includepicture "c:\\msoffice\\Clipart\\CREST.WPG" \* Mergeformat \d 
	DFID
	Department for

International

Development


ANNEX A

11/04


CENTRAL RESEARCH DEPARTMENT

RESEARCH PROGRAMME CONSORTIA

GENERAL AND TECHNICAL TENDER

Submitted by 
[image: image1.png]1DSH

[nstitute of Development Studies
Sussex




(To be completed by DFID)

	Date received
	

	ITT number
	HD43

	Previously submitted (dates)
	OCTOBER 04

	Related EOI 
	THEME 4 – 8


Tenders must be completed in English in this standard format and within the word restrictions imposed.

Tenders should be completed electronically and text should be entered in the boxes provided.

Section 1. Essential Facts
Research Programme Consortium (RPC) Title (maximum 120 characters)
	Realising Rights: improving sexual and reproductive health for poor and vulnerable populations


Short Title (maximum 60 characters)
	Realising Sexual and Reproductive Health Rights


Summary of Purpose of RPC  (maximum 200 words)
	High SRH mortality and morbidity compromise poverty reduction effects. Poor sexual and reproductive health (SRH) is a source of enormous suffering for millions of the world’s poorest people. Yet it is a largely invisible burden in many countries. Despite two decades of sustained effort, progress on improving SRH has remained slow and SRH rights poorly understood or articulated. This consortium was constructed to address the factors underlying the persistent low priority given to SRH and rights in policy and practice. It brings together a strong multidisciplinary research and service delivery partnership to work with policy and advocacy constituencies.  It will work to counter the silence about SRH and rights by:


Improving the evidence base on the high levels of SRH morbidity, mortality and unmet needs, and communicating it to relevant actors


Finding innovative ways to improve access to existing and new low cost SRH technologies and services by poor women and men

· Improving knowledge of the constraints to translating SRH rights into reality

· Building national capacity to put sexual and reproductive health and rights onto the policy agenda and to contribute to the realisation of the MDGs.


Name of RPC Director

	Dr. Hilary Standing


Applicant Institution

	Institute of Development Studies


Consortium Partners

	African Population and Health Research Center, P O Box 10787, Nairobi, Kenya

BRAC, 75 Mohakhali, Dhaka 1212, Bangladesh 
EngenderHealth, 440 Ninth Avenue, 13th Floor, New York, NY 10001, USA

INDEPTH Network, P O Box KD 213, Kanda,  Accra, Ghana

London School of Hygiene and Tropical Medicine, 49-51 Bedford Square, London WC1B 3DP




Start Date 
End Date

	1st July 2005
	30th June 2010


Total Contract Value Proposed (£)

	£2,500,000


Breakdown of Total Contract Value by Financial Year

	FY:2005/06
	FY:2006/07
	FY:2007/08
	FY:2008/09
	FY:2009/10
	FY:2010/11

	£375,000
	£500,000
	£500,000
	£500,000
	£500,000
	£125,000


Which countries will the RPC cover?

	We will focus on low income countries in sub-Saharan Africa and South Asia as these are regions with high levels of morbidity and mortality from poor SRH and unmet need for appropriate, high quality SRH services. As they contain a wide range of regimes from the point of view of progressive realisation of SRH rights, this also provides the opportunity for comparative policy analysis and comparison of advocacy strategies. Some of the work of the RPC will be concentrated in countries where RPC partners are located: Ghana, Kenya and Bangladesh.  However, geographical coverage will be considerably wider.  The INDEPTH Network consists of over 30 research sites in Africa, Asia and Latin America and we anticipate collaborative research and capacity strengthening with a sub-set of them.  The African Population and Health Research Center is developing a regional research and capacity strengthening remit, which the RPC will enhance.  EngenderHealth has offices and programmes in 38 poor countries.  BRAC's activities and influence extend well beyond Bangladesh.  BRAC has just started provision of services in Afghanistan. The London School of Hygiene and Tropical Medicine and the Institute of Development Studies have research links on SRH and rights in several other countries, including India, Pakistan, China and Brazil, which can be drawn upon for wider influence and dissemination.


Applicant Institution

Name and address of applicant institution

	The Institute of Development Studies, at the University of Sussex, Brighton, BN1 9RE


Name of Head of Department or other person responsible for activities of RPC

	Professor Lawrence Haddad, Director


Name, address and email address of Finance Officer

	Ms. Sophie Whitaker, the Institute of Development Studies, at the University of Sussex, Brighton, BN1 9RE, S.Whitaker@ids.ac.uk


Details of RPC Director

Name

	Dr. Hilary Standing


Present Position Held

	Fellow in Health and Social Change Team


Office Address

	The Institute of Development Studies, at the University of Sussex, Brighton, BN1 9RE


Office Telephone no.
Fax no.

	01273 877147
	01273 621202/691647


E-mail address

	H.Standing@ids.ac.uk


Is the proposed RPC a continuation or extension of work already funded by DFID?  

No  FORMCHECKBOX 
 Yes formcheckbox 
 If yes please supply details below.

DFID Reference no.

	     


Title

	     


What are the links between existing DFID-funded work and the current application? (maximum 500 words)
	DFID has supported a Knowledge Programme (KP) on Reproductive Health in Developing Countries at the LSHTM, led by John Cleland, since 1990. This Programme has allowed the School to assemble and retain the most productive groups of SRH researchers in Europe. DFID has supported related programmes on HIV/AIDS and Maternal Health at LSHTM for a similar time.  This long term support has enabled LSHTM to develop an impressive human resource capacity in sexual and reproductive health research, both in London and through collaborations with researchers and policymakers in many developing countries. It has helped to build human and physical capacity in partner institutions; to develop, raise funds for and implement major programmes of research; and to disseminate the results of the research both nationally and internationally.  This proposed Research Programme Consortium will benefit from the research experience and collaborations LSHTM has established through previous and current DFID-funded programmes with institutions in developing countries, and with other DFID-funded programmes in the School.  The Reproductive Health Knowledge Programme has three key priorities. First, the generation of new knowledge which has focused on a) opportunities and threats to improving SRH in poor people (including socio-cultural and behavioural research and issues of service quality, effectiveness and integration); b) implications of policy and health system developments for sexual and reproductive health services; c) measurement of the impact of the HIV pandemic and related Sexually-Transmitted Infections (STIs).  Staff have recently conducted research on dual protection among both married and single people.  Second the programme has enhanced capacities and partnerships for international research on SRH and third it has developed new and improved methods, techniques and manuals for SRH research. The new Consortium represents an exciting opportunity to bring together the demographic, social science and policy-analysis expertise of the Reproductive Health programme with the rights, poverty and vulnerability expertise of IDS and with new and existing partnerships with Southern and US research institutions and service providers who are strategically placed both as collaborators and as users and communicators of research. 


Is the work of the proposed RPC currently being supported by any other body? 

No  FORMCHECKBOX 
 Yes formcheckbox 
 If yes please supply details below.

Funding Body and Address

	      


Amount and duration of funding (include dates)

	      


Reference no.

	     


Title

	     


What are the links between existing funded work and the current application? (maximum 500 words)

	This programme will build on and link to existing projects of the consortium partners, including:


	Funder
	Research name
	Holder
	Start date
	Finish date

	Wellcome Trust
	Effectiveness of linking microenterprise development with STD/HIV prevention activities targeting vulnerable groups: study of female sex workers in Kenya’s urban informal settlements
	LSHTM (Cleland/Busza)
	2003
	2005

	EU via Interact Worldwide
	Building up Rights-Based Approaches to HIV/AIDS in Pakistan
	LSHTM (Mayhew)
	2004
	2006

	EU via INSERM
	Emergency Contraception: a means to improve reproductive health in West Africa
	LSHTM
(Mayhew)
	2005
	2007


	USAID/FHI
	Operations Research to Test the Integration of Dual Protection Counselling into Family Planning Clinics in Ethiopia 
	EngenderHealth (with FHI)
	2003
	2005

	Bill and Melinda Gates Foundation/Alliance for Cervical Cancer
	Randomized control study of safety and efficacy of cervical cancer screening using direct visual inspection with acetic acid or HPV testing followed by treatment with cryosurgery for women with positive results in South Africa. 
	EngenderHealth (with University of Capetown and Columbia University)
	2000
	2005

	Ford Foundation
	Strengthening intellectual foundations for research on sexuality and education in sub-Saharan Africa
	APHRC (with AGI)
	2004
	2006

	Bill and Melinda Gates Foundation and NIH through AGI
	Understanding HIV/AIDS risks among adolescents in sub-Saharan Africa – Protecting the Next Generation (PNG)
	APHRC
	2002
	2006


DFID is part of the Small Business Research Initiative (SBRI), designed to encourage research by small businesses and other organizations please tick the box if your organization has less than 250 employees 
      Yes   FORMCHECKBOX 


Capability Statement of Lead Organization (maximum 1000 words)
1. State why the organization is suitable to lead the RPC and what its comparative advantage is. Include previous or current work that would complement the proposed RPC (avoid confusion between current and proposed activities).

2. Specify management and administrative arrangements already in place and

       those, which would be developed, including staffing. 

	The rationale for leadership by the Institute of Development Studies (IDS)

IDS is an international centre of excellence in the multidisciplinary analysis, teaching, capacity building and practice of international development. Through these different strands of work, it has built close links with researchers, governments, international organisations and advocacy organisations in low income and transition countries. IDS is committed to making a difference through research which challenges the unequal power relations underlying poverty and social exclusion. 

