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USAID/Jamaica-Caribbean (J-CAR) Annual Program Statement
Improving HIV/AIDS Training & Service Delivery in the Caribbean
APS Number 532-04-003

USAID/J-CAR

ANNUAL PROGRAM STATEMENT

Improving HIV/AIDS Training & Service Delivery in the Caribbean
I. PURPOSE
The United States Agency for International Development Caribbean Regional Program (USAID/ CRP) on HIV/AIDS is seeking applications (concept papers) from non-governmental organizations and other legal entities to implement activities in support of the program’s Strategic Objective to enhance the regional response to the Caribbean HIV/AIDS epidemic.  The overall purpose of this Annual Program Statement (APS), which will run from October 2004 to September 2009, is to increase availability of and access to quality HIV/AIDS care and treatment services in the Caribbean; a key component of the program is HIV specialty training of service providers by further strengthening and expanding the Caribbean HIV/AIDS Regional Training Initiative (CHART).  
The Caribbean Regional Program covers both regional needs as well as provides focused technical assistance to those sovereign nations that do NOT have a bilateral USAID Mission - namely Trinidad & Tobago, Suriname, St. Kitts & Nevis, St. Lucia, St. Vincent & the Grenadines, Grenada, Antigua and Barbuda, Dominica, and Barbados - as outlined in the USAID CRP proposed 2005-2009 HIV/AIDS Strategy.  (Note: These nine countries are referred to in the following program description as “target countries.”) The work will be a follow-on to and expansion of efforts already underway (described in more detail in this APS) primarily in the areas of training health care providers and provision of HIV/AIDS clinical care services. 
Two cornerstones of the recently released U.S. Five-Year Global HIV/AIDS Strategy developed under the US President’s Emergency Plan for AIDS Relief are:



“(1) rapidly expanding services by building on existing successful program… and
(2) identifying new partners and building capacity for sustainable, effective, and 

widespread HIV/AIDS responses.”

Although the Caribbean Regional Program is not included in the 15 focus countries in the President’s Initiative (in the Caribbean, only Haiti and Guyana are focus countries), the USAID Caribbean Regional Program endorses the goals of the President’s Initiative. Results achieved will contribute to regionally addressing HIV/AIDS in the Caribbean as well as support the President’s global efforts.    
The President’s Initiative specifically states, “the immediate need for greater numbers of trained health workers to manage antiretroviral (ARV) treatment will be met by rapidly expanding the training of existing health workers and supplementing their capacity with foreign volunteer health professionals. At this stage, technical assistance and in-service training will be the primary vehicles for building the skills of current health workers, including physicians, nurses, community health workers, pharmacists, and laboratory technicians. Training will focus on building health workers skills to improve antiretroviral treatment (ART) case management for both adults and children, including administering drugs, monitoring patients for side effects and treatment failure, and promoting treatment adherence.”  
This APS solicitation is intended to procure an implementing partner or partners to support efforts to address the training and service delivery needs in the Caribbean over a maximum of a five-year period starting anytime after October 1, 2004, through September 30, 2009.  Awards will range in size from $100,000 to $1.2 million annually (subject to the availability of funds) for up to five years. U.S. and non-U.S. non-governmental organizations (NGOs), non-profit and/or for-profit, are eligible to submit applications.  A minimum of a 25% match by the commercial and/or non-governmental, non-profit sector is required.  Because success in the global fight against AIDS is dependent upon efforts from all sectors of society, preference will be given to those applicants who have private-sector commitments.  Results to be achieved are increased number of services delivered by HIV specialty trained health care providers, and the transfer of training capacity to indigenous institutions and trainers throughout the region, with particular focus on the nine target countries. 
This APS is issued under the authority of the Foreign Assistance Act of 1961, as amended.   USAID anticipates one or more award (grant or cooperative agreement) resulting from this Annual Program Statement, and reserves the right to fund one or more or none of the applications submitted. Awards to U.S. organizations will be in accordance with 22 CFR 226, Mandatory Standard Provisions for U.S. Non-governmental Recipients, and the applicable additional Standard Provisions for U.S. Non-governmental Recipients. Awards to non-U.S. organizations will be administered in accordance with the USAID Standard Provisions for Non-U.S. Non-governmental Grantee/Recipients.  The mandatory and other applicable standard provisions are available on the USAID internet site: (http://www.usaid.gov/pubs/ads). 

Concept papers received by June 18, 2004 will be evaluated by a USAID CRP technical review committee, comprised of USAID, other US Government Agency representatives, and local Caribbean professionals.  Based on a favorable review, one or more applicants will be asked to submit a more detailed program description and budget.  As part of the program description, applicants will be requested to develop concrete, results-oriented, time-linked indicators that demonstrate the program’s impact on the quality and quantity of HIV/AIDS care and treatment services in the Caribbean, and to demonstrate that maximum effort has been made to leverage the U.S. Government funds to secure a substantive commitment from the commercial or other sectors to assist in program implementation.
II. BACKGROUND:  THE CARIBBEAN CONTEXT
A.  Overview of the Region
The Caribbean region is comprised of more then 30 countries, both sovereign and dependent, in which four major languages are spoken, and is characterized by a wide range of cultural practices and inter-regional mobility and inter-dependence.  Though many North Americans associate the region with white sandy beaches and leisure time, the region represents a complex montage of people, languages, customs, and stages of development that belies any uniform categorization.  Most of the countries in the region, however, have deeply-rooted democratic institutions with freely contested elections and uninhibited expression of views.  Varying forms of regional integration have occurred. The Caribbean Community (CARICOM), the most prominent Caribbean regional organization, operates by consensus of the Heads of Government of the twenty-one member countries.  Current emphasis is on establishing a single economy (commonly referred to as the Caribbean Single Market and Economy (CSME)) with no near term prospect of political union. The small but relatively evenly matched members of the Organization of Eastern Caribbean States (OECS) consists of nine member states (six sovereign, three dependent territories), and have made the most progress towards integration.  They have established a successful monetary union, an eastern Caribbean Supreme Court and several joint diplomatic missions. The Anglophone and non-Anglophone speaking countries are also divided by culture, language, and geography, hence ‘regional’ programs tend to reflect those divisions as well.
Despite the political and cultural diversity and divided geography, central to Caribbean life is the interdependence and migration among countries within the region and to and from the United States, Canada and Europe.  Economic disparity, tourism, and employment-seeking are the primary drivers of mobility and migration.  Mobility is expected to increase with the anticipated launching of the CSME (Caribbean Single Market & Economy) in 2005, which will allow Caribbean professionals to more easily live and work in most Caribbean countries because of reduced restrictions on establishing residency and employment.    

B.   HIV/AIDS in the Region
In November 2003, the Caribbean Epidemiology Center (CAREC), with assistance from the Centers for Disease Control (CDC), estimated that there are 109,395 people living with HIV/AIDS in the 21 CAREC Member Countries, 39,348 of whom are women, 69,493 men, and 554 children.  
The geopolitical distribution is 91.3 percent in the seven most populated CAREC member countries (the Bahamas, Barbados, Belize, Guyana, Jamaica, Suriname, and Trinidad & Tobago), 4.4 percent in the (French, British, & Dutch) Territories, and 4.3 percent in the eastern Caribbean states. If Haiti and the Dominican Republic are added, this number swells to around 400,000.  Because of the lack of current data, these numbers are estimates (other than Haiti and DR) based on the most recent HIV/AIDS statistics that are available in relation to the population in each country.  
Accurate and up-to-date data at an individual country level is minimal. There is a common belief among experts in the region that HIV and AIDS cases are probably vastly under-reported due to the profound stigma and discrimination of HIV/AIDS that permeates the region as well as a perceived or real lack of privacy and confidentiality in a small nation setting.  Data available indicate that rates vary widely from country to country. In Trinidad and Tobago, for instance, about 1.2% of the population is infected, whereas in Turks and Caicos the rate is reported at about 5%.  The overall rate in the region is often quoted at about 2% (rates range between 2 and 2.4% depending upon data source), which in terms of world-wide regional rates, is second only to sub-Saharan Africa (see graph below).  If Haiti is factored out of this figure, the number may drop, but because of the lack of data, a truly accurate picture is problematic and politically sensitive, in that assistance funds are heavily tied to prevalence rates, while at the same time this tourist-dependent region does not want to be associated with a deadly disease.

