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EXECUTIVE SUMMARY

Public health services in developing countries often fail because of a lack of resources, inefficient use of resources, and poor accountability.  Outsourcing of specific tasks has been tried, but, because of its interdependent nature, the supply chain would break down when one service provider failed.  Control and accountability remained difficult to achieve.  VillageReach overcame these shortcomings through an innovative public-private partnership that assumes control of the entire supply chain and combines public-sector social responsibility with private-sector discipline.  

The VillageReach model enables governments to strengthen public health systems in remote villages where capacities, skills, and systems including sound logistics and reliable energy sources are weak or absent.  Specifically, the model ensures the availability of critical health supplies, improves the quality and safety of health services, increases the demand for health services, and enhances supervision and resources management. To help fund the system, VillageReach establishes or fosters income-generating businesses that support its mission, create jobs, and stimulate local economic development. VillageReach works with local partners to develop the necessary management expertise to ensure long sustainability of the systems. Once stabilized, operational control shifts increasingly to local partners, who eventually assume management of the program.  
In March 2002, VillageReach and the Mozambique-based Foundation for Community Development (FDC) signed a groundbreaking agreement with the government of Mozambique to improve health and reduce poverty in Mozambique.  FDC, VillageReach, and the Mozambique Ministry of health identified the province of Cabo Delgado as the most appropriate setting for the demonstrating the proposed model.  
In July 2002, VillageReach and FDC launched a demonstration project in Cabo Delgado.  The project has enjoyed full support and active engagement of the government, as well as local and international partners. The project has proven very successful and currently serves more than 900,000 people through 42 health facilities in seven districts. Evaluation by the Mozambique Ministry of Health has shown an increase of up to a 40 percent in immunization rates in a number of participating districts.  To secure reliable availability of modern fuel to power refrigerators, lamps, sterilizers, and incinerators in health facilities, VillageReach and FDC established VidaGas, a Mozambican propane distribution company. VidaGas supplies propane to the Ministry of Health and local households and businesses. Dependable access to propane has improved the quality of heath services, reduced the dependency on biomass fuels, and stimulated local development. Profits from VidaGas sales will help fund operating costs and ensure the long-term financial sustainability of the system.

VillageReach and FDC propose to scale up the demonstration project to serve five million people in 37 districts in northern Mozambique over a period of five years. This will allow us to refine and further demonstrate the effectiveness of the model, and broadly disseminate the model’s outcomes, and create frameworks to guide replication in other parts of the developing world. The budget to implement, monitor and evaluate these activities is US$ 5,180,659 over five years.
I.  BACKGROUND AND RATIONALE
The cost of providing healthcare in remote communities is five times greater than in urban areas.  In most low-income countries, critical healthcare logistics systems – the distribution network, cold chain, energy system, injection safety, and communication system -- are in an advanced state of decay or altogether absent. Old kerosene-powered refrigerators experience frequent outages due to lack of fuel and spare parts, the results: about 40 percent wastage of traditional EPI vaccines (Kartoglu 2002). Inappropriate transport containers can expose goods to wide variations in temperature. As a result, a large but unknown quantity of vaccines is often spoiled and rendered ineffective, severely hampering health care worker’s efforts to protect vulnerable children and mothers from infectious diseases. In 2000, about 37 million infants worldwide were not immunized during the first year of their life. Immunization with existing vaccines could save many of the estimated 11 million children under five who die each year from infectious diseases (UNICEF 2002). Due to weak public health infrastructures the choice for many of the rural poor is between using traditional healers and not using services at all. A recent study by the University of California, Berkeley, found that less than five percent of the rural poor use the public health system for diarrheal diseases in Mozambique a leading cause of death.   

Children’s lives are also put at risk by unsafe injection practices that cause infections with Hepatitis B, Hepatitis C, and HIV/AIDS (SIGN 2000, Kane 1998). A 1998 study involving 19 countries in five regions in the developing world found that in 14 countries at least 50 percent of injections were unsafe (WHO 1999). The number of deaths attributable to unsafe injections is estimated to be at least 1.3 million people annually (WHO 2002). Moreover 70 to 90 percent of therapeutic injections in developing countries are unnecessary. These difficulties are compounded in geographically remote villages where trained healthcare personnel are scarce, critical distribution systems are weak, and access to energy comes at too high a cost.