The idea for the Consortium originated in discussions between IDS and the LSHTM and with partners on how to create stronger links between a public health approach to SRH and a developmental, poverty and rights-focused approach. The first comparative advantage of IDS in leading this bid lies in its capacity to link the different kinds of knowledge generation into a programme that can be more than the sum of its parts.  Through its particular strengths in poverty analysis, political economy and rights-based approaches to development, capacity building and linking research and policy, IDS’s core skills bridge the different methodological and conceptual perspectives represented in the Consortium. It is thus in a unique position to ensure that a broad developmental and poverty-focused approach is central to the direction of the Consortium.

Its second comparative advantage is its track record of multidisciplinary work relevant to SRH and rights undertaken by staff contributing to the Consortium. IDS has a long established reputation for research and advisory work both on health and development, including sexual and reproductive health; and in the complementary areas of  gender and empowerment, governance and institutional analysis and citizenship, accountability and rights. Work on rights-based approaches to development is a strong cross-cutting theme, as is using complementary methodological approaches, including quantitative and statistical approaches.

Selected past and ongoing work at IDS relevant to this proposal includes:

· Analysis of the impact of health sector reforms on gender and reproductive health in low and middle income countries (Hilary Standing)

· Work on the impact on access to health knowledge and services of massively expanded informal markets in health in low income countries; the implications of increasingly blurred boundaries between public and private sectors in health; and innovative health and social protection strategies (Health and Social Change team)
· The politics of advancing gender equality rights through legislative and institutional reform (Anne Marie Goetz)

· Studies of the creation of locally grounded perspectives on how international and national guarantees of human rights for marginalized social groups can be realised concretely in social settings (Celestine Nyamu)

· Use of participatory methodologies for sexual and reproductive health with a recent focus on how these methodologies can be used within a rights- and pleasure-based approach to sexuality and reproductive wellbeing (Andrea Cornwall, Susan Jolly)
· Work with ActionAid's Stepping Stones gender and HIV prevention programme to help design monitoring and evaluation initiatives, train an international network of trainers and support the development of regional expertise in southern Africa (Andrea Cornwall)

· Understanding masculinities in rapidly changing environments (Andrea Cornwall)
· Research into indigenous reproductive knowledge and interpretations of the action of contraceptive technologies and their implications for acceptance and use in Zimbabwe, and into indigenous medical knowledge about STIs, reproductive tract infections and infertility in Nigeria (Andrea Cornwall).
IDS’s third comparative advantage is in having built up considerable expertise over the last two decades in leading international research efforts involving multiple partners from research and policy worlds. These include different types of networks, such as the Gender and Health Equity Network and the Imp-Act Programme on poverty and microfinance. IDS currently leads two DFID funded Development Research Centres (‘Future State’ and ‘Citizenship, Participation and Accountability’). These have produced a wealth of experience which has already been drawn upon in developing this proposal and which will be a continuing resource for the proposed RPC.

Its fourth comparative advantage is that it hosts one of the largest information resources on development. This includes the British Library of Development Studies; ELDIS, ID21 and other web-based material; and BRIDGE, which is a dedicated research and information service on Gender and Development. The IDS’s Health and Social Change team and its Information Department are partners in the DFID Health and Health Systems Resource Centres.  The information department will provide technical support to this Consortium in building its influencing strategy.
Management and internal arrangements
IDS thus already has management, communications and administrative capacity and infrastructure to support large international programmes of this kind. This will reduce some of the transactions costs associated with this kind of activity and lower the learning curve.  For instance, website and other publicity design and some management needs can be sourced within IDS. There may be possibilities to share personnel involved in programme administration.

IDS will attempt to keep management costs as low as possible. As well as the four months for consortium direction, an initial appointment of a half-time programme administrator/manager will be made to assist the Director. This arrangement will be reviewed from the point of view of its adequacy at the end of Phase 1. The existing IDS funding share for research does not allow for any other single researcher to spend more than 3 months per year exclusively on RPC activities. However, longer time commitments will become possible as additional funding is raised. This will be done by strategically ‘seeding’ research development through existing staff working in this area. We will link this Consortium to the DRC on Citizenship, Participation and Accountability through Andrea Cornwall, who is leading a complementary strand of work on health, rights and participation. This will enable us to develop linked and joint activities.


Collaborative Arrangements, Partner Capability and Capacity Strengthening for Developing Country Institutions (refer to paragraphs 19-21 in the background document) (maximum 1500 words)
1. Identify the consortium partners and the status of the proposed collaboration (e.g. agreed in principle; yet to be agreed).

2. What expertise and experience do your partners have of working on these issues and in the countries outlined in this application?

3. What is the nature and structure of the proposed collaboration (e.g. what kind of networks, formal institutional links, sub-contracting, faculty exchanges are planned)?

4. Indicate existing working relationships where appropriate.

5. What input have consortium partners had into this proposal? Provide an outline of the processes used to ensure consortia partner agreement and identification of demand for the research proposed.

6. Applicants must define what they understand by capacity strengthening; demonstrate stakeholder/partner demand for this; and provide an outline of their strategy to address capacity strengthening within their consortium. Applicants must also demonstrate how strengthening capacities can be sustainable over the longer term.

7. How will the capacity of the collaborating institutions to generate and utilize new knowledge will be enhanced?

8. What indicators will be used to measure these improvements in the capacity of collaborating institutions?

	Our strengths as a research consortium
Core consortium membership is already formally agreed. The consortium partners are:
African Population and Health Research Center. APHRC is an independent non-profit, non-governmental, pan-African, international organisation with headquarters in Nairobi, Kenya. It houses a multidisciplinary team of African scholars whose research focuses on urban health and poverty, adolescent sexual and reproductive health, health and social inequities in sub-Saharan Africa. A large programme of research and action aimed at improving the wellbeing of some residents in Nairobi City slums is well established. APHRC brings the following experience and strengths to the Consortium:

· Conduct of high quality regional research on SRH, especially in demography

· Strong links with national policymakers
· Running training workshops on research methods

· Capacity to provide research trainee and internship schemes for young scholars and post-doctoral fellowships, including on its sexuality programme.
BRAC Bangladesh.  BRAC is one of the largest non-governmental organisations working for the poor in the world. Consortium activity will be led through its newly constituted James P. Grant School of Public Health. Through its different departments and programmes, it brings multiple capacities to the consortium. Its field programmes work for poverty alleviation and empowerment of the poor, women and other marginalised groups, covering 75 million people. It runs integrated programmes on health, education, women’s empowerment, microfinance and environment. It has recently initiated development programmes in Afghanistan. Its university runs international programmes. Strengths for the Consortium include:

· Strong national and international research capacity

· Strong regional and national networks and links to national policymakers 

· Expertise in training and service delivery through its health, microfinance and education programmes 
· Experience of working in difficult environments.
EngenderHealth. This is a leading international organisation dedicated to improving the quality of, and expanding access to, family planning and reproductive health services, working from a rights-based perspective. EngenderHealth conducts operations research and executes improved interventions in reproductive health care, particularly in low resource settings in Africa and South Asia. It has a Head Office in New York, offices in 13 countries and programmes in a further 25.  Strengths for the Consortium include:

· Technical and service delivery expertise through its headquarters staff and field level operations

· Capacity and willingness to facilitate links to its field level operations, enabling potential testing of new technologies and approaches

· Track record of research partnerships with leading research institutions in Africa and South Asia as well as the United States

· Strong relationships with national policymakers within Ministries of Health in Africa and South Asia.

INDEPTH Network. Through its secretariat in Accra, the INDEPTH Network coordinates a network of 36 population and health surveillance sites in 19 poor countries, enabling continuous monitoring of the health of some of the world’s poorest people. It supports capacity building and cross-site collaborations among its member sites. This is a unique resource for research and policy. Strengths for the Consortium include:

· Capacity to initiate and facilitate cross-site, longitudinal health and social studies and impact assessments in severely resource-constrained populations, especially in Africa and South Asia

· Access to data for new analysis
· Experience in disseminating study findings to national governments and other stakeholders to maximise their policy and programme impact.
London School of Hygiene and Tropical Medicine. LSHTM is a leading international centre of public health research, teaching and training. Consortium participation will be through its Centre for Population Studies (CPS), with support from other departments and centres.  CPS is the largest interdisciplinary group of researchers in Europe working on health, population and development. It has been involved for decades in training and capacity strengthening through on-site postgraduate training, distance-based masters courses and specialist short courses both in London and overseas.  Staff have close links with the major international agencies working in SRH and long term links with many overseas collaborators in the chosen countries. Its key strengths for the Consortium include: 

· Internationally-renowned capacity for rigorous, cutting-edge research on health and population

· International reputation for teaching, training and capacity building on sexual and reproductive health and rights-based approaches

· Strong links to international agencies and policy forums in SRH.
By coming together, this partnership can build on a unique combination of complementary strengths; in disciplinary and methodological approaches, teaching and training; international, regional, national and local policy and advocacy influence; experience in rights-based approaches to SRH service delivery and access to major data sources and field sites. This will enable it to develop new ways of tackling the enormous challenge of improving SRH and enabling poor people to realise their SRH rights

Development of the consortium vision, programme and principles of collaboration
The Consortium has taken shape through an extensive process of face-to-face, telephone and e-mail discussions between partners. The first stage of this focused on agreeing the overall framework of ideas and partner contributions for developing the Expression of Interest. The second stage has been development of a shared programme vision and coming to an understanding on core partnership principles. We see this process as a continuing one, as we work to maximise the opportunities provided by our different strengths. The responsive nature of activities undertaken by the different partners means that all are continuously engaged with research users in triangulating demand for research.
 We will hold further consultations with users in three regional stakeholder workshops in the inception phase to feed back and refine the Consortium’s research priorities.
The main elements of the process have been:
· Internal and bilateral partner meetings (e.g. LSHTM/IDS, BRAC/IDS)
· Internal partner consultations (e.g. EngenderHealth with their field offices, BRAC with concerned departments)
· Design workshop at IDS, including detailed design of inception phase, discussion of research collaboration and mapping exercise of policy influence.