[image: image1.png]Estimated Regional HIV Prevalence Trends

" [ prevatence in 2002 (Percent) sub-Saharan
sub-Saharan Africa - 88 1995 Estimate | Africa
Caribbean - 24 0
s South & SE Asia - 0.6 I t
Latin America - 0.6 !
E Europe & Central Asia - 0.5 ]
gL Westerncountries-04 I B
N Afrioa & Middle East 0.3 !
East Asia & Pacifio -0.1
A5 Asia & Paoific - 0.3 J
2

Percent positive

Percent positive

10









 Source: James Chin, MD, MP, University of California, mid-2003
Transmission in reported HIV/AIDS cases is largely classified as heterosexual (65 percent).  Routine surveillance systems to track HIV among most-at-risk populations do not exist for the majority of the Caribbean countries.  Nevertheless, the following information from the Caribbean Epidemiology Center’s 2003 Annual Report provides estimates on key HIV transmission routes: homosexual/bisexual (11 percent), mother to child transmission (6 percent), intravenous drug use (1.5 percent), blood and blood products (0.3 percent), and unknown (16 percent). 
The unknown category of 16 percent is comprised largely of men, suggesting that there is a large hidden cohort of men having sex with men (MSM) but who are unwilling to divulge such because they may be married or heterosexually identified and fear the resultant stigma and discrimination upon disclosure.
A number of regional characteristics influence the course the epidemic will take in the region.  The Caribbean region is overwhelmingly a conservative Christian culture with strong social and religious taboos, which results in religious leaders and groups presenting obstacles to effectively addressing HIV issues in the region.  The most striking barrier is their unified stance against decriminalizing homosexual behavior, which in turn contributes to homophobia and stigma, and hampers appropriate discussions on HIV/AIDS.   
The highly conservative culture prevents the incorporation of sex education into school curricula and few large multi-media campaign messages explicitly share specific risk reduction information (i.e. condom use).  Nevertheless, despite this “conservative religious umbrella”, a highly sexual culture exists, which contributes to early initiation of sex (including the “sugar daddy” phenomenon of older men having sex with younger girls in exchange for school fees, Nikes, etc.), casual sex , and multiple sex partners.   
As elsewhere, though perhaps even more, HIV/AIDS is highly stigmatized throughout the Caribbean region. Moreover, there is a perceived and/or real lack of privacy and confidentiality in these small nations. Both of these factors serve as disincentives to getting tested or seeking care. People often disassociate themselves from family members who are HIV positive out of fear of the disease, fear of being associated with the stigma related to the disease, and unwillingness to provide care.  People report loss of jobs after disclosing their HIV positive status, and people living with HIV/AIDS (PLWHA) have also reported being turned away from hospital rooms, and not being touched or examined when hospitalized.  The majority of PLWHA are unwilling to disclose their status, because of their fear of discrimination and consequently fail to access available information and services until the disease has progressed.  

The Caribbean is also characterized by substantial mobility and migration driven by educational needs (primarily at the college & university level), economic opportunities (professional employment, migrant laborers and commercial sex workers), and culture and tourism (carnival, music festivals, sporting events). It is one of the most popular tourist destinations in the world with more than 20 million visitors annually coming to the region primarily from Canada, the United States, and Europe.  Risky sexual behavior by tourists, including soliciting commercial sex, exposes visitors and residents alike to the “importing and exporting” of sexually transmitted diseases, including HIV.  “Rent-a-dread” and “beach boys” are well-known terms through-out the region.
Twenty of the of the 21 member countries of CARICOM have a National Strategic Plan on HIV/AIDS in place, and many are in the process of formulating their care and treatment plans.  Similarly, each country has a designated National AIDS Program Coordinator. Throughout the region, political will appears to be high; however the active involvement of national leadership varies.  As an example, the Prime Minister of St. Kitts and Nevis has been the most vocal leader in the region.  However the St. Kitts and Nevis strategy is weak in its implementation because it is hindered by lack of both human resources and capacity.
C.  Current status of HIV/AIDS Care
Of those who are HIV positive and need treatment, CAREC and CDC recently (February, 2004) estimated that approximately only 5 percent to 10 percent have access to care and treatment, mirroring the treatment gap in many areas of the world.  The chart below gives approximations of how many people need anti-retroviral (ARV) medication vs. how many people are currently under ARV therapy based on an informal poll of National AIDS Program coordinators and care providers attending a recent meeting in Jamaica.
Estimated Current Burden of Disease Requiring Therapy




Adults



Children

	Country
	HIV+ / Need Rx
	On Rx
	HIV+
	On Rx

	World
	42M / 6 M
	230,000
	2M
	?

	Jamaica
	22,000 /6-7000
	2-300
	285/yr
	30-35

	D.R.
	160,000/50,000
	500
	10-15,000
	<50

	Trinidad
	17,000/6-7000
	4-500
	15-30/yr
	50

	Haiti
	300,000/100,000
	1000
	20-30,000
	50-75

	Barbados
	2100 / 700
	250
	5/yr
	20

	Bahamas
	5000 / 2500
	766
	5/yr
	98

	Guyana
	20,000 / 5-6000
	200
	500/yr
	<5

	St. Lucia
	2000 / 5-600
	10-15
	20-50
	0

	Grenada
	<1000
	<10
	10
	0

	Suriname
	5000
	45
	150-200
	11

	St. Kitts
	200
	<20
	20-25
	0







       Source: Farley Cleghorn, May 2003
Most people in need of treatment in the Caribbean are still ARV-naïve, but this situation promises to change rapidly as ARV prices go down, and as informal channels of access via the ‘air bridge’ with the U.S. continue to supply ARVs to those who cannot or are unwilling to access them through local systems.  There is a wide range of capacity to deliver HIV care, including ARVs, from country to country.  For the most part, the nine target countries in the eastern Caribbean under this APS have limited health care infrastructures through which to deliver quality care with the exception of Barbados. Rapid testing is in various stages of implementation around the region and in the nine target countries.  Viral and immune monitoring is not widely available nor is prophylaxis, diagnosis, and treatment of opportunistic infections. As is common in many clinical settings, shortage of trained staff, lack of materials, and financial constraints all impede a comprehensive interdisciplinary team approach to care.
In addition, there is a severe lack of clinical providers and social sector workers who have been specially trained in HIV/AIDS.  A “brain drain” phenomenon contributes to this, as private sector health care organizations from North America and Europe heavily recruit from within the Caribbean.  In numerous informal surveys among partners in the region, “lack of human resources” is the most frequently cited issues related to effectively implementing regional and national responses to HIV/AIDS in the Caribbean.  