Limited access to modern and clean energy services also characterize remote communities and makes achieving improved health difficult. Of the world’s six billion people, one-third does not have access to clean energy sources and live on less than a $2 per day. Health facilities lack even the most basic necessities, no lights for medical emergencies at night, no refrigeration to store medicines and vaccines, and no energy to properly sterilize needles. About two-thirds of households in developing countries are still dependent on biomass fuels (wood, dung, and crop residues) for cooking. Many of these households use open fires and poor quality stoves inside the home. As a result, mostly young children and women are exposed to hazardous indoor air pollution (IAP), increasing the risk of acute lower respiratory infection (ALRI), which is a cause of death for many children with measles, pertussis, and HIV (WHO 2000). ALRI is believed to cause about 20 percent of the deaths of children under five and about 10 percent of stillbirths and deaths in the first week of life in the developing world. 
The Demonstration Project 

In March 2002, VillageReach and FDC signed a groundbreaking agreement with the government of Mozambique to improve health and reduce poverty in Mozambique.  FDC, VillageReach, and the Mozambique Ministry of health identified the province of Cabo Delgado as the most appropriate setting for the demonstrating the proposed model.  With a population of 1.5 million, the province has one of the lowest per capita incomes in the country. In Cabo Delgado critical health logistics systems – distribution, refrigeration, energy, and communication – are deficient or altogether absent.  A survey conducted in early 2002 estimated Cabo Delgado DTP vaccination rates at 29 percent. Other findings include:

· All of the 90 health facilities experienced frequent stock-outs of critical vaccines and supplies, and 85 percent of the clinic refrigerators suffered from breakdowns and fuel shortages. Inefficient kerosene-powered refrigerators frequently lack fuel and spare parts.  
· Health facilities lack dependable access to energy to provide basic necessities, lighting for nighttime medical emergencies, refrigeration to store medicines and vaccines, and proper sterilization and disposal of needles and other medical equipment.

· A reliable, clean energy source also has important health implications in the home. Yet, presently less than six percent of households have access to electricity, and over a half of these are in the provincial capital, Pemba, and its surrounding areas. Outside of these semi-urban areas, electricity access is minimal or nonexistent.

· According to the national statistics institute, over 45% of the population lives more than 10 km from the nearest clinic. Overworked health workers reported spending up to 50 percent of their time on provisioning, equipment maintenance and training. The poor quality of health services, the undependable availability of supplies has resulted in decreased confidence in the health system. A recent study by the University of California at Berkeley found that, less than five percent of the rural poor use the public health system for diarrheal diseases, a leading cause of death.

· Wood is becoming increasingly scarce and mangroves – that are breeding grounds for local fish and prawns – are now widely used as fuel. The resulting degradation of the mangroves is seriously endangering the local commercial fishing industry, one of the main sources of livelihood in the region.
In July 2002, VillageReach and FDC launched a demonstration project in Cabo Delgado. The project currently serves more than 900,000 people through 42 health facilities in seven districts.  The project has enjoyed full support and active engagement of the government, as well as local and international partners. The project has proven very successful and currently serves more than 900,000 people through 42 health facilities in seven districts. Evaluation by the Mozambique Ministry of Health has shown an increase of up to a 40 percent in immunization rates in a number of participating districts.  To secure reliable availability of modern fuel to power refrigerators, lamps, sterilizers, and incinerators in health facilities, VillageReach and FDC established VidaGas, a Mozambican propane distribution company. VidaGas supplies propane to the Ministry of Health and local households and businesses. Dependable access to propane has improved the quality of heath services, reduced the dependency on biomass fuels, and stimulated local development. Profits from VidaGas sales will help fund operating costs and ensure the long-term financial sustainability of the system.

II. GOALS AND OBJETIVES
VillageReach and FDC believe this is an opportune time to scale up the demonstration project in northern Mozambique. The overarching goal of the proposed activities is to refine and further demonstrate the effectiveness of the VillageReach model, broadly disseminate the demonstration project’s outcomes, and create frameworks to guide replication throughout the developing world. The expansion of the demonstration project will help achieve the following strategic objectives in the five-year project period:

1. Improve access to vaccines and other essential supplies and support outreach activities. VillageReach builds a streamlined logistics system that connects more than 210 clinics in thirty-seven districts serving about five million people. 
2. Protect temperature sensitive health commodities. VillageReach installs a highly reliable, low maintenance, clean burning, and cost effective cold chain.  This cold chain is designed to accommodate existing and future vaccines, including pre filled, single-dose injections.
3. Improve the quality and safety of health services. VillageReach improves sterilization activities, availability of Auto-Disable (AD) syringes, management of sharps, and lighting for nighttime services.
4. Increase trust in the health system and demand for quality services. VillageReach enlists the support of community leaders, trains and empowers community representatives to provide basic health services and refer patients to the nearest health facilities. 
5. Ensure sustainable results. VillageReach ensures the long-term sustainability of its system through capacity building, local ownership, political commitment, strategic partnerships, and sustained funding (See section 4.2 for more details).
6. Enhance surveillance and supervision of health activities. VillageReach improves the transport and communication systems and increases the capacity of health authorities to effectively monitor health activities.
7. Refine and further demonstrate the effectiveness of the VillageReach model, disseminate model’s outcomes, and create frameworks to guide replication throughout the developing world.

III. PROJECT DESIGN AND METHOD
Through experience in Mozambique, VillageReach and FDC have identified five critical elements for improving health and reducing poverty in remote villages.  
Impact of the VillageReach Model
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(*) see section 4.2 for additional information on how the VillageReach Model ensures long-term sustainability.

