchmarks achieved, performance standards completed) since the last report by country and program area

-   Problems encountered and whether they were resolved or are still outstanding

-   Proposed solutions to new or ongoing problems

-   Success stories with at least two photos

-   Documentation of best practices that can be taken to scale

-   List of upcoming events with dates.

Semi-Annual and Annual Reports: The recipient must prepare and submit to the USAID/Nigeria AOTR a semi-annual report within 30 days after the end of the recipient’s first full six months. The time-frame will be synchronized with the USG fiscal year and PEPFAR planning and reporting cycle. Semi-annual reports should cover the period October 1 to March 31. Annual program reports should cover the period October 1 to September 30.  These reports will be used by USAID/Nigeria to fulfill electronic reporting requirements to Washington; therefore, they need to conform to certain requirements.  The report must contain, at a minimum:

· Progress (activities completed, benchmarks achieved, performance standards completed) since the last report by country and program area 

· Problems encountered and whether they were resolved or are still outstanding 

· Proposed solutions to new or ongoing problems 

· Success stories with at least two photos 

· Documentation of best practices that can be taken to scale 

· List of upcoming events with dates 

Annual COP submissions: Although the annual COP submission is not a report per se, it is an important deliverable that will be expected of the recipient on a yearly basis to help the Mission with program planning and preparation of a budget request to O/GAC. 

Implementing partners must provide periodic updates on program status through regular face-to-face meetings with the program Assistance Officers’ Technical Representative (AOTR) on a schedule to be agreed upon by the Program Director and the AOTR. 

Final Report: At the end of the Agreement, the Recipient must prepare a completion report and end-of program presentation which highlight accomplishments against work plans, gives the final status of the benchmarks and results, addresses lessons learned during implementation and suggests ways to resolve constraints identified. The report must provide recommendations for follow-on work that might complement the completed work and details of close out and transition plans. 

Quarterly Financial Reports: The Recipient must submit quarterly financial reports to USAID within 30 calendar days following the end of each quarter. They must be disaggregated at the program area and contain, at a minimum: 

· Total agreement budget 

· Total funds awarded to date by USAID into the agreement (Total funds obligated to date) 

· Total funds previously reported as expended by Recipient by main line items 

· Total funds expended in the current quarter by the Recipient by main line items 

· Total funds expended (actual plus estimated accrued) towards the end of the report period 

· Total unliquidated obligations by main line items 

· Unobligated balance of USAID funds 

· Estimated expenditures for remainder of year 

· Estimated monthly burn rate 
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