III. CURRENT HIV/AIDS-RELATED ASSISTANCE TO THE REGION 
A.  USAID: Current and Future Strategies
1.  Strategy period from 2000 to 2004: USAID has large (US$ 1 million or over per year) bilateral HIV/AIDS programs in Jamaica, Guyana, Haiti, and the Dominican Republic.  Additionally the Caribbean Regional Program on HIV/AIDS, under which this APS is being issued, primarily addresses regional issue as well as provides targeted technical assistance to those countries that don’t have a USAID bilateral program.  The regional program was started in April 2001 and is administered out of a satellite office of USAID/Jamaica that is located in Barbados. USAID and the Trinidad-based office of Department of Health and Human Services Centers for Disease Control and Prevention’s Global AIDS Program (hereinafter referred to as CDC GAP) are working closely together in the areas of training, care & support, prevention of mother to child transmission, and monitoring and evaluation and are working towards developing a joint US Government HIV strategy for the Caribbean region.  To date, USAID’s regional program has focused on capacity building both in the governmental and non-governmental sectors.  
The 2001-2004 program includes support to:
· The Caribbean Epidemiology Center (CAREC/PAHO/WHO): In collaboration with other partners, USAID supports the Caribbean Epidemiology Center's Strategic Plan for the Prevention and Control of HIV/AIDS in the Caribbean 2001-2005.  
· The Pan Caribbean Partnership Against AIDS (PANCAP). PANCAP is a relatively new umbrella organization whose Secretariat is based with CARICOM in Guyana.  It was established to intensify and scale-up the regional response to HIV/AIDS and serves as the coordinating body in the region for HIV/AIDS activities.  
· The Law, Ethics, and Human Rights program: USAID is working with CARICOM, the Canadian International Development Agency (CIDA), DFID (UK Dept. for International Development), and UNDP to support the development of an Action Plan on Law, Ethics and HIV/AIDS.  
· Strengthen local NGOs: Both Family Health International (FHI) and the International HIV/AIDS Alliance (IHAA) are working with NGOs in the region to boost their on-the-ground HIV/AIDS activities.  As a result of these programs, 5 country-wide networks have been established and/or strengthened, over 35 small grants have been given to local groups, a new NGO has been formed, and work directly with vulnerable populations is underway.

· Increase the number of trained HIV Voluntary Counseling and Testing (VCT) service providers: Implemented by JHPIEGO, the program uses a counseling protocol developed by the CDC and adapted for the Caribbean setting.  
To date, participating countries include Jamaica, St. Kitts & Nevis, St. Vincent, St. Lucia, Guyana, Trinidad & Tobago, Suriname, and Barbados (more detailed description below).
· Establish the Secretariat of the Caribbean Coalition of National AIDS Program Coordinators (CCNAPC).

· Establish a network of regional training centers via support to the Caribbean HIV/AIDS Regional Training Initiative (see detailed description below).
2.  Strategy Period from 2005 to 2009:  The current strategy period under which USAID’s present program operates will end in September 2004.  The new strategy period for the entire Caribbean Regional Program is October 2004 through September 2009, and includes objectives addressing trade, economic growth, the environment, and the administration of justice, in addition to HIV/AIDS. The proposed overall Strategic Objective of the new HIV/AIDS portion of the strategy is “Enhanced Regional Response to the Caribbean HIV/AIDS Epidemic.”  The strategy geographically focuses technical assistance at the regional level with specific technical assistance in the nine target countries of the eastern Caribbean.  
Programmatically, activities will contribute to three “Intermediate Results” (IRs):

Intermediate Result No. 1: Expanded access to prevention and treatment services:  Activities under this IR will focus on increasing the number of services provided by HIV-specialty trained health care providers and public health professionals in the areas of VCT, delivery of ARVs, PMTCT, and other HIV services related to care and treatment.  A significant activity will be training, which will be coordinated through and conducted under the already established CHART Initiative. Implementation of these activities will be determined by the results of a competitive bidding process through this APS.  
Intermediate Result No. 2: Improved availability and use of accurate and reliable information on HIV/AIDS.  Focused technical assistance will be provided to key regional organizations responsible for improving monitoring and evaluation of HIV/AIDS at both the regional and national levels.  Regional organizations being considered for USAID support include the Caribbean Health Research Council, the Caribbean Coalition of National AIDS Program Coordinators and the Caribbean Epidemiology Center, collectively are responsible for ensuring effective regional surveillance, monitoring and evaluation, and reporting.  Direct country-level technical assistance will be provided in the nine target countries in the eastern Caribbean.  Implementation of these activities will be through USAID’s global project called MEASURE II, based out of the University of North Carolina. As one of the preparatory exercises for this activity, MEASURE II is conducting a “modified health facilities survey” in the nine target countries that will map where HIV/AIDS care is currently being delivered, what services are available, and who is delivering the services.  The results of this survey should reveal the training needs in the region, and thus be a useful guide to the awardee(s) of this APS. 
Intermediate Result No. 3: Expanded access to risk reduction behavior change interventions in targeted countries.  Building upon previous years of USAID-supported assistance to strengthen NGO capacity in the eastern Caribbean, technical assistance will be provided to NGOs or other informal networks to target prevention and behavior change interventions focused on most-at-risk-populations.  A special emphasis will be placed on identifying high-risk settings or “hot spots”, including highly mobile transient points.  Integrated within these activities will be referral mechanisms to prevention, care, treatment, and support services.  The emphasis will be on achieving results in terms of behavior change and, ultimately, reductions in HIV infection. Implementation of these activities will be through the USAID partner, the International HIV/AIDS Alliance (IHAA), based out of the United Kingdom.
B.  Other Donors in the Region: see Annex 1, Table 1  
C.  The Caribbean HIV/AIDS Regional Training Initiative (CHART)
1. Background, Goals, & Structure: The Caribbean HIV/AIDS Regional Training Initiative aims to establish a regional network of training centers to increase the number of health care providers and public health professionals with specialty training in HIV/AIDS.  CARICOM and CAREC both developed the concept for this program in 2001 and requested CDC to draft a region-wide proposal to address the need for HIV/AIDS training of health care professionals.   The proposed model for regional training is based on a network of national clinical training centers with collaboration between the centers and other Caribbean countries facilitated by the University of West Indies (UWI) HIV/AIDS Response Program (HARP).  Currently CHART is jointly funded primarily by USAID and CDC GAP, with some assistance from UNAIDS.  Other collaborators include the Caribbean Epidemiology Center (CAREC); the U.S. Health Resources and Services Administration (HRSA); the University of the West Indies, and local, regional, and international stakeholders.   
CHART will also receive funding from the Pan Caribbean Partnership Against HIV/AIDS’ successfully submitted application to the Global Fund for AIDS, TB, & Malaria.  The primary implementing partner for USAID and CDC is I-TECH (the International Training & Education Center on HIV/AIDS) based at the University of Washington in Seattle.  The USAID support to I-TECH ends September 30, 2004.  The awardee(s) of this APS is expected to provide further support and technical assistance to establish CHART in the region.  
The primary goals of CHART include:
· Establish HIV/AIDS Training Centers for the Caribbean that utilize cost-effective mechanisms, institutions and concepts that have been time-proven for a region comprised of small-island states and low-density mainland countries;

· Ensure that transfer of knowledge and technologies support the building of indigenous Caribbean capacity to sustain training competence and responsibility within Caribbean regional and local institutions; and

· Offer coordinated access to technical assistance and local and international resources for efficient and high-quality training programs. 

The CHART network currently consists of five training centers and one coordinating unit: Bahamas, Barbados, and Jamaica each have one training center, and because of its relative need and size, Haiti has two training centers. The Regional Coordinating Unit (RCU) is based at UWI Mona in Jamaica and coordinates all CHART training activities in the region.   A center has also been proposed in Trinidad & Tobago, and Guyana and the Dominican Republic have also expressed interest in joining the network of centers.  There is no regional governing body or advisory board to date, but all current stakeholders recognize the need for such. 
2. Progress to date:
Progress to date includes:
· Local, national, and regional buy-in to the CHART Initiative; this includes National AIDS Programs & Ministries of Health, CARICOM/PANCAP, UNAIDS, CAREC, the Caribbean Coalition of National AIDS Program Coordinators, and other stakeholders.
· Establishment of the centers named above.  There is no ‘one-size-fits-all’ timeline or blueprint for the development of each individual center, however, each of the named places has made a commitment to participate in the CHART Initiative and to coordinate with the other centers.  They are in varying stages of development.  Barbados, for example, doesn’t have a physical facility in which to train but is well poised to train neighboring countries in care and treatment issues in the eastern Caribbean. The two centers in Haiti (GHESKIO and Cange) are internationally recognized leaders of care in low-resource settings, and regularly conduct training activities to meet the needs in Haiti.  The Haiti centers depend on the CHART Initiative for additional support and to engage in regional efforts at collaboration and standardization.
· Hiring of a national training center coordinator at each site.
· Identification of a Director and a Coordinator at the Kingston-based Regional Coordinating Unit
· Development of the first in a series of free HIV training videos and in-country distribution by the national center coordinators.
· Development of a monitoring and evaluation (M & E) framework for the entire network (available upon request).  
· Selection & adaptation to CHART of JHPIEGO’s Training Information Monitoring System (TIMS) (http://www.jhpiego.org/global/tims.htm) to serve as the M & E data-base.