Strategic Objective 1:  Improve access to vaccines and other essential supplies and support outreach activities to more than 210 clinics in thirty-seven districts serving about five million people.
Current Situation:  
A dedicated fleet makes monthly deliveries of critical supplies from the provincial warehouse to rural clinics.  Monthly deliveries help VillageReach ensure even the hardest-to-reach clinics are supplied with vaccines and related supplies, essential medicines, and propane.  Moreover, VillageReach staff inspects equipment, such as refrigerators and lamps, and make repairs if necessary.

Proposed Major Activities:  

· Deliver commodities and continuously ensure that existing and future vaccines and therapies against diseases such as tuberculosis, malaria and HIV/AIDS can be delivered using the logistics system.

· Test new service modalities, such as new regimen for the delivery of vaccines or management of Directly Observable Therapies (DOTS) programs.  Monitor and provide management information, such as compliance of populations and patients preferences
· Develop logistics scenarios to help increase the availability of transport assets while lowering operating costs. Examples of activities includes: 
· Serve groups of health facilities through regional storage centers connected to central warehouses via optimized routes (Hub and spokes architectures).

· Monitor logistics segments between the national store and provincial stores to improve the national stock utilization and eliminate stock-outs at provincial level.
· Reduce volume and air freight by taking some vaccines out of the cold chain between national stores and provincial stores.
· Explore collaboration with local operators to perform specific logistics activities such as preventive maintenance, warehousing, and transport. These outsourcing scenarios will be design to help reduce our overall operating costs. 
Strategic Objective 2:  Protect temperature sensitive vaccines and other essential health commodities to eliminate wastage.

Current Situation:  
VillageReach installed five large capacity TCW1152 refrigerators at the provincial store and 30 RCW50 EG refrigerators in clinics.  VillageReach chose propane-powered RCW50 EG refrigerators because they are highly reliable, low maintenance, clean burning, and cost effective.  This cold chain is designed to accommodate existing and future vaccines, including pre filled, single-dose injections.  

Proposed Major Activities:  

· VillageReach is conducting studies to improve the cold chain.  In July 2003, VillageReach and PATH began two studies in Cabo Delgado – a freeze study and an ice-free cold chain study - relate to PATH’s initiatives for developing Freeze – Safe Refrigeration Systems.  The freeze study seeks to determine the incidence of temperatures below acceptable levels throughout the cold chain from the nation’s capital to rural clinics and beyond.  
· The second study is a field test of an ice-free cold chain (refrigerators and vaccine carriers).  Samples of these fridges will be installed in selected clinics and our transport vehicle. (ADD INFORMATION ON VAXIPAK …
· VillageReach is uniquely positioned to conduct these and similar studies.  VillageReach has established healthcare infrastructure – staff, vehicles, cold chain, communications, and offices - extending from the provincial capital to rural clinics and beyond in the case of outreach.  Because it works closely with the Ministry of Health, VillageReach can mediate with Ministry of Health officials, train clinic staff, and ensure ongoing compliance with study protocols. 

Strategic Objective 3:  Improve the quality and safety of health services. 

Current Situation:  
· Propane-powered burners were provided to 30 clinics to ensure proper sterilization. 
· Propane-powered lamps have been installed in 30 clinics to provide lighting for nighttime emergencies such as childbirth.

· More than 150 health workers and local staff have been trained to properly operate and maintain refrigerators, lamps and other equipment installed in health facilities.

Proposed Major Activities:  
· Introduce needle removers in all participating clinics and set up adequate facilities to collect or destroy infectious waste at the health facility level.  Needle removers are inexpensive, portable point-of-use devices that facilitate the safe collection and disposal of contaminated needles. These devices provide immediate isolation of contaminated sharps, decrease the required volume of disposal boxes and/or containers, and may aid in discouraging the use of contaminated syringes.
· Install incinerators at the following strategic locations in the province: three rural hospitals (Mueda, Montepuez, and Mocimboa da Praia), the district hospital in Chuire (the largest.district), and the provincial hospital in Pemba.  These incinerators will be used to dispose of contaminated syringes and needles, and other medical waste.

· Train additional health workers from at district, provincial and central levels in demand forecasting, stock management, transport management, equipment maintenance and operational procedures 

· Install propane-powered lamps and propane-powered burners in all participating health facilities.
· Continue to identify new applications that can be improved by the introduction and dependable availability of propane energy.  For example, we are exploring the installation of propane-powered cookers and water heaters to improve the quality of service and the experience of patients at the provincial and rural hospitals.
Strategic Objective 4:  Increase trust in the health system and demand for quality services.
Proposed Major Activities:  

We will take advantage of our on-the-ground partner (FDC) extensive experience and relationships with community-based organization to achieve the following: 

· Educate local communities on the value of immunization, enlist the support of community leaders, and increase trust in the health system and demand for quality services.