In developing the partnership, our aim is to go beyond traditional sub-contracting arrangements.  There will be an annual workplan for all partners, specifying outputs and timelines. These will be developed through an annual consultation process, with input from an advisory group, not as bilateral negotiations with IDS. Formal agreements will be set up between IDS and individual partners, probably in the form of Memoranda of Understanding. 

The main elements of the collaboration will consist of the following (some dependent on securing further funding):

· Joint research development, including proposal writing
· Teaching and training, including short courses for policy audiences, curriculum development for postgraduate programmes 
· Personnel exchanges
· Experience sharing events using existing institutional links and networks

· Workshops, seminars and other learning events to promote policy influence.
Capacity strengthening for SRH and rights
We understand capacity strengthening in two ways, internal and external. The first is mutual strengthening of specific areas of research, communications and learning on SRH and rights which partners have identified within the Consortium itself. The second is capacity strengthening of country researchers, research users and other actors by consortium partners. The consortium partners have strong convening power in reaching different research, policy and advocacy audiences in order to build capacity outwards in their regions. 

With respect to internal capacity strengthening, partners will conduct more detailed needs assessments during the inception phase. Consortium membership will enable partners to expand their expertise in relevant thematic research areas and to strengthen further their influencing strategies. We have identified initial areas to focus on in the first phase:

· Research proposal writing, methodology and design and dissemination of research findings, research ethics for SRH and rights 
· Communicating with users on research findings

· Curriculum development for SRH and rights
· How to do policy analysis

· Concepts and methodologies for research on poverty, vulnerability and economic analysis linked to SRH and rights
· Working on SRH and rights in difficult environments
· Understanding and operationalising the concept of sexual rights.
With respect to external capacity strengthening, consortium membership will enhance the existing strengths of partners to act as capacity building nodes for regions. Some needs have already been identified. For example, APHRC has identified limited regional capacity to design research projects, analyse and interpret the research findings for policymakers.  
Regional partners will provide training in SRH and rights for national policy actors, building on their existing activities in this area. We will explore ways to link capacity building to existing postgraduate courses run by several of the partners through curriculum development and scholarships, exchanges and internships. Over the course of the programme, the aim will also be to build research links between regional partners as well as between ‘North’ and ‘South’. 

In terms of sustainability, the influencing capacity will be extended beyond the core set of consortium partners. First, partners will act as convening centres, further developing their own capacity strengthening and communication strategies. Second, ‘partners of partners’ with whom we are all already working will be involved in specific areas of research and getting policy into practice. 

Detailed monitoring indicators will be developed during the inception phase. They will relate both to capacity strengthening of consortium partners in research and communication, and to strengthening of other actors (e.g. policymakers) involved in the programme. See section 2 for potential programme indicators.


Section 2.  Research Programme Information


Purpose of RPC (maximum 1500 words)
1. What is the big idea behind the RPC?

2. What evidence exists of the demand for the research proposed?

3. How will it contribute towards meeting DFID’s objectives?

4. What are the research objectives and questions to be addressed?

5. What is the broad conceptual approach to be used?

6. What kinds of study design and methodology will be used to address the objectives specified?

7. How do these objectives relate to and build on research already undertaken in this area?

8. What practical value will work of the RPC, including research findings, have?

	Big idea and guiding principle
Progressive realisation of SRH rights (SRHR) among poor and marginalised populations depends on three factors: (1) more conducive social and policy environments for improving SRH; (2) the provision of sensitive, accessible and affordable services, products and information; and (3) mobilisation of groups to demand their rights and the means to achieve them. The guiding principle of this RPC proposal is that these three pathways are mutually supporting. Radical improvements will best be achieved by simultaneously focusing on all three.

This principle has led us to assemble a consortium that has strong links to grassroots advocacy groups and to national and international policy actors, has substantial experience with provision of services in poor populations, and possesses the necessary interdisciplinary research skills to address gaps in the evidence base. This will allow us to identify more clearly what types of new knowledge will have most impact on the pathways to better SRHR and ensure that research findings can be translated into action.
The research themes of this RPC are:

1. Measurement and mapping of morbidities and social vulnerabilities
2. Meeting rights through improving access to and rights of poor and socially-excluded people to SRH services and technologies

3. Contextualising and operationalising rights at national and local level

They have been selected as areas for knowledge generation that will contribute most effectively to the identified pathways to SRHR. Measurement and mapping, is crucial to the first pathway by increasing visibility of sensitive and neglected SRH problems which are often not measured or are poorly understood. This provides the evidence required for informed decision-making. Visibility is also necessary to raise awareness that people have a right not to suffer from discrimination or lack of access to services. Improving access to services addresses the second pathway of provision of accessible and affordable services, products and information. Operationalising and contextualising SRH rights contributes to the third pathway by identifying how groups are mobilised to demand their rights, particularly given the silence and lack of constituencies to articulate rights in sensitive and stigmatised areas of SRH. 
The distinctive contribution of this programme lies in bringing the skills of epidemiologists, demographers, clinicians, social scientists, development specialists and service delivery organisations into a partnership to develop a rights-based research approach to improving SRH for poor people. This diversity of skills and strengths will enable us to: 

· Generate new empirical findings on important gaps in SRH problems 
· Improve conceptual understanding of the links between poverty, the distribution of SRH morbidities and behavioural and political economy influences on access to services, technologies and rights

· Develop new methodologies, combining quantitative and qualitative data, for measuring and mapping variables affecting SRH and rights

· Develop new knowledge and practice related to SRH services and technologies through research on innovative, scaleable ways of reaching poor and vulnerable groups
· Use links to policymakers and advocates to influence the implementation of rights-based approaches to SRH.
Conceptual approaches
As the programme is multidisciplinary, it will draw together complementary frameworks for strengthening SRH and rights:

· A developmental approach to SRH and rights which links a multidimensional understanding of poverty, gender and livelihoods to SRH and rights through an analysis of the pathways between SRH outcomes and poverty

· A gender relations framework for understanding how SRH is embedded in the dynamics of gender inequalities

· A life-course approach that expands definitions of SRH and rights, drawing on the frameworks of the International Conference on Population and Development, the Beijing Platform, and human rights discourses
· A health systems approach to service delivery needs

· Socially-embedded rather than universalistic perspectives on realising human rights.

Research objectives and questions

(1) Measurement and mapping of morbidities and social vulnerabilities
Through long experience in collecting and analysing SRH data, working on rights issues and delivering services to address SRH problems, we have identified a range of high burden but neglected and emerging priority SRH conditions in poor and socially-excluded populations to focus on: unsafe abortion-related morbidity and mortality, Sexually-Transmitted Infections (STIs) and other Reproductive Tract Infections (RTIs), reproductive cancers, menstrual problems, sexual/gender violence, and other stigmatising aspects of reproductive health (e.g. infertility, fistula). We will also take into account links to HIV/AIDS, maternal health and mental health and liaise with relevant DFID programmes.  Research questions include:

· How can the measurement of disease burden be expanded to include neglected SRH problems? 

· How can more cost-effective ways of measuring the SRH profile of poor and vulnerable populations be developed using existing data from sentinel sites and sources such as census and Demographic and Health Surveys, including building profiles by different measures of vulnerability status?
· How can different aspects of vulnerability, such as intimate partner violence, be mapped from different data sources to assess their relationship with different SRH problems?
(2) Meeting rights through improving access to and rights of poor and socially-excluded people to SRH services and technologies
Partners have contributed to the existing large body of research and practice on SRH services, particularly on contraceptive services. Learning from this we will focus on neglected topics, such as post-partum contraception, method-switching and dual protection. Research questions include:

· How can access for poor and socially-excluded people to new or under-used SRH technologies, such as emergency contraception, pregnancy testing kits, and creatively-marketed condoms, be improved through innovative delivery and financing mechanisms?
· How can access to clinical and diagnostic services, such as rapid syphilis testing, RTI diagnostics, contraceptive technologies, safe abortion, and post-abortion care, be improved through involving both public and private providers?

· How can men’s SRH needs and concerns be addressed in the context of both service provision and links to gendered power in sexual relationships and empowerment of women?

· What structures of accountability in SRH services are possible where conditions are stigmatised and client groups lack voice?
(3) Contextualising and operationalising rights at national and local level
There is a well-developed international language of human rights on sexual and reproductive health accompanied by international advocacy efforts. However, SRH and rights remain controversial and contested; sexual rights in particular are poorly understood by many policy actors. They are seldom operationalised ‘downstream’ in policies and programmes. IDS and other research partners have considerable expertise in rights, poverty and vulnerabilities, and on policy analysis. We will build on this work and focus on knowledge generation and policy influence at regional, national and local levels. 
This theme cuts across Themes 1 and 2:
· What are the policy processes through which SRHR are contested, negotiated and realised and how do controversial issues get onto the policy agenda?