· Development of a training needs assessment strategy to be implemented under the leadership of each center coordinator

· In-process development of aids to distance-learning that include a Training Toolkit on CD ROM, a virtual seminar series, web-based studies, and development of trigger tapes for use by trainers.

· Sponsorship of a region-wide Caribbean Conference on Clinical Management of HIV/AIDS for care givers, to be held in June 2004.
3.
Brief description of each center: A brief summary of the characteristics and status of each center follows:
(a)
Haiti /GHESKIO: in process of building/renovating all facilities with assistance from both USAID/Haiti and USAID/Caribbean Regional Program. They are currently holding monthly training sessions until the end of the year.
(b) 
Haiti/Cange: will establish training site in Hinche, in process of preparing site with assistance from CDC.  The Cange site also plans to open several VCT centers in the surrounding countryside. 
(c)
Jamaica: training site to be established at the Comprehensive Health Center in Kingston, currently under refurbishment with support from USAID/CRP.  One of this Center’s areas of expertise is in contact tracing for both STIs and HIV.
(d)
Bahamas: The Ministry of Health recently refurbished a building and opened the expanded HIV Center at Royal Victoria Gardens. A series of CHART- initiated workshops was held at the Bahamas National training Center in March and April of this year, focusing on counseling, treatment, care and support.
(e)
Barbados: While a dedicated training space still needs to be identified, the Government has agreed to donate an amount equal to 1/3 of the assistance from USAID towards preparing an office for the CHART center. A training needs assessment is underway.
(f)
Regional Coordinating Unit/Jamaica: The Center is housed within the University’s HIV/AIDS Response Program (HARP).  Staffing includes the Director and Coordinator (funded through UNAIDS), and an assistant. In April 2004 the RCU, in collaboration with I-TECH and CDC, held a Training of Trainers for 35 multi-level healthcare workers from 12 countries, and another exclusively for dentists.  A CHART website and logo are in the final stages of development. The RCU is also the center point of planning for a large upcoming regional conference on clinical care of the HIV-infected patient.
D.  Voluntary Counseling & Testing Training
A USAID-supported regional program to train trainers in HIV voluntary counseling and testing has been underway since January 2002.  Implemented by JHPIEGO, the program has thus far been conducted in Jamaica, Suriname, Trinidad & Tobago, Barbados, St. Kitts & Nevis, St. Vincent & the Grenadines, and Barbados.  The program has developed an entire Caribbean VCT Resource Learning package consisting of a Reference Manual, a Trainer’s Handbook, a Participant’s Notebook, a Counseling Protocol, Group Education Guidelines for ANC & STI clinics, Performance Standards, and a Clinician Orientation Course.  The protocol is based on the CDC Counseling Protocol that has been adapted for the Caribbean, and covers counseling implications for both rapid and standard ELISA testing. 
To date, over 916 VCT Counselors providing services in 322 sites in 7 countries have been trained, and 62 of those have been certified as trainers of counselors in VCT.  The program has had more requests for its services than it can immediately fill.  This program has recently been boosted by the support of CDC in addition to USAID, and is working within the formative 
CHART structure as much as possible.  The current USAID-supported JHPIEGO activity ends September 30, 2004.  Future USAID-supported programs in training and service delivery related to HIV voluntary testing and counseling will fall under this APS.
IV. PROGRAM DESCRIPTION      
A.  Program Objective
As stated elsewhere in this document, work performed under this five-year program will contribute to Intermediate Result No.1 in the proposed USAID CRP HIV/AIDS Regional Strategy 2004-2009: Expanded access to prevention and treatment services.  The primary aim is to increase the number of services delivered by HIV specialty trained health care providers.  A secondary aim is the transfer of training capacity to indigenous institutions and trainers.  All training activities will be conducted through the CHART Initiative and the awardee(s) is/are expected to provide technical assistance to CHART to further strengthen its role in HIV specialty training for the region.  

The degree to which the program works directly at the national, sub-national, or clinic level on infrastructure and other issues will be dependent on increased future funding levels.  Should additional funding become available, the awardee(s) may be expected to assist in the improvement of care delivery systems in collaboration with other partners, National AIDS Programs, and Ministries of Health. Illustrative activities with increased funding may include assistance in upgrading health information management systems (including patient records), strengthening of financial and management systems, or support for effective product procurement, storage or distribution.
B.  Geographic area to be covered and resource distribution  
During the 2005-2009 Strategy period, USAID’s Caribbean regional Program on HIV/AIDS intends to address both regional issues as well as provide targeted national-level support to the following nine countries: St. Kitts & Nevis, St. Vincent & the Grenadines, St. Lucia, Grenada, Dominica, Antigua & Barbuda, Barbados, Trinidad & Tobago, and Suriname.  As such, HIV prevention and treatment service providers from these countries should be given specific attention and focus in all training activities. 
The CHART Initiative is regional in nature and service providers from the entire Caribbean region are welcome to participate in CHART trainings as applicable.  Additionally, since CHART centers are located in the Bahamas and Jamaica, it is reasonable and acceptable for the awardee(s) to provide direct support to these centers as applicable based on unique or specific needs that arise in the course of implementing the training and service delivery activities.  For example, under the current strategy that is soon to end, USAID CRP provides support to the Jamaica CHART Center specifically for infrastructure and staff development, to one of the Haiti CHART Centers for infrastructure development, and to the Barbados CHART Center for staff development.  The awardee(s) may need to and is/are encouraged to identify and provide individual support to each of the CHART Centers as needed and as appropriate to achieve the overall result of increasing services delivered by HIV specialty trained service providers on a regional level as well as within the nine target countries.  Given that Haiti is one of the 15 focus countries in the US President’s Initiative and also has a USAID bilateral program, it may not be as necessary to provide direct support to the two Haiti CHART centers.  Similarly, Guyana and the Dominican Republic, both potential sites for future CHART centers, have alternative sources of funding as well through USAID bilateral activities, among others.  
It is relevant to note that the budget of the recently approved proposal to the Global Fund submitted by the Pan Caribbean Partnership Against AIDS (PANCAP) contains a large percentage (approx. 40%) for training, most of which will be through CHART.  
The Global Fund has stipulated that the majority of trainees supported with Global Fund monies must come from low or lower income countries, namely Haiti, Guyana, Suriname, Jamaica, Dominica, the Dominican Republic, and St. Vincent & the Grenadines.  
It will be incumbent upon the awardee(s) to collaborate and link CHART training activities in all CHART Centers, but to judiciously identify which CHART Centers most need direct assistance taking into account other resources (i.e. USAID bilateral, other donor, World Bank, Global Fund, commercial sector, etc.) that may exist.  

C.  Training/Service Delivery
The awardee(s) for the APS will be expected to perform in the following areas:
Training

1. Assist the CHART Centers and the Regional Coordinating Unit in the design, implementation, and evaluation of clinical training programs in clinical management of HIV/AIDS, including STI care & prevention, TB care & prevention, prevention of mother-to-child transmission, OI prophylaxis and treatment, and provision of ART therapy.  

2. Develop and coordinate training and preceptorships with other institutions that have expertise and experience in managing HIV infected patients.  

3. Plan and conduct workshops and conferences on various aspects of HIV prevention and care in collaboration with individual centers and/or the Regional Coordinating Unit.  

4. Adapt existing curriculum and educational materials on HIV/AIDS to the Caribbean context in collaboration with training center counterparts.