· Train and empower community representatives to provide basic health services and refer patients to the nearest health facilities. For maternal health, traditional birth attendants are provided safety kits and other basic supplies to ensure safe delivery.  For childhood illness, community representatives are trained in sanitation and hygiene practices to prevent diarrhea, and the use of oral rehydration salt to treat dehydration, the immediate cause of deaths attributed to diarrhea. 
Community representatives will be provided appropriate transportation to regularly inspect neighboring health posts and, in turn, provide feedback on the operation of the system at the community level.
Strategic Objective 5:  Ensure sustainable results. 
Section 4.3 below provides more details on how VillageReach ensures the long-term sustainability of its system through capacity building, local ownership, political commitment, and strategic partnerships. The following paragraph describe how we plan to achieve our objective of covering up to 25 percent of the costs of operating the logistics system with revenues from commercial sales of propane, within five years. 
Current Situation:  

To secure the availability of the propane gas used by clinics for powering refrigerators, lamps, and burners, FDC and VillageReach established VidaGas, a Mozambican propane distribution company. Profits from VidaGas sales will help fund operating costs and ensure the long-term financial sustainability of the system.

· VidaGas is operating a filling plant with a storage capacity of over 20 metric tons in the provincial capital (Pemba). VidaGas owns a 10 metric ton container used to transport propane from Maputo to Pemba. VidaGas currently employs xx staff and works with local entrepreneurs to manufacture low-cost cookers and distribute propane.
· VidaGas supplies propane to the Ministry of Health as well as local households and businesses. Most local hotels, restaurants and industrial operators purchase propane from VidaGas because of the dependable availability of propane and because all profits from VidaGas sales will help improve access to healthcare in the province. VidaGas currently supplies about 5 metric tons of propane a month.
Proposed Major Activities:  
· Work with community partners to develop and implement educational campaigns to encourage households to adopt propane.

· Work with the Ministry of Finance, Ministry of Natural Resources and Energy, and the Energy Fund (FUNAE) to revise existing importation regulations and taxation formula for propane gas. This could reduce the price of propane by about 25 percent.
· Work with FUNAE to design and implement fuel subsidies for low-income households and establish micro-lending programs and introduce affordable domestic appliances (e.g., stoves and lamps).

· Engage local entrepreneurs to establish an extensive retail network and ensure greater availability of propane throughout the region. This will ensure broad availability of propane and facilitate the adoption by local consumers.

· Partner with established propane distributors to increase local technical and marketing capacity to successfully operate the propane distribution company.
· Increase storage capacity of the VidaGas plant to reduce supply costs. Expand VidaGas distribution network to increase the availability of propane in the province

Strategic Objective 6:  Enhance surveillance and supervision of health activities. 
Current Situation:  
During our monthly delivery visits, the VillageReach team is always accompanied by provincial and district health officials. This enables them to take advantage of our transport system to oversee local operations and hear first hand the feedback from frontline personnel and some times customers/mothers.  

Proposed Major Activities:  

· Build a database to track down deliveries, and improve forecasting and stock management.

· VillageReach is working with Iridium – a global communication service provider – to utilize its satellite platform to enable near real-time stock management, improve fleet management, and enhance communications with remote health posts. 

· Organize random supervisory visit to control the quality of service delivered by the logistics team and to increase opportunities for the provincial and district staff to visit the field.

· Provide additional transportation to critical districts and health facilities to improve response to emergency and support outreach.

Strategic Objective 7:  Refine and further demonstrate the effectiveness of the VillageReach model, and create generic implementation frameworks to guide replication throughout the developing world.

Current Situation:  

We have enlisted the support of the best national and international experts with relevant experiences and skills to successfully implement the proposed activities. In addition, we have gathered documents and findings from our activities to date. This includes documentation on the 18 month feasibility study that included the review of public health systems in Mozambique, Africa (e.g., Kenya and Senegal), Europe (e.g., the United Kingdom) and the United States of America. 
Proposed Major Activities:  
· Evaluate the demonstration project to refine the VillageReach model for applicability beyond Cabo Delgado, including other Mozambican provinces and other countries.  

· Share its findings with partners, such as GAVI, the Vaccine Fund, and PATH, for feedback and input into the development of other programs
· Conduct a complete evaluation of the project, the finalization of the model, and a broad dissemination of the project’s activities and outcomes. (See Monitoring and Evaluation Plan)

IV.   IMPLEMENTATION

4.1 Scaling-up the Demonstration Project

The demonstration project has proven enormously successful and currently serves more than 900,000 people through 42 clinics in seven districts. VillageReach and FDC propose to scale up the demonstration project from seven to seventeen districts in Cabo Delgado and 20 in the neighboring province of Nampula. VillageReach and FDC will serve a total of 37 districts covering five million people in northern Mozambique. The proposed project will be carried out in four phases over five years.

· Phase I: Strengthen and expand logistics systems in Cabo Delgado. 

· Phase II: Interim evaluation and model development

· Phase III: Expand system to 20 districts in Nampula Province.  