· What legal, legislative and policy instruments have proved successful in furthering SRHR?
· How are SRHR being defined and claimed in different social and political contexts and how do coalitions become mobilised?

· How can a rights-based approach help mobilise demand for improved access and quality of SRH services, particularly when target groups are silent and disempowered?

· What tools can assist national policymakers in monitoring SRHR?
Study design and methodology is addressed in the next section.
Research demand
We approach the question of demand in three ways. First, we have identified demand for some research outputs (e.g. empirical and conceptual gaps) through our links with users of research in international agencies and national advocacy forums. Second, evidence comes from consortium partners who are involved in service delivery and are highly demand driven in their operations, with feedback mechanisms already in place.  Third, and most critically, we argue that there is a need to critique the concept of demand in relation to SRH and rights research. SRH is neglected partly because there is ‘under demand’ from policymakers or key influencing agents. For instance, we cannot necessarily rely on user input to identify research needs in controversial areas such as the needs of disempowered groups, STIs or abortion services. This programme will seek to address the issue of ‘demand creation’ in research and communications.
Relationship to DFID’s development objectives and practical value
Denial of SRHR has impacts on physical security, bodily integrity, health, education, mobility, economic status as well as being a denial of basic rights. In its gender, SRHR and HIV/AIDS strategies, DFID has strongly endorsed the position that meeting the MDGs requires strengthening the rights of disadvantaged populations to good SRH. Both measuring progress on SRH and related MDGs and promoting the SRH rights of poor and vulnerable people require rigorous and reliable data.
SRH accounts for a high proportion of the global burden of ill health, particularly for reproductive age women. It disproportionately affects poor communities. In line with DFID’s priorities, the programme will focus on those with greatest access and entitlement problems in sub-Saharan Africa and South Asia – the very poor, young people and other hard-to-reach groups, such as migrants, indigenous populations and those most vulnerable to stigma. In addition to offering new ways to collect and triangulate relevant evidence for policy advocacy, the Consortium will strengthen the capacity to do so in poor countries through teaching and training programmes conducted in consortium institutions.


Activities of RPC (maximum 1000 words)
1. What will the RPC do and how (e.g. research, capacity strengthening, training, other?)

2. How do you propose to carry out these activities? What kind of study design and methodology will be used? Where applicable details should be provided on sampling design and analysis.

3. What is the approximate division of resources between the different activities and institutions/partners specified? 

	Capacity Strengthening and training

Capacity strengthening forms a major component of the early years of the RPC and continues throughout the programme. Details of activities are supplied in the relevant sections.

Research Activities

Activities are phased within and across each theme to build the knowledge necessary to achieve the aim. Thus, Theme 1 activities are prominent in Phase 1 (year 1) while Themes 2 and 3 activities expand in Phases 2 (years 2-3) and 3 (years 4-5). 

(1) Measuring and mapping 

Phase 1: 

Initial activities focus on analysis of existing data on contraceptive-switching, post-partum contraception, and neglected issues including menstrual problems, violence against women and fistula. Knowledge and data gaps, including new, emerging issues (e.g. cervical cancer, male psycho-sexual problems, men’s SRH needs, post-menopause SRH) will be identified. Innovative methods will be developed for better measurement and analysis, including new questions for use in existing surveys. Research to fill key data gaps and test innovative methods will be planned.

Phase 2: 

Field research will be undertaken to gather new knowledge and apply new and innovative techniques developed in Phase 1. Findings from data analysis will guide the interventions research occurring under Themes 2 and 3.

Phase 3:

This will be a consolidation phase for research outputs. Findings will increasingly be disseminated for policy and advocacy objectives. Further research development will focus on emerging issues in SRH and rights, such as older age SRH conditions in the context of epidemiological transition.

(2) Improving access 

Phase 1:

Existing data on access will be reviewed on dual protection, emergency contraception and interventions with youth. Existing interventions in neglected fields of SRH (e.g. adolescent SRH care, needs of married adolescents, maternal syphilis screening) will be identified to inform future intervention research. Research proposals will be developed for funding intervention research.

Phase 2:

This and Phase 3 are substantive phases of intervention research.  Research will test approaches to improve provision of and access to existing and new technologies (e.g. syphilis diagnostics), as well as rights-based approaches to service delivery.  A health systems approach will be used to examine different mechanisms for improving rights-based access to and delivery of SRH services and technologies. 

Phase 3:

This phase will concentrate on building an audience for the work and disseminating lessons on impact of new technologies, delivery mechanisms and potential for roll-out and monitoring.

Theme 3: Operationalising rights

Phase 1

This will focus on mapping issues for further research. A quantitative cross-national analysis of variables (political and economic) associated with selected SRH rights will be carried out.  Qualitative mapping of laws and social and cultural variables affecting SRH rights will be undertaken in selected countries. Potential case studies of successes and barriers to realising SRH rights will be identified for detailed study in Phase 2. 

Phase 2:

Case study research will be developed, continuing into Phase 3, on the dynamics of socio-political change and successful processes of demanding and realising rights. Processes of national policy change on rights issues will be examined (e.g. abortion rights). Other barriers to rights realisation where policies are in place will be examined (e.g. legal but unavailable abortion services in Ghana). Case studies will also examine how effectively health service providers respond to SRH in a rights-based manner. 

Phase 3

Findings from case studies will be linked with advocacy activities and action-research with local and regional rights organisations and networks. There will be close linkage with Theme 2 in terms of developing strategies for mobilising demand for responsive services. 

Research Design and Methodology

The multidisciplinary skills of RPC staff will be applied singly and in combination. Primary methodological approaches are:

Secondary analysis of existing data sets. Attention will focus initially on analysis of Demographic and Health Surveys, WHO multisite study of violence against women and surveillance data from INDEPTH sites. There will also be quantitative analysis of political and socio-economic variables associated with progressive rights regimes using large cross-national datasets.

Qualitative and participatory research methods. These will be used to assess priority needs and perspectives of poor and vulnerable groups, to identify and design innovative ways of reaching poor populations with services, products or information, and for understanding why interventions succeed or fail. They will also be used to assess health systems barriers to equitable access to SRH services and analyse the impact of systems interventions, such as new financing mechanisms. 

Operations Research. Quasi-experimental and longitudinal evaluations of new approaches will be conducted in collaboration with partners involved in service delivery. This will combine facility-based data collection (e.g. observation of clinic procedures, exit interviews) with community-based approaches (e.g. surveys). These techniques also contribute to understanding health systems barriers to rights-based services.

Mathematical Modelling will be used to project the probable impact on SRH of scaling-up specific interventions and thereby provide valuable inputs into cost-benefit calculations. Examples include the likely impact of emergency contraception or access to pregnancy tests on unsafe abortion-related morbidity and mortality.

Policy Analysis. This will use stakeholder analysis and qualitative mapping of influence to analyse the dynamics of policy change in relation to realisation of rights. The techniques also closely inform the advocacy and communication strategies by identifying strategic messages for key stakeholders, and how to gain entry into policy decision-making processes.

Division of resources and activities

The exact division of resources between themes will be finalised during inception. In the first year LSHTM will take the largest share of the budget, reflecting immediate capacity to analyse existing data, develop new research methods and generate proposals for additional funding. Its share of the budget will taper downwards over the five years and shift to partners with initially smaller allocations. IDS’s share of the budget reflects its management responsibilities in leading the Consortium, which are estimated to absorb at least half of its allocated amount. In the first year, Southern partners will focus particularly on capacity building and consolidation of their research plans for Phase 2. Southern partners’ indicative share is approximately one third of the net budget (excluding management costs). 


Pathways of influence for the reduction of poverty (maximum 1500 words)1513
1. Who are the target groups for the research findings and other RPC work?

2. How has the need for this new knowledge (by it’s intended users) been identified and what efforts have been made to incorporate users into the research itself and the dissemination of the results?

3. How will policy-makers and other actors be involved in the work of the RPC and at what stages in the process? 

4. How will the RPC ensure that the research agenda remains responsive to change or demand in the knowledge needs of policy makers and practitioners?

5. How will users be involved in the communication of interim and final research results and what final mechanisms are in place to incorporate feedback into final results?

6. How do you expect that policy-makers or others will react to the research? Why will they take any notice? How do you think this reaction will lead to a reduction in poverty?

	The link between Poverty, MDGs and SRH and Rights

The MDGs identify priorities for poverty reduction and despite the absence of an MDG on SRH, the Millennium Project’s Progress Report explicitly underlines the key role good SRH will play in achieving the MDGs
. After two decades of experience, the Consortium members believe that improving access to contraception and the realisation of SRH rights, which are interlinked, are critical to reducing poverty.