Based on need, areas of training may include, but are not limited to:

· Voluntary counseling & testing

· Administration of anti-retroviral medications

· Adherence strategies

· Prophylaxis, diagnosis, and treatment of opportunistic infections

· Laboratory monitoring

· Rapid testing

· Psycho-social issues in HIV care

· Post-exposure prophylaxis in and outside of a health care setting

· Risk reduction and other prevention strategies at the point of care

· Issues in hospital nursing of the AIDS patient

· Prevention of mother to child transmission

· Pediatric AIDS care

· Basic medical record of the HIV infected patient

· Syndromic management of STIs

· Co-infection with Hepatitis C

· Pathogenesis of HIV

Capacity Building

5. Work with the CHART Center Directors and Coordinators in identifying site-specific training needs and strengths, curriculum development, training center management, including budgeting, timelines and schedules, information dissemination, and reporting to stakeholders.

6. Serve as a mechanism for hiring training center staff on a short-term basis should the need arise.

7. Assist each CHART Center in making optimum use of innovative and creative ways of using communications technology both for training and for disseminating information regarding the centers to all parts of the region.

8. Prepare a cadre of local trainers in various disciplines in each center in order to guarantee that a genuine transfer knowledge and skills has taken place by the end of the project.
Regional Coordination & Participation
9. Assist the Regional Coordinating Unit, the national centers, and other stakeholders in forming a CHART Governing body that adequately represents the entire region and that is based on consensus.
10. Assist the individual centers as well as the regional coordinating body to disseminate information on  and recruit participants for training courses among those islands in the Caribbean that do not have a CHART Center.
11. Guide the regional coordinating body and national training centers in effectively using the   
JHPIEGO-implemented Training Information Monitoring System (TIMS) to track trainees, to documents past and upcoming training courses, schedules, and to develop a referral mechanism in order to efficiently disseminate information about individual center activities.
12. Work with the individual CHART Centers as well as the Regional Coordinating Unit to 


develop and disseminate standards for education, training, and evaluation.
13. Build on work already done to establish a monitoring and evaluation plan that is standardized 
 
throughout the CHART  Network.
14. Work closely with CDC GAP based in Trinidad and USAID CRP HIV/AIDS Team based in 
      Barbados in developing regional leadership, strategic vision on addressing regional HIV specialty training needs through CHART. 
15. Work closely with USAID Missions in Jamaica and Dominican Republic and the joint 

USAID-CDC HIV programs in Guyana and Haiti in coordinating CHART related activities.

Service Delivery
16. Track the number and type of HIV prevention and treatment services being delivered by 

CHART- trained service providers. 

If funded at a higher level than currently anticipated, this program will focus on improving the delivery of services at the point of care. 
The purposes of working directly with care delivery systems are:

· to enable each care facility to provide the HIV- infected patient with the best preventive and treatment services possible within local circumstances;

· to support new and existing programs that deliver HIV care in as many facilities as possible in order to reach as many HIV-infected people as possible; 
· to transfer best-practices on HIV care and treatment to as many care facilities as possible, including delivery of prevention messages at the point of care.
· to enable care facilities to collect data to document the impact of these services, to measure the strengths and weaknesses of the services, and to help improve the services. 

It will be up to the implementing partner to decide the best approach to upgrading care delivery systems in each country.  While it probably will not be possible to work directly with each and every clinic that cares for an HIV-infected patient, the program may want to work with local and regional partners (Ministries of Health, CAREC, other donors) in identifying certain sites within each of the nine countries that this program is targeting that will function as national centers of excellence in HIV/AIDS and STI care.  To the degree that that is already happening, the implementing partner, in collaboration with other stakeholders, will need to determine where the gaps are and how best to address them.  Assistance in procurement, tracking, and storage of supplies and medications may be an issue that is top priority in every setting, or needs may vary from site to site, such that information systems development is the major need in one country while improved clinic management is the major need elsewhere.
Should a higher funding level be a reality, USAID will work in collaboration with the awardee(s) to appropriately expand activities to focus in on service delivery at the point of care. 

D.  Monitoring and Evaluation and Results Reporting
Monitoring and Evaluation activities for this program will serve three purposes: 1) to contribute to USAID CRP annual results reporting through USAID/Washington to the US Government; 2) to demonstrate accountability for results achieved with funds received from USAID CRP; and 3) to provide program managers and implementers with the information they need to improve program coverage and quality. USAID will support the awardee(s) efforts and facilitate close coordination with CDC and other donors in order to reduce the reporting burden.
It is important to understand and agree upon the definitions used by USAID and other international partners in order to fully respond to reporting, monitoring, and evaluation expectations. Monitoring is the routine tracking of priority information about a program and its outcomes. Process indicators (inputs and outputs) and outcome indicators are routinely collected, reported, and used at every level of the information system. This type of information is collected through routine record keeping. Monitoring outcomes shows change over time, but is not used to attribute those changes to the intervention.  Evaluation is a collection of activities designed to determine the value or worth of a specific intervention or program. Process evaluations assess a program’s content or coverage. Outcome evaluations are designed with the intention of attributing a particular change to the intervention itself.

USAID will require awardee(s) to report in an accurate and timely manner to USAID and USG partners. The awardee(s) will develop a monitoring and evaluation plan which will include 1) a description of the management information system (indicators, system flow, data collection tools, software, supervision) that will monitor the program over time 2) a description of evaluation activities to improve content as the program expands geographically and by intervention areas 3) descriptions of midterm and final outcome evaluations. Plans for data analysis, dissemination and use should be included for each M&E activity. USAID encourages partners to build capacity at every level of the program for data collection, analysis, and use.

Results to be achieved are to be measured by the following illustrative indicators to be reported on, which the awardee(s) may include in the respective monitoring and evaluation plan.  The awardee(s) may choose to have a few sentinel indicators and targets upon which to report after five years in addition to annual process and outcome indicators.
1) Total number of individuals receiving ARVs by a CHART trained provider 

2) Number of HIV-specialty trained providers in the CHART regional network

3) Number of HIV-specialty trained providers in the CHART regional network actively providing care 6, 12, or 18 months following participation in a CHART training.

4) Number of clinical sites with a CHART trained provider delivering services
5) Number of trainers trained in the last three/six months
6) Number of materials developed by CHART in the last three/six months
7) Number of individuals trained in the last three/six months
8) Number of trainings evaluated in the last three/six months
9) Number of materials distributed in the last three/six months
10) Number of post-training consultations completed in the last three/six months

The awardee(s) should approach this from the perspective of what potential impact a five-year activity like this may have, and how can it be measured.  In addition to the illustrative indicators above, USAID requests consideration by the awardee(s) to quantify and compare the absolute number or percentage increase of patients taking ARVs in each year of the program (under care at X no. of facilities).  In other words, regardless of the funding level, this program will need to demonstrate not only that training is taking place, but that it is being utilized such that HIV-infected people are the ultimate beneficiaries.  Target numbers should be set and reported upon each year in both lower and higher level results levels. It is understood that as the program matures (and if additional funding becomes available), indicators and targets may change as well, but that they all should contribute to the overall goal of documenting and quantifying the provision of quality care to as many HIV infected people as possible.  
Financial and program activity reports that include relevant indicators should be submitted on a quarterly basis.  Further details of this will be in the final award documentation.
E.     Public/Private Partnership(s):  Although there is broad-scale acknowledgement of the role that the commercial sector could and should play in addressing HIV/AIDS in the Caribbean, there is actually very little involvement of the private sector in a way that is highly visible, on-going, and effective. Private sector initiatives are often small, “ad hoc” and non-strategic, and as such have minimal impact on the epidemic.