· Phase IV: Final evaluation, model completion, findings dissemination

Phase I: Strengthen and expand the logistics systems in Cabo Delgado.
Months 1 – 60 
The first phase builds a logistics system into ten districts in Cabo Delgado, while strengthening the logistics system in the seven districts currently served, bringing the number of participating districts to 17. 
Phase II: Interim evaluation and model development

Months 9 - 12 

The second phase consists of an evaluation of the project to improve and refine the approach to ensure its broad applicability, and the drafting of a model of health infrastructure strengthening. Preliminary findings will be shared with selected GAVI partners and others for feedback. (See Monitoring and Evaluation Plan, below).
Phase III: Expand of the project to 20 districts in Nampula province

Months 12 – 60

The third phase expands the project to the 20 districts in Nampula province, bringing the total of participating districts to 37. 

Phase IV: Final evaluation, model completion, findings dissemination

Months 54 - 60 

The fourth and final phase consists of a complete evaluation of the project, the finalization of the model, and a broad dissemination of the project’s activities and outcomes. (See Monitoring and Evaluation Plan)
4.2 Ensuring Sustainable Results

VillageReach ensures the long-term sustainability of its system through capacity building, local ownership, political commitment, strategic partnerships, and sustained funding.

1.  Capacity Building – We train health staff and local staff to ensure proper handling of supplies and equipment usage and maintenance. VillageReach also introduces new tools, technologies, and best practices, including proper sterilization procedures and stock management.

· We work with local governments to train health workers in the operation and maintenance of equipment installed in health facilities (e.g., refrigerators and lamps). To date, we have trained over 150 employees of the Ministry of Health.

· We also work with the government to ensure that health workers can safely provide maternal and child health interventions, namely, ante-natal, delivery, and post-natal care, family planning, immunization, as well as the treatment and control of diseases, such as malaria and respiratory and diarrheal infections.

2.  Local Ownership – Our on-the-ground partner, FDC, manages relationships with the government, educates local communities on the value of immunization, enlists the support of community leaders, and increases trust in the health system and demand for quality services.

VillageReach maintains an active role during the feasibility study and start-up stages of the project, and gradually empowers local partners to take over the management of daily operations. Once a project is successfully up and running, VillageReach maintains a supervisory role, while providing technical support and training. 
3.  Political Commitment – VillageReach and its partners enter into long-term collaboration agreements with national governments. The National government is responsible for building, staffing and operating health facilities, as well as procuring vaccines, medicines and related supplies distributed through our logistics systems.

In Mozambique, the Project was inaugurated by the President of the Republic H.E. Joaquim  Chissano. We have signed a five-year outsourcing agreement with the Ministry of Health and we are collaborating with several government entities in areas such as energy and natural resources, environment, and telecommunications that are critical to the success of our solutions. In addition, the office of the provincial Governor has been providing administrative and legislative support to our efforts. 
 4.  Strategic public and private partnerships – We work with business partners and international organizations whose products and services strengthen our solutions. 
· We plan to expand our collaboration with the Program for Appropriate Technology in Health (PATH) to introduce tools and best practices to increase injection safety, improve refrigeration systems, and extend outreach services. 
· Collaborating with global initiatives such as GAVI will help us to broadly disseminate the project’s outcomes and replicate the generic implementation frameworks in other parts of the developing world 
· We have a long tradition of successful partnerships with business companies. For example:
· Getty Images (www.gettyimages.com) provides office space and unlimited access to its extensive images bank and designers. 
· We have signed collaboration agreement with Iridium LLC (www.iridium.com) a Global Satellite provider to use their communication platform. 
· Several Seattle-based service providers (law firms and PR firms have supported our effort).
· We are finalizing an agreement with AMERIGAS (www.amerigas.com)  US largest propane distributor, for a technical collaboration as well as in kind contribution. 
· We have engaged Coca-Cola in Mozambique to explore ways to leverage their distribution network.

· We recently signed an agreement with UNICEF to take advantage of their global supply division to lower the cost of procuring our capital equipment.

· We are working with the Mozambique Ministry of Finance, Ministry of Natural Resources and Energy, and the Energy Fund (FUNAE) to increase access to clean burning energy and stop the degradation of the mangroves – that are breeding grounds for local fish and prawns one of the main sources of livelihood in the region.
5.  Sustained Funding – We supplement initial philanthropic funding by attracting support from various sources. By setting up synergistic revenue-generating activities we help fund project operating costs and ensure long-term financial sustainability of the project (e.g., propane distribution in Mozambique.)  Finally, we secure commitments from national governments to gradually increase their share of operating costs.