The benefits of small family sizes to reducing poverty of individuals and families and improving national economic prosperity are well-documented. Nevertheless, contraceptive provision and access to this and new technologies remain poor in many countries. Public sectors find it difficult to provide well-marketed products that enhance uptake and satisfy clients’ rights to a full range of contraceptives. This results in frequent contraceptive discontinuation or gaps between method-switching. Post-partum contraception is highly neglected but is of special importance to achieving the MDG on child mortality, as birth intervals of less than two years are a well-established risk factor. Dual protection is also rarely offered, yet it is a top priority for countries with severe generalised HIV epidemics. Progress to date has been poor: the proportion of contracepting couples in such countries who use condoms has remained static at 8%. Abortion remains politically stigmatised, and little is known about how best to deliver new technologies like emergency contraception. All these lead to increased risk of unwanted pregnancies and unsafe abortions which are associated with greater poverty.  This RPC will address these problems directly through its research activities which will be communicated to policy and programme decision-makers. 

Need and demand: Influencing policymakers 

Communicating poverty-relevant research is a critical step for poverty reduction. We begin with the recognition that there is rarely a direct or linear connection between research, policy change and ultimate poverty outcomes. The major contribution that a research programme can make to poverty reduction is to provide fresh insights based on sound evidence and to communicate this to key influencing actors, including policymakers, professionals and civil society advocates.
Our assessment is that findings from this programme will fall into three types. First, there will be findings which are of general importance to policy but probably not controversial, in that they fit in with existing agendas (e.g. discrete empirical findings on morbidity distribution). Here, we can provide evidence and through our respective links to different levels of policy audience we can contribute to encouraging changes in policy and practice.  
Second, there will be findings linked to specific policy-related work undertaken by partners which will be already embedded in processes of influence, e.g. policy forums to which partners contribute, and service delivery activities in which partners are involved. For instance, BRAC can make findings available to its microfinance, education and health programmes and BRAC and EngenderHealth have links to high level national policymakers.

Other findings and areas of work are much more sensitive. While there may be a ‘need’ for research in these areas, there may not be an equivalent demand from policymakers. Sexual rights are highly contentious in some settings. Issues such as violence, abortion and those involving challenges to existing gender relations are also potentially highly charged. Achieving changes in these areas is much more challenging.  We will tackle this partly in our cross-cutting theme of policy process issues in SRHR as a subject of research itself within the programme. It will also be factored into the development of the programme communications strategy. Partners have a lot of experience of working with advocacy groups and the media in finding ways of making controversial issues more ‘discussable’, for example, by phrasing them in different ways or linking them to more mainstream agendas.

Where changes in social norms are involved we recognise this is a long term and incremental process which has to come from within rather than be imposed from outside.  Researchers can, however, raise issues, bring things into the open, link to progressive opinion formers (e.g. the media, human rights groups), provide evidence and inform debates.

Part of the task of developing a communications strategy will be to pool experiences of successful influencing strategies in relation to different SRH issues and contexts. As noted, ‘demand’ for research in SRHR is not a straightforward concept. Influence and capacity building for using research will, therefore, need to be approached to some extent on a case-by-case basis. For example, it will involve dissemination events and other activities with policy actors where demand is already known. Where there is ‘under demand’, a range of influencing strategies will need to be developed, including creating safe spaces for dialogue involving advocacy groups and forums, such as lawyers, human rights coalitions and other civil society networks
Target groups for the research findings and other RPC work
At national and sub-national level, our target groups are a) national policymakers in Ministries of Health, Women and other relevant national policy bodies; b) influencing groups, such as parliamentarians, lawyers forums, trade unions, the media, NGOs and faith-based organisations; c) advocacy groups, particularly women’s organisations and other grassroots organisations; and d) other important actors in the context of a given research theme, for instance, private sector providers and professional associations in the case of service delivery research. We see all these policy actors as crucial to the development of pro-poor and progressive coalitions on SRHR and as a key target for consortium activities. Regional partners have diverse links to these groups.  
At international level our target groups are multilateral and bilateral agencies engaged in, or in a position to influence, policy and debate on SRH and rights. Consortium partners have strong links to the key influencing constituencies such as WHO, UNICEF and UNFPA through provision of research, policy analysis, technical dialogue and training curricula. These links will be used to further debate and dialogue with international policy actors. 

Involvement of policymakers and other actors in the work of the RPC and communication of research results
During the inception phase, three regional stakeholder consultation workshops will be held to gather feedback on the workplans of the RPC. At these workshops, mechanisms for involvement of key influencing actors in the development of the work of the RPC will be discussed and agreed. This will feed into a plan for ongoing stakeholder involvement over the life of the programme and will play a key role in the consolidation and reflection event to be undertaken at the end of each phase.  We also aim to retain flexibility to respond to changing agendas and needs.

The Consortium will have an advisory group drawn from both the policy and research worlds, with representation from the regions where research is planned. The terms of reference will include both to advise on and monitor engagement with policy and ways of getting research into practice.

Regional partners are already strongly engaged in local and national initiatives in applied research and health systems interventions using a variety of mechanisms to feedback their research, which the Consortium can draw upon.  For instance, since 2001, APHRC has partnered with the National Council for Population and Development and the City Council of Nairobi to implement a programme aimed at enhancing awareness and incorporation of equity considerations in urban planning. Through this programme, the Center interacts directly with city councillors and parliamentarians.  BRAC’s innovative models for SRH service delivery to the poor in Bangladesh involve both service users and implementers and provide a readymade framework for future involvement. EngenderHealth has strong links with Ministries of Health through their work on developing new service standards and guidelines, both clinical and non-clinical, as well as provision of technical assistance in quality improvement and service delivery. EngenderHealth also leads Action for West Africa Region (AWARE), an initiative that builds advocacy, service delivery, management, and technical assistance capacity in regional health institutions and networks that support health care systems in 18 West African countries. EngenderHealth’s global ACQUIRE and Kenya-based AMKENI projects also engage policymakers in implementation of evidence-based best practices. LSHTM researchers have links with Ministries of Health, UN agencies and the BBC World Service Trust which provides an entry point for developing a media group for linking to local audiences.

Consortium partners involved in service delivery are themselves important influencing actors. For example, research carried out by BRAC or EngenderHealth can be immediately taken into account in their health programmes. Some of the key research thematic areas will involve policy actors in development and implementation, e.g. intervention research on service delivery models. Emphasis will be placed on distilling and disseminating the lessons from these initiatives. Several consortium members run training courses for health workers, researchers and advocacy groups. They will integrate the study findings and the methods used into these courses. They will also use a variety of channels to publish successful methods and disseminate them widely. Studies will be designed in close consultation with relevant stakeholders to increase the chances that they will incorporate interventions demonstrated to be effective in national SRH strategies. 


Communication and use of research (Maximum 1500 words)1367
1. Provide an outline of your communication and influencing strategy for the research output, which must be allocated at least 10% of the budget. Describe who among consortia partners and other stakeholders will be involved in implementing the strategy.

3. State the experience that you or your collaborators have in communicating research, including where relevant to non-academic and non-technical audiences.

4. Identify what partnerships you will make (e.g. with intermediary organisations, the media etc) to help you inform and influence your ultimate users.

5. What skills will you include as part of a multidisciplinary team for implementing the strategy described in Point 1. 

6. Specify the target audience(s) for this research output - users, practitioners, policy makers, civil society, private sector, mass media etc. How will you influence these groups to ensure the research is used and how can you build their capacity to access and utilise the research outputs?  

7. Outline the indicators to be used to assess the impact of new knowledge, technologies or products on policy and practice.

	Communication and influencing strategy

We see communication as an aspect of all activities, structures and processes within the Consortium and will, therefore, develop a detailed strategy during the inception phase which will be refined subsequently as the programme unfolds.  This will draw on IDS experience in leading other multipartner international research programmes. 

As part of the strategy, each partner will have a named communication focal point.  We plan to develop a consortium working group for communication/dissemination. This will take advantage of existing partner links with key communication channels, for example, with BBC World Services, BBC Afrique and Radio Francaise Internationale (RFI), and through them with popular cultural figures in the study countries to develop specific activities/events.

Our main communication channels include: 
· academic publications
· policy briefs
· workshops and policy meetings with key stakeholders

· international and national media and popular culture (including local soap operas and local FM stations)

· internet and e-communications 

· information/organisational networks.
Key principles for communication strategy development will be: 

· Ensuring that communication is integrated into the programme from the outset, rather than as an add-on at a later stage. This will form part of the detailed planning meeting in the inception phase.
· A decentralised communication approach drawing on all the partners existing communication capacity and abilities to reach different audiences and tap into different networks.
· A three-way approach to managing communication work:

· a central communication coordination role, bringing the work of partners together, ensuring components add up to more than the sum of their parts, encouraging lesson learning between partners, providing an effective ‘shop window’ for the programme as a whole, making sure that communication remains firmly on the agenda from the beginning, and monitoring progress/impact

· Building communication into the workplans and research budgets of each of the partners

· A ringfenced fund set aside for cross-cutting communication activities. 

· Taking a targeted and differentiated approach – using a wide variety of communication channels to reach the various target audiences identified. 
·  Establishing criteria for prioritising communication activities.  There are potentially many things which can be done. Likely criteria include those which: 

· are judged to have the greatest multiplier effect

· are most likely to have an impact on poor people

· are most cost-effective.
The strategy will be implemented through a phased approach:
Set-up/Planning Stage (First 6 months) 

Finalise name of consortium; set up a website to provide a ‘home base’ and ‘shop window’ drawing together current experience and best practice from all consortium partners; produce publicity materials such as a leaflet; develop outline communication strategy.

Early Outputs (Years 1-2) 

The first round of outputs/activities are likely to focus on working and discussion papers, state-of-the-art reviews, publications through channels such as ELDIS, Policy Briefings and dossiers, and dissemination workshops.