As part of this APS, USAID is requiring commercial and/or other sector involvement in supporting the achievement of results.   Between 25 and 100% of the total USAID funds awarded to each awardee must be matched by a commercial or non-profit sector contribution(s) or partnership(s).  The match can be from one or multiple sources, from national, regional or international entities, and may be in the form of direct financial resources, human resources, or commodities.  It is understood that a five-year commitment may be difficult to secure in the time allotted for applications, but there must be demonstration of serious efforts to involve the private sector, and a firm commitment within 6 months of the formal award to the awardee(s). 
Following is a list of illustrative examples of possible commercial or other sector contributions:

1. Construction or renovation of a training area in Barbados and/or other national centers.
2. Build the University of West Indies Distance Education Center (UWIDEC) capacity  in collaboration with others such that the network can be utilized by CHART
3. Sponsor trips to the region by U.S. based care-providers to the Caribbean to deliver lectures, serve as clinical preceptors, and assist in training efforts.
4. Sponsor inter-island study tours and/or island-to-States study tours for health care providers
5. Payment of scholarships to higher education institutions to build public health leadership in the region
6. Support costs of  the annual clinical care conference

7. Donate airfares and/or hotel rooms to participants from outside the host country

8. Donate conference or classrooms for workshops or conferences
9. “Lend” an expert for a finite time period in any number of disciplines

10.  Donate books, magazine subscriptions, or other materials to one or more centers

V. APPLICATION PROCESS AND REVIEW
A.  Application Process
All interested applicants must submit a concept paper as an initial application.  The concept paper should be no longer than 7 pages, and include the name of the applicant, the appropriate contact person, and full contact information (telephone, fax, email, and mailing address).  The concept paper should include the following: 

1. succinct description of a concept for a five-year program with specific examples of proposed activities to achieve the proposed results as described above

2. implementation approach, to include both non-commercial sector and commercial sector partnerships to be involved if applicable

3. a brief proposed management plan (i.e. staffing plan, whether or not field offices will be established, estimates of short term technical assistant) 
4. an illustrative monitoring and evaluation plan indicating proposed end of program results to be achieved and semi-annual, annual and end of program indicators to be measure progress towards achieving results. 

5. an illustrative budget that shows suggested allocation of funding by major budget categories and commercial or non-profit sector partner contribution.  
6. inclusion of any gender-specific issues that the applicant feels are relevant to the proposed program. 

Concept papers received by June 18, 2004, will be evaluated by the USAID Caribbean Regional Program technical review committee.  
Based on a favorable review, one or more applicants will be asked to submit a more complete application, which will include a detailed program description, evidence of preliminary plans to ensure private or other sector buy-in and cost-sharing of the proposal, a more detailed budget, a proposed work plan, a monitoring and evaluation plan that is consistent with CHART’s M & E plan to date, a proposed chronology of activities for the first year, and fixed points in the calendar year by which quarterly reports will be submitted that describe progress towards achieving targets. 
All applicants should submit concept papers either:

1)
Electronically – internet email with up to 3 attachments (2MB limit) per email compatible with MS WORD and Excel in a MS Windows environment.  Please submit your concept paper to the email address below by 12 noon, June 18, 2004.  Receipt by this e-mail address will constitute timely receipt for this APS concept paper.  Receipt time is when the concept paper is received by AID/Washington internet server.  The e-mail address for the receipt of proposals is mfrancis@usaid.gov.  Only those pages requiring original manual signatures should be sent via facsimile to 876-929-9944.  Please note that facsimile of the entire concept paper is not authorized; or

2)
Via mail (including commercial courier) – sending of 2 paper copies of the concept paper, however, the issuing office receives regular international mail only once a week.  All mail is subject to US Embassy electronic imagery scanning methods, physical inspection, and is not dated and time stamped prior to receipt by USAID/Jamaica.  Please address mail to:

Margot O. Francis

Acquisitions Specialist

USAID/Jamaica

2 Haining Road

Kingston, Jamaica

Ph: 876-926-3645

Fax: 876-929-9944

Email: mfrancis@usaid.gov
Full technical applications should not exceed 30 pages, excluding attachments, such as background materials on applicant organizations, curriculum vitae for proposed staff, documentation on previous contracts or assistance awards, and letters of support. Applicants are cautioned that submitting superfluous material as attachments will detract from their application.  
The criteria presented below have been tailored to the requirements of this Annual Program Statement.  The relative importance of each criterion is indicated by approximate weight by points.  A total of 100 points are possible for the concept paper, and another 100 points for the complete application.  Applicants should note that these criteria serve to identify the significance of elements, which Applicants should address in their applications, and establish the standards against which all applications will be evaluated.

The technical applications will be evaluated in accordance with the technical evaluation criteria set forth below.  To the extent that they are necessary, negotiations may be conducted with the Applicant(s) whose application has a reasonable chance of being selected for award.  An award will be made to the responsible Applicant whose application offers the best value to the U.S. Government, considering both technical and cost factors.

Offerors should note that these criteria: (1) serve as the standard against which all proposals will be evaluated, and (2) serve to identify the significant matters, which offerors should address in their proposals.
B.  Evaluation Criteria for Concept Paper
Weighted Evaluation Factors: Proposals will be evaluated based upon the following factors in the three qualitative categories.  The point total is 100 with relative weights assigned to indicate level of emphasis.

1.  Technical Approach







40 pts

(a)  Technical feasibility of the proposed five-year program 

(20pts)

      and activities to achieve the proposed results 

· Overall approach to achieving APS objectives 

· Types of activities/interventions and processes

· Rationale for selection of technical approach, strategies
 and interventions, including gender considerations
· Demonstrated understanding of work done to date.


      (b)  Technically feasible monitoring and evaluation plan to monitor




progress towards achieving results.




(20pts)
2.  Management Plan & Professional Experience






40 pts


(a)
Clear description of the human resources proposed for the

 
implementation of the various program components


(15pts)

(b)
Professional qualifications, relevant experience, and access to

appropriate expertise, proven ability to transfer knowledge

(10pts)


(c) Creative and appropriate partnerships with non-commercial
and commercial sector partnerships, including regional and/or
international collaborations, including division of responsibility.
(15pts)

3.  Budget 









20 pts


(a) Cost effective budget plan





  (5pts)

(b) Commercial or Non-Profit Sector Match 



(10pts)

(c) Leveraging other resources currently in the region                               (5pts)
C.  Evaluation Criteria for Final Application
1.  Technical Approach








40pts


  

(a) Clear and specific description of the activities, outcomes and 
 (15pts.)
     
results anticipated, program components defined by quantifiable 

     
and qualitative indicators of progress, and of achievements of 
outcomes or results, including gender considerations.








.

(b) A monitoring and evaluation plan that incorporates work to date, 

as well as USAID’s reporting requirements to Washington, and 
      accountability for funds. The plan should show how:

· Outcomes will be measured

· Outcomes will contribute to results

· Baseline information will be collected

· Data for indicators described above will be collected and 
analyzed

· Approach to assuring quality of interventions


(15pts.)

(c)
The extent to which the proposed program plan will lead to 


increased quantity and higher quality of HIV care in the region
(10pts.)
2. Management Plan & Professional Experience  





40pts.

   


      



(a)
Clear plan on how project will work with regional and other

     

partners, including private sector and or non-profits.











(15pts.)


(b)
Organizational structure of program including a staffing plan and


brief description of positions and responsibilities  


(15pts.)

(c) Access to appropriate technical expertise



(10pts.)
3.  Budget










20 pts.

(a) Confirmed commitment from private or non-commercial sector

to match 25-100% of USAID funds




(10pts.)
(b) Allocation of resources to ensure that relevant and appropriate 

      
staff and other resources are available to provide technical 
assistance and logistics support 




( 5pts.)