V. ORGANIZATIONAL CAPACITY
FDC was established in 1990 to strengthen the capacity of disadvantaged communities, with the objective of overcoming poverty and promoting social justice in Mozambique. FDC is the only Foundation of its kind in Mozambique, and the demand placed on this organization to respond to community needs is ever increasing. FDC is chaired by Graça Machel, former first lady and minister of education in Mozambique, is widely recognized for her dedication to education and for her leadership in organizations devoted to the children of her war-torn country.  She currently serves as chairperson of the Commonwealth Foundation, chancellor of the University of Cape Town, and president of the Foundation for Community Development.  Machel is also a member of the Advisory Board of Disarmament Matters at the United Nations, where she has focused on the impact of armed conflict on children, and serves on the boards of the UN Foundation, the UN University and the South Centre.
VillageReach is a non-profit 501(c)(3) organization based in Seattle, USA.  We have developed a model that empowers governments and local partners to improve health and reduce poverty in remote communities of the developing world. While we primarily focus on health, we recognize the important role that economic development plays to improve the quality of life for the world's poorest populations. VillageReach was founded in early 2000 by Blaise Judja-Sato.  VillageReach has received the support of national and international organization such as XXXX
In early 2000, FDC teamed up with US-based VillageReach to provide relief to flood victims. During that experience, FDC and VillageReach observed that in most remote communities, critical health logistics systems – distribution, refrigeration, energy, and communication – are deficient or altogether absent. They approached the Government of Mozambique and initiated an 18 month feasibility study that included the review of public health systems in Mozambique, Africa (e.g., Kenya and Senegal), Europe (e.g., the United Kingdom) and the United States of America. Since then, FDC and VillageReach have developed a scalable and sustainable model that improves health, while addressing acute environmental and social problems in remote villages. 
Board of Directors 

VillageReach and FDC Board of Directors, Advisory Board and management team have relevant experiences and skills to successfully oversee, guide and implement the proposed activities. 
· VillageReach 
· President Nelson Mandela, Honorary Chair (VillageReach)
· Mrs. Graca Machel, Chairperson, Foundation for Community Development (FDC)

· Mr. Jacques-Francois Martin, President, Vaccine Fund

· Dr. Seth Berkeley, President & CEO, International AIDS Vaccine Initiative (IAVI)

· Professor Paul Kleindorfer, The Wharton School of Business, University of Pennsylvania

· Mr. Blaise Judja-Sato, Founder & President, VillageReach
· FDC 
· Dr. Eneas Comiche, Former minister of Justice and current mayor of Maputo
· Rev. Diniz Sengulane
· Dr. Abdul Carimo
· Engineer Arnaldo Lopes Pereira, Vice-chairman of the Board, Commercial and Industrial Bank of Mozambique
· Dr. Luísa Diogo Minister of Finance (Mozambique)
· Architect Júlio Carrilho
· Dr. Bernardo Ferraz, Former minister of Environment (Mozambique)
· Dr. José Ibraimo Abudo
· Dr. Rui Baltazar dos Santos
5.1
Key personnel

· Mr. Blaise Judja-Sato, Founder and President of VillageReach, has over 10 years of experience establishing and managing telecommunications systems in developing countries. Prior to founding VillageReach, Mr. Judja-Sato was Director of International Business Development for Teledesic LLC, a company formed by Craig McCaw and Bill Gates to provide broadband satellite communications services worldwide. Prior to that, he was the Africa Regional Managing Director for AT&T undersea fiber-optic systems. Mr. Judja-Sato is the President of the US Friends of the Nelson Mandela Foundation and Vice-President of the US Friends of the Foundation for Community Development. He serves on the board of trustees of the Africa-America Institute (AAI) and the Seattle chapter of UNICEF.

· Mr. Carlos Fumo, Executive Director of FDC, trained in Adult Education and has 12 years of working experience within the public sector in the Ministry of Education. Prior to joining the FDC, he spent seven years working exclusively within the civil society sector where he was active in undertaking capacity building initiatives and stimulating and promoting the emergence of local non-governmental organizations (NGOs) and community-based organizations (CBOs) in various parts of Mozambique. He also participated in lobbying and advocacy activities to help create more legal and social space for NGOs and CBOs to participate in the development efforts of the country. Mr. Fumo has participated in various international forums of Civil Society Organizations. His expertise and contributions to non-profit research are widely recognized. Most recently, he played a central role in completing a comprehensive national survey and review of micro-credit programs in Mozambique
· Mr. Craig Nakagawa, Chief Operating Officer, worked as a pharmaceuticals analyst for the investment bank Lehman Brothers in Tokyo, Hong Kong, and New York. After six years abroad, Craig completed his MBA at the University of Chicago. He then worked on Wall Street and in San Francisco before joining the satellite venture Teledesic in Seattle. Later on, he transferred to ICO Global Communications in London after it’s acquisition by Craig McCaw. At both companies, Craig worked in new business development, planning, and corporate development. 

· Mr. Lionel Pierre, Logistics Consultant, has over 25 years experience working with international aid organizations such as USAID, WHO, UNICEF and the World Bank, to develop and manage health care systems in low-income countries. Mr. Pierre’s work has focused specifically on improving transport and cold chain equipment as well as establishing best practices for management and assessment of Extended Program for Immunization (EPI) logistics systems in rural, chronically underserved areas of the developing world.

· Mr. Didier Lavril, Energy Consultant, has extensive experience developing large-scale LPG facilities for multinational energy companies such as Energy UK and Addax. His hands-on management experience with LPG procurement, storage and distribution in the Middle East and Africa enables him to understand and solve the complexities of implementing viable energy solutions in low-income countries.