Main Phase (Years 3-5) 

Continued dissemination through a variety of channels and media. As substantive outputs start appearing, there will be further consultations with stakeholder reference groups and detailed planning will take place once the shape of the programme, timing, and emerging messages become clearer. Here we will focus on mainstream academic and non-academic channels to ensure wide outreach as well as dissemination to specialist networks.
Experience of partners in communicating research

The Consortium brings together a strong group of partners, all of whom have substantial and complementary communication experience in their own right as shown below:
TABLE 1

	Type of experience
	Examples

	Very good connections into international agencies and debates
	LSHTM and EngenderHealth involvement in WHO/UNAIDS/UNFPA working groups, expert meetings; UNDP Millennium Project background paper on SRH
IDS involvement in World Development Report, OECD DAC Working Groups, UNDP Human Development Report
BRAC involvement in MDG Millennium Project taskforce
INDEPTH Network working with World Bank to develop pro-poor equity interventions for reaching poorest people in its surveillance site areas
EngenderHealth partnerships with USAID and other large international NGOs

APHRC works with international development partners including World Bank, WHO, UNICEF and USAID

	Strong reputation for high quality academic work, regionally and internationally
	All the partners publish widely in the academic literature, have inter-institutional links, e.g. BRAC has formal collaborations with 12 overseas universities

	Existing membership of key national, regional and international networks
	IDS is a partner in the international Gender and Health Equity Network
BRAC is a member of Bangladesh Health Equity Watch and with APHRC of Global Equity Gauge Alliance
EngenderHealth is a member of Action for West Africa Region 
APHRC is a member of the Health Metrix Network

	Strong links to major international health communication initiatives
	EngenderHealth is part of:  International Best Practice Consortium (WHO, UNFPA), Turning Research into Practice (WHO),  Development Information Clearing House (USAID), Maximizing Access and Quality Initiative (USAID), Post-Abortion Care Consortium (USAID) and is a partner with SATELLIFE through the ACQUIRE Project

	Publishing experience
	All the partners publish extensively in a variety of formats and languages

	Experience in using the internet as a communication tool
	All the partners have existing websites and several (e.g. IDS, INDEPTH, EngenderHealth) produce regular e-mail updates
IDS manages several prominent and highly regarded web-based information services - notably ID21, ELDIS, the DFID Health and Health Systems Resource Centres, and BRIDGE – all of which cover health and rights issues and reach out to large global audiences (e.g. ELDIS gets over 100,000 website visitors/month and reaches out to over 25,000 users by e-mail)

	Experience of engaging directly with policymakers 
	All partners produce policy briefings and other materials aimed specifically at policy audiences, and all the partners are experienced with engaging directly with policy audiences in workshops and other fora

	Working with advocacy groups
	BRAC works directly with advocacy groups at local, national and regional levels

	Working with the media
	APHRC’s partnership with the Kenyan Union of Journalists involves capacity building and visits to Nairobi slums, resulting in substantial TV and other media coverage. It is examining how it can link the media regionally
BRAC has strong links to the local media and routinely involves journalists in workshops and meetings
INDEPTH produces press releases and runs media briefings

IDS has a press office focusing in particular on national and international media based in the UK
LSHTM has a press office focusing on UK and international media
EngenderHealth has a media relations team focusing on U.S. and international media. Media materials include press kits, press releases, facts sheets, and stories

	Linking directly to service providers
	Both BRAC, APHRC and EngenderHealth have established channels for feeding new research-based ideas into front-line service delivery mechanisms via good practice guidelines, national protocols, training of health workers
LSHTM works closely with Ministries of Health and service delivery NGOs on development of protocols, guidelines, training manuals, etc.

	Communicating directly with local communities
	BRAC has a large field presence  and substantial experience in using participatory approaches, popular theatre, folk music and other approaches to engage with local people and communicate health and other development messages 

APHRC has experience of using drama and puppetry
EngenderHealth has used participatory methodologies for research and programme design with adolescents, men and women, and quality improvement tools for service providers to involve communities (e.g. Community COPE)

	Informing and influencing users

There is considerable capacity within the Consortium to mobilise different approaches depending on the context, audience and message. All consortium partners have existing communications staff, and in some case departments, so there is no shortage of skills within the broader team and the Consortium will draw on these to help plan and implement the strategy.  There will be important opportunities for sharing experience between partners during the course of the work, leading to increased capacity and learning.

All partners have strong links to local, regional and international advocacy groups and networks, including reproductive health research and information networks in several countries. As well as the countries already represented, these networks include China, India, South East Asia, the Middle East and South America. Discussions have already taken place with members of these networks concerning developing a ‘network of networks’ for information-sharing and broadening of policy and advocacy influence for strengthening support for rights-based approaches. 

IDS houses information services, major research programmes and international networks relevant to SRH and rights, including on poverty, gender and development, gender and health, microcredit and rights and citizenship. There is potential to draw on these for communication of research outcomes.
Indicators to assess the impact of new knowledge on policy and practice

Possible indicators, to be refined at the inception stage, are:

· Production and dissemination of knowledge via output indicators (numbers of working papers produced, etc.)

· Uptake of knowledge via numbers of document requests, downloads, subscriptions, attendance at workshops 

· Reference to our research via citations, quotes, changes in the debate

· Interest in our new ideas via requests to take part in meetings, consultancy work, media enquiries, online discussions
· Extent of participation in local, national, regional or international policy making activities
· Application of new knowledge via changes to policy and adoption of new approaches by service delivery organisations.


Plan of RPC Activities (maximum 1500 words)

A detailed plan is required for the inception phase, and an indicative plan for the following periods.  This will be worked up in greater detail during the inception phase and reviewed annually.

1. Provide a work plan of main activities, including approximate time allocated to each activity.

2. What are the main milestones/outputs in the RPC? 

3. Who is the contact for each activity, including partner organizations where appropriate (please note however that the Applicant Institution will retain primary contractual responsibility for all activities)?

	The inception phase will involve consortium development, capacity building and research activities. 

Consortium development (Months 1-3)

The key task for the inception phase is to create the structures and processes for partnership and communication. We will start with regional workshops convened by partners in the regions where the programme will be focused. These will draw selected policymakers and other users of research together for consultations on the proposed work programme. The results of these will feed into the main inception phase planning meeting to take place in month 2.

During inception, we will set up a steering group, with representation from each partner. Together with the advisory group, this will be responsible for oversight of programme planning, approving major research and dissemination activities and other key operational decisions. It will meet annually. 

An external Advisory Group of 4-5 members will be set up to support the programme on technical direction, quality and influencing the wider policy environment. Membership will reflect international and regional expertise and influencing capacity. The Group will meet as part of the Annual Planning Meeting. 

A Consortium Planning meeting will be held at the end of month 2 or beginning of month 3 to feed back the results of consultations and agree a detailed plan of activities beyond the inception phase. Convenors will be agreed for the three research themes.
Capacity building (Months 1-6)

The capacity building plan will be further developed at the Planning Meeting. This will focus on the consolidation of partnership development and skills enhancement in research and rights. Activities include:

· Partners conduct a country- and institution-specific needs assessment for capacity building to present at the RPC Planning Meeting
· Capacity building needs (e.g. proposal writing, research methods, rights issues) and partner skills matched (e.g. LSHTM, APHRC and INDEPTH have skills in research methods for demographic research; IDS has skills in analysis of vulnerability, poverty and rights) at RPC Planning Meeting
· Initial training workshops/courses planned to address skill-needs identified
· Other partners will work with LSHTM and IDS at proposal development stage to prepare research proposals and to foster collaborative working.
Research (Months 3-6)

Initial activities will focus on the production of quick outputs that will feed into the longer term development of the three research themes. Activities will also build upon work that partners are already engaged in.



TABLE 2 - INCEPTION PHASE RESEARCH ACTIVITIES 
	Theme
	Activity type
	Lead organisation
	Topic
	Contact
	Time (days)

	Theme 1
	Literature Review
	BRAC
	· Nature and impact of menstrual problems

· Women’s experience of RTIs and STIs in Bangladesh
	Rashid

Hawkes
	60

5

	
	Data Analysis
	BRAC/LSHTM
	· Analysis of Facilities data on menstrual problems
	
	

	
	
	LSHTM/APHRC

LSHTM/APHRC/INDEPTH
	· Secondary data -  to identify problems of contraceptive discontinuation/ switching and its relationship to vulnerability and poverty 

· Secondary data – to identify problems of post-partum contraception and its relationship to vulnerability and poverty
	Cleland

Slaymaker

Zulu/Langba
Cleland

Slaymaker

Bawah
Zulu/Langba
	10

12

10
15

15
10

20

	
	
	LSHTM/INDEPTH
	· Secondary data on trends in adolescent sexual behaviour
	Cleland

Collumbien
	15

15

	
	
	LSHTM
	· Analysis of fistula data on 240 women in Nigeria

· Analysis of WHO multisite violence data
	Cleland

Busza

Watts 
	15

6

10

	
	Proposal Development
	LSHTM/BRAC

	· Menstrual problems (prevalence, disease burden, services)

	Cleland

Hawkes

Collumbien

Kaosar
	2

5

8

30

	
	