(c) 
Inclusion of a clearly presented budget narrative that justifies each
line item in relation to the goals, objectives and activities of the
project and explains significant changes anticipated in budget  
years following the first year





(5pts.)
D.  Suggested Format for Final Application

Full technical applications should not exceed 30 pages, excluding attachments.   The suggested format for the final application follows.  This is subject to adjustments pending receipt of the concept papers.
1. 
Table of Contents listing all page numbers and attachments 
2. 
Executive Summary 
3. 
Program Description 

a. Goal and Objectives
            b. Proposed Outcomes

 
c. Technical Approach: (this may also include a center-by-center or island-by-island plan)
            d. Expected Impact 
4. 
Management Plan, including partnership arrangements
5. 
Implementation Schedule 

6. 
Monitoring and Evaluation Plan: narrative summary and major indicators
7. 
Financial Plan and Budget
8. 
Annexes 
           
a. Relevant Past Performance Information (recipient and key partner organizations) 
           
b. Curriculum Vitae for Key Personnel 
           
c. Monitoring and evaluation plan
The application must provide an initial implementation schedule for achieving expected program outcomes and the proposed results. The applicant is encouraged to propose innovative implementation mechanisms to reach the desired results and an aggressive but realistic schedule of performance milestones as steps toward achieving proposed results. The implementation plan should clearly outline links between the proposed results, conceptual approach and performance milestones and should include a realistic timeline for achieving annual and end-of-program results. 
The performance monitoring plan must include annual and end-of-program indicators and targets to measure the progress of the proposed activities and the achievement of results in terms of increased access to and quality of HIV/AIDS care delivery services as a result of trainings, as well as transfer of training capacity to the local setting.  Indicators should be specific, measurable, appropriate, realistic, and time-based, and include process and outcome measures. 
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, and c) detailed budget notes and supporting justification of all proposed budget line items. 

Funds available: This is a US$ 6 million dollar program, with an estimated $1.2 million disbursement each year for five years. Awards to applicants may range from $100,000/year to $1.2 million/year subject to the availability of funds and U.S. government requirements.
All applicants should submit the full proposal either:

1)
Electronically – internet email with up to 3 attachments (2MB limit) per email compatible with MS WORD and Excel in a MS Windows environment.  Please submit your full proposal to the email address below.  Receipt by this e-mail address will constitute timely receipt for this APS.  Receipt time is when the concept paper is received by AID/Washington internet server.  The e-mail address for the receipt of proposals is mfrancis@usaid.gov.  Only those pages requiring original manual signatures should be sent via facsimile to 876-929-9944.  Please note that facsimile of the entire proposal is not authorized; or

2)
Via mail – send of 2 paper copies of the full proposal; however, the issuing office receives regular international mail only once a week.  All mail is subject to US Embassy electronic imagery scanning methods, physical inspection, and is not dated and time stamped prior to receipt by USAID/Jamaica.  Please address mail to:

Margot O. Francis

Acquisitions Specialist

USAID/Jamaica

2 Haining Road

Kingston, Jamaica

Ph: 876-926-3645

Fax: 876-929-9944

Email: mfrancis@usaid.gov
Regardless of the method used, the Technical proposal and Cost proposal must be kept separate from each other.  Technical proposals must not make reference to pricing data in order that the technical evaluation may b made strictly on the basis of technical merit.

VI. PROJECT START AND END DATE: 

Start date: o/a October 1, 2004 

End date: September 30, 2009
VII. REQUIRED USAID CERTIFICATIONS, ASSURANCES, AND OTHER STATEMENTS OF THE RECIPIENT:     If applications are approved technically for award, the following certifications, assurances and other information, as appropriate, will be sent to applicants’ organizations for completion and signature by an authorized official:
(a)
Assurance of Compliance with Laws and Regulations Governing 
      
Nondiscrimination in Federally Assisted Programs; 


 (b) 
Certificate Regarding Debarment, Suspension and Other Responsibility Matters – 
       
          
Primary Covered Transactions; 


  (c) 
Certificate Regarding Debarment, Suspension, Ineligibility and 

        
Voluntary Exclusion – Lower Tier Transactions; 

              (d) 
Certification Regarding Drug-Free Workplace Requirements; 


  (e) 
Restrictions on Lobbying; 


  (f) 
Authorized Negotiators; 

              (g) 
Taxpayer Identification Number; 


  (h) 
Dun & Bradstreet Number System (Duns No.); 


  (i) 
Letter of Credit Number, as applicable; 


  (j) 
Type of Organization; and, 


  (k) 
Agreement on Terms and Conditions 
VIII. POINT OF CONTACT:  Concept papers, inquiries, and complete applications should be sent to: 

Margot O. Francis



Acquisitions Specialist



USAID/Jamaica



2 Haining Road



Kingston, Jamaica



Ph: 876-926-3645



Fax: 876-929-9944


Email: mfrancis@usaid.gov
ANNEX 1
Table 1: Foreign Donor Assistance to HIV/AIDS

	Donor
	Major Areas of Assistance
	Estimated Funding and Time Period

	Caribbean Development Bank
	Supports national and regional responses to HIV/AIDS within the framework of the Regional Strategic Plan of Action. 
	$US 10 million

2001-2004

	Canadian International Development Agency
	· For CAREC

· "Enhanced Support to HIV/AIDS in the Caribbean" (ESAC)

· PMTCT in Haiti

· Early childhood program in Jamaica (UNICEF)

· Strengthening STI Program in Haiti

· STI and Health Information Program in Guyana

· GFATM

· "Building a Faith-Based Response to the HIV/AIDS Epidemic
	· US$5.5 million 
        2001-2005

· No estimate
· US$686,863
· US$3.6 million
· US$5 million
· US$3.5 million
· US$ 10 million

· US$ 1.5 million

      2003-2006

	European Union
	Strengthening HIV/AIDS programs of 6 regional institutions.
	$US 7 million



	German Technical Cooperation Agency
	· Support to CAREC, and bilateral projects in Haiti, Jamaica, the Dominican Republic

· Supra-Regional Youth and Health Project (cultural exchanges, south-south cooperation)

· Public/Private sector initiative
	· US$ 1.9 million

2000-2004

· No estimate

· No estimate

	Global Fund to Fight AIDS, TB, and Malaria
	The following applications for HIV/AIDS funding have been approved in the Caribbean:

· The Dominican Republic

· Guyana

· Haiti (disbursement begun)

· Jamaica

· OECS (regional)

· CARICOM/PANCAP (regional)
	· US$14.7 million

· US$ 9.5 million

· US$18 million

(US $ 9.4 million disbursed)

· US$ 7.5 million

· US$ 2.6 million

· US$ 6.2 million


	ILO
	Dissemination of a Code of Conduct on HIV/AIDS in the workplace.  A regional project on HIV/AIDS in the workplace with regional and national components and an association with the business community.
	No estimate

	Inter-American Development Bank
	A basic healthcare and AIDS service support program for Haiti.  Also integrating HIV/AIDS issues into its social portfolio in areas of education, women and youth.  TA to Jamaican government through funding of consultancies.
	US $1 million

	Japan International Cooperation Agency
	In the design phase.  A regional assessment undertaken in 2001.
	TBD

	Kingdom of the Netherlands
	Funding for Haiti and Jamaica phased out, funding for Suriname to be reinstated.  Support to the region through UNAIDS.
	No estimate

	PAHO/WHO
	Support for policy advocacy, health planning, and reform.
	No estimate

	United Kingdom Department for International Development
	· Support for CAREC

· New support to CARICOM in any area of priority, including policy advocacy and legislation, coordination

· Will initiate a public/private partnership project
	· US$ 2.4 million

2002-2005

· TBD

· TBD

	UNAIDS
	Coordination and resource mobilization through regional and national Theme Groups on HIV/AIDS.  Support for CRIS and monitoring UNGASS indicators.
	Ongoing

	UNDP
	Limited support for policy advocacy, national strategic planning and South/South cooperation through an HIV/AIDS Trust.
	Limited

	UNICEF
	Support for adolescent prevention programs, PMTCT program, and care and support programs for children.
	No estimate

	U.S. Centers for Disease Control and Prevention
	Regional and bilateral programs in 21 countries focusing on PMTCT, VCT, care & treatment, surveillance, lab support, training, infrastructure building, BCC.
	US$3 million annually (approximately)

	U.S. Department of Labor
	Initiative in the Dominican Republic and Haiti to reduce HIV infection rate in the workplace and to improve workplace environment for PLWHA.  Expanded to eastern Caribbean in FY03.
	No estimate

	U.S. Health and Human Services Administration
	New initiative on "twinning" Caribbean-based HIV/AIDS service organizations with US counterparts.
	TBD

	U.S. National Institutes of Health
	Support for an HIV vaccine trial facility in Haiti, sponsoring regional conferences, and funding local research on drug use and its role in HIV/AIDS epidemic. 
	No estimate

	U.S. President's Emergency Plan for AIDS Relief

	Focus on prevention, care and treatment for PLWHA and AIDS orphans in Haiti and Guyana. 
	US$1.5 million through USAID and CDC for a joint PMTCT Regional 

	U.S. President's PMTCT Initiative


	Focus on treatment and care for HIV-infected pregnant women to reduce MTCT in Haiti and Guyana.