· Alfredo Durão, Project Technical Director, has spent the past 25 years addressing various cold chain issues for the Mozambique Ministry of Health. Prior to joining VillageReach Mr. Durao was Provincial Director of the Extended Program for Immunization (EPI), where he was in charge of immunization logistics and cold chain for the entire province of Cabo Delgado. 

5.2
Key Advisors

· Dr. Michael J. Free, Vice President for Technology, Program for Appropriate Technology in Health (PATH)

· Mr. John Lloyd, Deputy Director, PATH Children’s Vaccine Program (PATH/CVP)

· Dr. Geoffrey Pasvol, Professor, Infection and Tropical Medicine, Imperial College London

· Mr. Paul Suzman, Entrepreneur, Founder & CEO of OfficeLease, Seattle

VI.   MONITORING AND EVALUATION PLAN

We will assess the cost-effectiveness of the project by computing the costs of reaching the last mile and by determining the resulting population impact. The evaluation will aggregate data from each participating district into an overall project evaluation. Both qualitative and quantitative indicators will be developed and will include the following information:

· Health – Immunization coverage (e.g. number of children immunized); Essential medicines coverage (e.g., number of other essential medicines provided, including contraceptives, micronutrients, and vitamins). Prevalence of some childhood diseases (e.g. respiratory diseases).
· Distribution Network and Cold Chain – Volume of vaccines and other medicines delivered; storage conditions at health facilities; accuracy of record keeping for inventories; stock out of essential commodities; availability of transport and refrigeration equipment (e.g. at the time of the visit and in the last six months); and number of health facilities providing immunization; and number of health facility personnel trained in logistics. 
· Injection  Safety – Volume of safety syringes distributed; percentage of curative injections using safety syringes with re-use prevention features; number of incinerators built; number of needle-puller distributed; volume of infections from contaminated syringes; number of education outreach missions completed; number of health workers trained in sterilization techniques.

· Energy Systems – Number or percentage of households using propane as primary source of energy; women starting businesses using propane; number of VidaGas retailers; number of small businesses enabled by the availability of propane; percentage of project operating costs funded by VidaGas.

· Communication Systems: Number of emergency calls, stock-outs or breakdowns reported, epidemics reported, remote diagnosis and medical procedures enabled.

VII.   Budget Justification

VillageReach and FDC are raising US$ 5,180,659 to cover the costs associated with implementing, monitoring and evaluating proposed activities over a period of six years - or about US$0.20 per person served per year. Line items in the budget may shift based on needs identified during assessments and surveying phases. See Appendix 1 for more details on the proposed budget.
KEY FINANCIALS ASSUMPTIONS

VillageReach’s budget totals $5,180,659 over six years for two provinces in northern Mozambique.  Costs for completing the rollout in VillageReach’s current province of operation, Cabo Delgado, total $2,247,655.  Costs for expanding the program in the neighboring province of Nampula total $2,933,003.  

Cabo Delgado costs are presented over five years while Nampula costs are presented over six years.  The consolidated costs are over six years. Costs are presented in this time frame to reflect the phases of each project and to represent costs for at least five years.  Five years are sufficient for Cabo Delgado because VillageReach already operates in the province. Six years are required for Nampula because during the first year, VillageReach staff will be completing the rollout in Cabo Delgado and preparing Nampula for program implementation for year 2.  Full operations in Nampula will not occur until year 2.  

Personnel

Personnel costs include Seattle staff, local staff, and consultants directly related to project implementation and program evaluation and monitoring.  

The following outlines the main assumptions for calculating personnel costs.  

Local Staff

Cabo Delgado Staff

	Position
	Quantity*
	Annual Base Salary
	Fringe

	Provincial manager
	1
	12,000
	15%

	Regional field supervisor
	3
	4,200
	15%

	Driver
	4
	1,800
	15%


*Assumes full coverage of province. 

Nampula Staff

	Position
	Quantity*
	Annual Base Salary
	Fringe

	Provincial manager
	1
	12,000
	15%

	Regional field supervisor
	4
	4,200
	15%

	Driver
	5
	1,800
	15%


*Assumes full coverage of province. 

VillageReach hires one general manager per province, one regional supervisor per region, and one driver per region plus an extra driver who supports the warehouse during non delivery periods.  

Consultants and Headquarters Staff

The activities of consultants and headquarters staff include government relations and technical assistance related to program implementation and evaluation and monitoring.  

Consultants

VillageReach assumes $500 per day consulting fees.  VillageReach will need logistics experts to assess equipment needs and tailor VillageReach’s logistics solutions to the actual conditions of new areas of operation.  Logistics consultants will also implement the logistics systems, interact with local Ministry of Health officials and staff, hire and train VillageReach staff, and train Ministry of Health staff.  