	APHRC
	· SRH and violence in urban areas
	Zulu/Langba
	10

	Theme 2
	Literature Review
	BRAC/EngenderHealth
	· Existing SRH interventions for young people in South Asia
	Kaosar
Mayfield

Hawkes
	15

10

5

	
	Data Analysis
	BRAC/EngenderHealth/ LSHTM
	· Data on existing SRH interventions for young people in South Asia
	
	

	
	
	BRAC
	· Situational analysis of Emergency Contraception (EC) in Bangladesh
	Ahmed
	5

	
	Proposal Development
	LSHTM/EngenderHealth
	· Research on strategies for dual protection
	Cleland 

Hawkes 

Mayfield
	5

5

5

	
	
	APHRC/LSHTM
	· For research on SRH and rights issues in urban Nairobi slums
	Zulu

Busza
	10

10

	
	
	LSHTM


	· Trial of new HPV vaccines for cervical cancer

· Investigation of factors influencing condom use in marriage
	Mayaud

Cleland

Busza
	10

9

9

	
	Methodology Development
	LSHTM
	· Development of toolkit for SRH providers dealing with violence against women

· Finalise methods for researching EC marketing strategies in sub-Saharan Africa
	Watts

Mayhew
	10

5

	
	
	LSHTM/BRAC
	· Discussion on adaptation of EC research methods for use in Bangladesh
	Mayhew/Ahmed
	3

	
	Research Pilots
	LSHTM
	· Questionnaires piloted/fieldwork begun on EC marketing in Africa
	Mayhew
	40


	Theme 3
	Literature Review
	IDS
	· Operationalising concepts of sexual rights in a developing country context
	Jolly/Cornwall
	12

	
	Data Analysis


	IDS
	· Quantitative cross-national analysis of political variables associated with selected SRH rights
	Goetz
Research Assistant
	7
50

	
	Proposal Development
	LSHTM/Partners


	· Discussion with WHO on adapting ‘Maternal Health and Rights’ toolkit to produce a ‘SRH and Rights’ toolkit
	Mayhew
	5

	
	
	LSHTM/BRAC
	· Research on raising age at first marriage in Bangladesh
	Cleland

Collumbien
	4

4

	
	
	LSHTM with WHO
	· Develop research on policy and service standards for victims of violence
	Mayhew

Watts
	10

6

	
	Methodology Development
	LSHTM
	· Finalise study design on NGOs’ operationalisation of ‘rights’ of vulnerable populations involved in sexual health interventions in Pakistan

· Draft paper on development of framework for SRH NGOs to operationalise a ‘rights-based approach’ to service delivery

· Preparation of sexual health toolkit for WHO
	Mayhew

Mayhew

Busza

Hawkes
	10

3

3

5

	
	
	IDS/LSHTM/BRAC
	· Partner meeting to develop framework for sexual rights research
	Cornwall/Jolly

BRAC

LSHTM
	4

4

2

	
	Research Pilots
	IDS
	· Qualitative mapping of legal and policy variables affecting SRH rights in Kenya, Uganda and Tanzania
	Nyamu

Research Assistant
	7

60


Plan of RPC Activities continued
	Indicative plan beyond the inception phase

To facilitate planning and incorporate regular review, the programme will be divided into three phases. At the end of each phase, we will hold a review and reflection/ consolidation event

Research activities for the main phase will be detailed during the inception phase and will be reviewed and updated annually. They will continue through all phases of the programme and will include:

· Primary data collection on issues identified in Themes 1, 2 and 3.

· Ongoing literature reviews, analyses of existing data and proposal writing for multiplier funding.

· Development and refinement of new ways of measuring, mapping and analysing SRH and rights data.

Ongoing review of consortium capacity building needs will be undertaken throughout the programme by the Steering Group and Advisory Group. Activities are likely to include exchange visits between partner organisations; curriculum development activities; training of research students; internships, technical workshops with service providers; meetings to bring together key figures from policy, research, media and advocacy. In the long term, the Consortium also aims to build the capacity of local stakeholders to access and utilise research outputs and to mobilise demand for SRH rights.

Phase 1 is equivalent to the first year of the programme, including the inception period. Phase 2 will be years 2-3. This will involve the development and consolidation of substantive research outputs on SRH morbidities, access to services and technologies and mapping of rights and entitlements. Capacity building within the Consortium and among consortium partners will continue. Academic and policy outputs, such as briefings, will be produced. Phase 3 will be years 4-5. This will involve an expansion of research themes and movement into operations research on technologies and service access and on meeting rights/entitlements. A broader dissemination strategy will be implemented, including developing a proposal for establishing a ‘network of networks’ to share findings with regional SRH networks.


	ACTIVITIES PLAN
	Inception Phase
	Phase 1
	Phase 2
	Phase 3

	(Contacts and days in  brackets)
	Month 1
	Month 2
	Month 3
	Month 4
	5
	Month 6
	Years 2 and 3
	Years 4 and 5

	Capacity Building
	All partners

(Standing)
	Undertake institutional needs assessment for Research Planning Meeting (10)
	
	
	
	
	
	Ongoing Capacity building activities

	
	LSHTM

(Mayhew)
	
	
	Adapt SRH short course to include rights-based approaches  (3)
	
	
	
	
	

	
	
	
	
	Preparation of policy analysis training material (5)
	
	
	
	
	

	
	IDS/BRAC/LSHTM

(Cornwall/Jolly)
	
	
	Sexual rights (SR) workshop & partner experience sharing on SR approaches (10)
	
	
	
	
	

	
	BRAC researchers attend subject to getting funding (LSHTM – Busza)
	
	
	Attend SRH short course
	
	
	
	
	

	
	INDEPTH with partners

(Ayaga)
	
	
	
	Workshop on sources for studying SRH morbidity
	
	
	
	

	Communications and influencing

(IDS – Standing)
	Communications strategy development 
	Development of website & publicity material
	Launch of Website & publicity 
	Early outputs
	Broad dissemination 

	
	
	
	
	
	Development of network of networks

	Consortium development and management
	Direction

(IDS - Standing)
	IDS
	Director visits to Nairobi and Dhaka for partnership research and development discussions (12)
	Ongoing co-ordination of consortium 

	
	
	
	Appoint administrator
	
	
	
	
	
	

	
	
	
	Establish structure
	Consortium Planning Meeting (3)
	Establish structure
	
	
	Submission of Proposal
	Ongoing co-ordination & development of multiplier funding

	
	All Partners
	Consortium Development
	
	Consortium Development
	
	
	Review & Reflection 
	
	Review & Reflection 
	
	Review & Reflection 

	
	West Africa (INDEPTH)
	Consultative stakeholder meeting in each region  
	
	
	
	
	
	
	
	
	

	
	East Africa

(APHRC/Engender)
	
	
	
	
	
	
	
	
	
	

	
	Asia (BRAC)
	
	
	
	
	
	
	
	
	
	

	
	Steering Committee
	
	Creation
	
	
	
	
	Meet(
	(
	(
	(

	
	Advisory Group
	
	Creation
	
	
	
	
	Meet(
	(
	(
	(

	Research Activities
	All partners
	
	
	
	Outlined in Table 2 – Inception Phase Research Activities
	Field/0perations/health systems/case study/policy process research/application of new techniques & knowledge
	Consolidation/outputs/ development of new areas of focus/ Findings links to advocacy activities and action research


Plan of RPC Activities continued
	Key milestones
Phase 1:

· Advisory Group and Steering Group established

· 3 Regional consultation meetings held

· Consortium Planning Meeting held

· Detailed RPC logframe finalised

· RPC website and brochure completed 

· Capacity building activities held for partners

· Inception phase activities concluded

Phase 2:

· Multiplier funding obtained

· Research outputs:

· Proposals written

· Fieldwork conducted

· Reports written

Phase 3:
· Research outputs:
· Papers and policy briefs written

· Dissemination activities: 

· meetings and workshops held with policy and programme personnel 

· advocacy materials distributed through rights networks and organisations

· conference papers presented

· Evidence of policy and programme change that contributes to progressive realisation of rights.


Risks (maximum 500 words)
1. What are the most likely problems which will inhibit the proposed RPC from achieving its objectives? How will you counter them?

2. How likely are these to happen and how serious the consequences to the programme if they occur?  What means have been/will be taken to minimize or mitigate potential risks?

3. Evaluate the risks which might prevent the RPC from influencing policy and practice.

	Diversity of partner organisations and danger of ‘public health’ and ‘rights’ going their different ways
This is a diverse consortium and there is some risk that partners will each fall back on what they are good at rather than strive to create much stronger synergy. This will be addressed directly through governance processes and clear leadership.

‘Under demand’ and controversial nature of some research

Sensitive and hidden issues like SRH problems are low on policy agendas; the poor/vulnerable populations in whom we are investigating these issues also have low political visibility. Influencing policy on these topics is, therefore, more challenging than influencing policy on politically high priority topics. The RPC’s challenge is to contribute to moving SRH and rights issues higher up the policy agenda. Some of our work will address this through convincingly quantifying the problems and communicating the evidence to different levels of policy and advocacy actors. Other work will directly address ‘demand creation,’ looking to build a body of experience on linking research and communication in unfavourable policy environments.

	Different agendas and timeframes of researchers and policymakers

This can make it difficult for research to feed into policy. The RPC seeks to mitigate this effect by ensuring that we use our existing multiple links and influence to policymakers at different levels to create a continual feedback loop to develop and sustain interest and ownership in the research issues.  Similar feedback loops will be set up with advocacy groups.