	Program.  Funding is a combination of both Presidential Initiatives.

	William J. Clinton Presidential Foundation
	Campaign to rapidly scale up ARV provision by helping countries to develop business plans for care and treatment of PLWHA, generating funds from the private and public sectors, and negotiating reduced prices for ARVs.
	

	World Bank
	· A concessionary lending program for Barbados, the Dominican Republic, Jamaica, and St. Kitts & Nevis.  Guyana and Haiti qualify for grants as Highly Indebted Poor Countries.

· Grant support to CARICOM/PANCAP
	· US$155 million

· US$5 million


ANNEX 2

Regional Institutions

The Caribbean Community, more commonly known as CARICOM, is the organization responsible for regional policy and cooperation in the Caribbean.  CARICOM formally established the “Pan-Caribbean Partnership on HIV/AIDS” (PANCAP) in 1999, which developed a regional five-year strategy, the “Caribbean Regional Strategic Plan of Action for HIV/AIDS 1999-2004.”  This comprehensive strategy focuses on HIV prevention of the general population and MARP, PMTCT, policy development, care and support of PLWHA, and strengthening of regional and country-level responses.  PANCAP provides the overall political leadership, strategic planning, and coordination of the regional response to HIV/AIDS in the Caribbean.  To date, PANCAP's focus has been on establishing itself and its operations.  A significant achievement is the creation of a forum for all regional partners to strategize and discuss issues on HIV/AIDS.  In addition, PANCAP has recently submitted a successful application to the GFATM, which will bring an additional USD$6.2million in resources to the region during a five-year period. 

The Organization of Eastern Caribbean States (OECS) is a quasi-governmental sub-regional institution that promotes cooperation among its member states in areas of economic integration, health sector and legal reform, and in other sectors that contribute to sustainable development.  It was formed in 1981, when seven eastern Caribbean countries signed a treaty, agreeing to co-operate with one another and promote unity and solidarity among the member states, which are: Antigua and Barbuda, the Dominican Republic, Grenada, Montserrat, St Kitts and Nevis, Saint Lucia and St Vincent and the Grenadines. The British Virgin Islands and Anguilla are associate members.
The Caribbean Epidemiology Center (CAREC), based in Trinidad and Tobago, is a specialized agency affiliated with PAHO and acts as the “public health watch dog” for the region (equivalent to the US DHHS/CDC).  It has a regional program, the Special Program on Sexually Transmitted Infections (SPSTI), which focuses primarily on strengthening regional and country level surveillance, building laboratory capacity, and providing technical support to the National AIDS Program Coordinators in the implementation of their country level strategies.  

The Caribbean Health Research Council (CHRC) promotes supports, facilitates and coordinates health research relevant to the needs of the people of the Caribbean, and advises governments on health research.  CHRC has played a critical role recently in facilitating the regional harmonization of HIV monitoring and evaluation indicators and providing technical assistance at the national level to improve monitoring and evaluation of HIV national programs.  
The University of the West Indies (UWI) was formed in 1962 and is the region’s premier educational institution. Its faculties offer a wide range of undergraduate, masters and doctoral programs in various areas including medicine and social sciences. There is a strong emphasis on Caribbean issues, making UWI an ideal institution for students with an interest in the Caribbean.  There are UWI campuses in Jamaica, Barbados, and Trinidad and Tobago and university centers in most Caribbean nations.  The UWI Distance Education Center operates a dedicated two-way audiographic communication network that links sixteen anglophone Caribbean countries. The UWI HIV/AIDS Response Program (UWI HARP) was formed in March 2001 as part of an EU HIV/AIDS regional institutional strengthening project.  UWI HARP is headquartered at the UWI Campus in Jamaica, and also houses the Regional Coordinating Unit of the Caribbean HIV/AIDS Regional Training Initiative (CHART).
Caribbean Coalition of National AIDS Program Coordinators (CCNAPC) was formed in September 2000 as a formal body representing the National AIDS Program Coordinators in 22 countries within the Caribbean. It is a peer-based organization committed to improving quality National AIDS Programs and to supporting member Caribbean nations to reduce and mitigate the impact of HIV/IDS in the region.   Although a nascent organization, it is emerging as an important link between country and regional programming for HIV/AIDS.  

Caribbean Network of People Living with AIDS (CRN+) was founded in 1996 in Trinidad and Tobago as a regional non-governmental organization to address the issues of all people living with HIV/AIDS in the Caribbean region.  It represents an unknown number of PLWHA through affiliate organizations covering 27 territories and countries in the Caribbean.  Its goals are to share information, build capacity among PLWHA, and support HIV/AIDS advocacy.  CRN+ has effectively provided training at the country level on advocacy and leadership development.  Moreover, it is potentially a key regional organization to address stigma and discrimination.  CRN+ has a growing membership in 27 territories and countries, with local groups in about seven countries.  Because of the associated stigma and fears of social isolation, these groups for the most part, remain small, poorly organized, and weak as advocates for other PLWHA.
In 1971, Caribbean church leaders formed a non-profit, non-governmental organization called the Caribbean Council of Churches (CCC).  The CCC’s mission is to address various social issues such as poverty, underdevelopment and social unrest in the region.  With funding from CIDA, the CCC is pioneering an education program for church leaders in the area of counseling of HIV/AIDS patients.   The goal of the “Building a Faith-Based Response to the HIV/AIDS Epidemic” project is to mobilize and enhance the response of faith-based organizations in the Caribbean to the HIV/AIDS epidemic.  The purpose is to enhance and strengthen faith-based HIV/AIDS projects and programs, particularly in the areas of care and support initiatives, prevention, education and awareness building at the level of congregations and communities in fourteen CARICOM territories.  The project was officially launched in June 2003 and is being implemented over a three-year period with a budget of approximately US $1.5 million.
The OECS governing authority established the Pharmaceutical Procurement Service (PPS) as an agency of OECS. OECS/PPS coordinates regional activities concerning price negotiation and monitoring of the supply of drugs via the Regional Price Contract (RPC) process. OECS/PPS invites tenders and, through a representative committee process, awards these RPCs. OECS/PPS currently serves the nine OECS-member countries. The Clinton Foundation is tapping into this organization's infrastructure and experience to assist in getting anti-retroviral medications to the eastern Caribbean countries. PANCAP is also using OECS/PPS’s experience and considering pooled procurement of HIV/AIDS-related drugs for the larger Caribbean region.

NOTE:  Applicants are reminded that U.S. Executive Orders and U.S. law prohibits transactions with, and the provision of resources and support to, individuals and organizations associated with terrorism.  It is the legal responsibility of the Recipient to ensure compliance with these Executive Orders and laws.  This provision must be included in all subcontracts/subawards issued under this APS.






� The first of two major Presidential Initiatives on HIV/AIDS, the PMTCT Initiative specifically targets Haiti and Guyana.


� The President's Emergency Plan for AIDS Relief (PERP) is a five-year US$15 billion initiative and targets the same two Caribbean countries--Haiti and Guyana--as the PMTCT Initiative.
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