Seattle Staff

	Position
	Annual Base Salary
	Fringe

	President
	85,000
	15%

	Finance / planning
	85,000
	15%

	Program manager
	50,000
	15%


Travel and Per Diem

Travel and per diem costs relate to airfares, lodging, and meals and incidental expenses (MIE).  

Round Trip Airfares

	Circuit
	Cost
	Source

	North America – Africa
	7,000
	PATH

	Intra Africa
	1,000
	PATH

	Maputo – Pemba (Intra Mozambique)
	600
	Mozambique Air


Per Diem Rates

	Personnel
	Daily Rate
	Source

	International Consultants
	188
	US Dept of State

	Regional Field Supervisors
	21
	Ministry of Health

	Drivers
	21
	Ministry of Health


Per diems for Regional Field Supervisors and Drivers relate to days spent delivering goods to clinics.  

Trip Frequency for Technical Assistance (Cabo Delgado)

	
	Yr 1
	Yr 2
	Yr 3
	Yr 4
	Yr 5

	Implementation / training
	3
	
	
	
	

	Evaluation / monitoring
	3
	1
	1
	1
	2


Trip Frequency for Technical Assistance (Nampula)

	
	Yr 2*
	Yr 3
	Yr 4
	Yr 5
	Yr 6

	Implementation / training
	3
	
	
	
	

	Evaluation / monitoring
	3
	1
	1
	1
	2


*No trips are assumed in the first year because staff and consultants can visit Nampula during visits to Cabo Delgado. 

Each trip is budgeted for 16 days, which includes 14 days of work time and 2 days of travel time. The equivalent of two visits are assumed to occur in the fifth operating year of each program to make a full evaluation of the program and its effect on the population. 

Delivery Costs

Delivery costs relate to fuel costs, maintenance costs, and vehicle insurance related to monthly delivery of goods to clinics.  Estimates are based on actual fuel costs.  Maintenance costs are based on estimates provided by Riders For Health.  

Fuel Costs Per Clinic

	Cost Elements
	Amount

	Pickup truck
	7.10

	5-ton truck
	1.91

	Pickup truck maintenance
	5.68


Pickup truck: VillageReach’s monthly budget for delivering to 36 clinics is 6,132,960 meticais (MZM). At an exchange rate of 24,000 meticais to the USD, fuel costs per clinic are $7.10. Fuel budgets vary along with the price of fuel.  

5-ton truck: Although the 5-ton truck delivers to only district headquarter clinics, fuel costs are calculated by all clinics to remain consistent with fuel costs for pickup trucks.  The fuel budget is 1,650,000 MZM or $1.91 per clinic. 

Equipment and Supplies

Equipment and supplies costs reflect equipment and propane costs.  Equipment needs are estimated at clinic, district, regional, and provincial level.  Equipment costs are on a CIF basis (cargo, insurance, freight) and in some cases include labor costs related to installation and training. 

Clinic Equipment

	Equipment
	Units
	Unit Cost

	Refrigerator (RCW 50 EG)
	1
	1,642

	Propane cylinders
	8
	17

	Changeover valve for cylinders
	1
	81

	Pot holder for cylinder
	1
	19

	Burner for cylinder 
	1
	3

	Lamp for cylinder
	1
	12

	Pole for lamp
	1
	7

	Bicycle
	1
	42

	Sharp disposal pit
	1
	195


District Level 

	Equipment
	Units
	Unit Cost

	Incinerator
	1
	5,000


Regional Level 

	Equipment
	Units
	Unit Cost

	Toyota Land Cruiser pickup truck
	1
	35,000

	Codan HF radio (mobile)
	1
	7,000

	Tiny Talk temperature monitors
	10
	150

	Spare refrigerators
	*
	1,642


*10% of refrigerators in a region. 

Provincial Level

	Equipment
	Units
	Unit Cost

	Hino 5-ton capacity truck
	1
	50,000

	Honda 125 cc motorcycle
	1
	5,000

	TCW 1152 refrigerator
	5*
	1,863

	Codan HF radio (fixed)
	1
	4,000

	Computer
	1
	1,500

	Fax
	1
	1,000


*Varies by population.

Ongoing Propane Supply Costs

Propane costs are based on maintaining four cylinders for refrigeration - two for monthly consumption and two for reserve – and four for lighting and sterilization – two for consumption and two for reserve.  For estimation purposes, four cylinders are replaced monthly. 

Workshops and Training

Workshop and training costs relate mainly to installation and use of equipment and are included in consulting costs.  

Other Project Costs

Other project costs include charges for telephone, copying, postage, and office supplies used directly for the project.  There is also a charge for facilities.  Estimates are based on direct salary costs on the following basis.

	Cost
	Percent

	Telephone
	8%

	Copying
	1%

	Postage
	2%

	Office supplies
	1%

	Facilities
	20%


Overhead

Overhead as a percent of the total funding request is 17%.  Overhead was calculated by applying 30% to the direct costs of salary (staff and consultants), travel and per diems, delivery costs, and other project costs.  These costs reflect budgeted amounts for costs such as rent, utilities, staff and other costs not directly attributable to projects.  
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