Risk of not obtaining sufficient multiplier funding 

Some of our more ambitious research aims will require us to raise additional funding. This is particularly for undertaking larger scale operations research, for instance, on trialling new delivery mechanisms for technologies, financing and rights-based approaches. While this cannot be guaranteed, partners have a very strong track record in raising research funds. For instance, the LSHTM has successfully increased previous work programme funding by a multiplier of 3-4. IDS and APHRC raise all their own resources from programme and project grants and maintain substantial research portfolios. 


Socio-Economic and Gender Issues (maximum 500 words)
1. Identify net adverse effects on well-being of any social group which might result

 from widespread adoption of research outputs e.g. higher food or input prices,     changes in land use, reduced livelihood choices, social conflict, reduced decision-making power.

	There are possible risks in work on sensitive topics such as violence. Working with ‘rights defenders’ could increase their profile and so put them at greater risk. Past experience of partners working with vulnerable groups on sensitive issues and on difficult gender relations will inform our work. We take the protection of our partners and beneficiaries very seriously. We will carry out an assessment of potential risks for relevant projects and activities and propose measures to deal with them.


Environmental Impacts (maximum 500 words)
1. What are the expected environmental impacts (beneficial, harmful, neutral) of widespread adoption of the programme outputs? State whether these are direct or indirect, which social groups are likely to be affected and over what timespan.

	There are no direct impacts expected. In order to minimise indirect environmental impacts, use will be made wherever possible of Information and Communications Technologies, such as e-discussions, videoconferencing, interactive networking packages (such as Groove) etc.  


Monitoring, dissemination and Evaluation (maximum 500 words)
1. How do you intend to monitor and review the implementation of the programme and assess its impact? What baseline/benchmarking data will be used? 

2. How do you intend to share the experience of the initiative for the project and at its end?  What media will you use for dissemination?

3. How will you ensure that the new knowledge is communicated to non-academic audiences?

4. How will you ensure that all collaborating institutions are involved in influencing local policy makers? 

	The implementation of the programme will be monitored through the supervision of the Steering and Advisory Groups.  The Steering Group will provide internal monitoring through review of research proposals and outputs.  The Advisory Group will provide external quality assurance through annual meetings to review the programme, as well as through regular feedback and engagement.  The Advisory Group, whose members will be drawn from target influence groups will also provide indications of wider impacts.  A Mid-Term Review will be undertaken. Programme monitoring indicators will be discussed further and agreed at the inception Planning Meeting. They will then be reviewed through the annual cycle of planning meetings. These include the capacity building indicators specified earlier. The end-of-phase consolidation and reflection events will provide the major opportunity to review progress in research implementation, internal and external capacity building and extent of policy influence

The scoping exercises undertaken in the inception phase will each produce ‘base-line’ data. For example, we will have selective mapping data on the existing situation of SRH rights, prevalence of neglected/sensitive SRH problems and policy responses to SRH needs and rights. Evidence of improved access to SRH services and of positive policy and programme responses towards SRH and rights can then be collected in Phase 3 as part of the monitoring and evaluation of research activities. These will then be compared with the situation mapped in Phase 1.

Indicators will cover capacity building, partnership development and policy impact and may include:

· joint proposals submitted

· multiplier funding obtained

· joint publications

· staff exchanges between partners

· policy presentations made

· policy briefs written and disseminated

· engagement with specific policy actors and media

· research results have policy or programme impact.
The full dissemination and influencing strategies and capacities are outlined in the section on Communication and Use of Research and Pathways to Influence.




Section 3.  Institutions and Key Personnel
Statement of RPC Director (maximum 1000 words)1019
1. State the vision for direction of the RPC.

2. What is the role of RPC Director?

3. State the suitability of the candidate for the position, including academic as well as administrative and directional experience. Outline their track record in managing international collaborative research in relation to the theme of this proposal.  Describe any past research experience that has influenced policy and practice at national or international levels.

4. Specify other major time commitments in the next two years including all DFID contracts.   

5. Append a short (2 page) CV.

	Vision for RPC Direction

My vision for a successful RPC is one that builds awareness, strengthens capacity and contributes towards a positive climate for improving SRH outcomes. In order to achieve this, direction needs to balance potentially competing needs. The programme needs to be structurally, intellectually and practically coherent, while encouraging local ownership, flexibility and innovation. This means striking a balance between a necessary degree of decentralisation of thematic work and maintaining an overall programme focus that ensures high quality outputs and processes, that together maximise the likelihood of meeting the RPC’s purpose. The Consortium contains both existing partnerships and new ones. The priority in the first year is therefore to build internal and external relationships to create trust, coherence and inclusiveness for all partners. As the programme progresses, the aim will be to strengthen research and capacity building links across regional partners and their associated networks.  

I see the role of Director as:

Providing strategic direction and leadership. This will be done in regular consultation with consortium partners, users of programme outputs and the Advisory Group.  This leadership has two aspects. The first is overseeing the creation of a programme which is more than the sum of its parts. This will require taking a lead on strategy and partnership development, regular ‘horizon scanning’ and reporting to the programme Steering Group, to which the Director will be accountable.  It will also require the development and maintenance of both formal and informal mechanisms for dialogue and feedback involving all stakeholders through the life of the programme. The second is managing change and responding to new opportunities. Over a five year programme, there will need to be regular reality checks on the changing environment in terms of priority issues, political opportunities, international developments in SRH and the needs of main clients. At the end of each phase, we will hold a strategic review and reflection/consolidation event.
Designing research and undertaking research management. I will take an active role in both developing and managing research. This particularly includes mentoring and other support to younger researchers and consortium colleagues in research design and production of high quality research and published outputs. My academic priority is in building the next generation of applied researchers, however, I will also selectively develop research in conjunction with partners. One of my highest priorities, particularly early in the programme is to support partner institutions and researchers to raise further resources to enable the programme objectives to be met in full and to expand into new fields.

Overall responsibility for programme management and coordination.  This includes overseeing the setting up of programme coordination structures and processes, the programme communication strategy and systems for quality assurance and performance monitoring.  It will entail regular liaison with partners on consortium workplans and milestones. It also includes supervision of administrative and other support staff employed by the programme, and ensuring that reportage to DFID and other clients is accomplished accurately and to time.

Development of the external profile of the programme. This will be done in close consultation with all partners and with support from professional communications staff at IDS. 

Experience of Director
Dr Hilary Standing is an internationally recognised authority on health systems development and on intersections between gender and health, and reproductive health and health sector reforms. Formerly Senior Lecturer in Social Anthropology at the University of Sussex and Senior Social Scientist at the Tavistock Institute of Human Relations, she has extensive field experience in South Asia and many years experience in academic and policy research and research management. She has worked for over 20 years on health and development, including on rights-based approaches and has published widely both in peer-reviewed journals and books, and for policy and advocacy audiences. She has excellent relationships with advocacy groups and networks in several continents, and with international and national research and policy communities. In recent years, she has carried out research and commissioned work in a wide spread of countries and continents.

She has extensive experience in research and teaching management. She coordinates the Gender and Health Equity Network, a large three country action research study with multi-agency funding. She has been involved in many teaching, learning and capacity building initiatives. This has included convening tow academic link programmes between the University of Sussex and universities in Uganda and Bangladesh, supervision of doctoral students and many years of postgraduate teaching. 
She has held several international policy positions. She is a member of the Technical Pool of Specialists and Alternate Member, Global Fund for HIV/AIDS, TB and Malaria Proposal Review Panel, WHO. She was a Member of the OECD DAC sub-group on Poverty and Health. She is a Technical Adviser to the Women, Health and Development Programme, PAHO and has participated in high level advisory groups for the WHO and other international bodies. 
Her work has influenced policy in key strategic areas for SRH. Work examining the impact of health sector reforms on gender and on reproductive health opened up international and national dialogue on the gender and reproductive health implications of health sector reforms through international agencies such as WHO, PAHO and UNRISD. It has also been taken up by advocacy groups in a number of countries. For example, Latin American groups have used it to lobby for improved monitoring of programmes from a gender perspective.
She has been one of the Principal Investigators in a ground-breaking action-research study and randomised control trial in a district of Nepal. This used a community based intervention for reducing neonatal mortality and has reduced mortality by over 30%. She was responsible for the original design with village mothers’ groups. International and national policymakers are expressing increasing interest in adapting this effective, low cost methodology 

Over the last decade, she has held an extensive portfolio of health-related work for DFID, including technical adviser to the Nigeria Transforming Health Systems Programme, technical support to DFID Bangladesh on the Health, Nutrition and Population Sector Programme and commissioned studies for the DFID Health and Health Systems Resource Centres.


Key Researchers 
1. Name the principal researchers from the lead institution and collaborating partners. Detail their main areas of expertise and disciplinary/professional background.

2. Specify the amount of time to be devoted to RPC activities of each researcher.

3. Specify other major time commitments in the next two years including all DFID contracts.  

4. Append short (1 page) CVs.

5. Do not include those researchers contributing less than 3 months a year to RPC activities:  supporting research staff should be listed only and no CVs should be attached
RPC Director
	Institution
	Researcher
	Discipline 


	Annual time commitment
	Other main commitments with annual time.
	CV Attached

	IDS
	Hilary Standing
	Social anthropology/ Reproductive health and health systems development
	4 months
	Gender and Health Equity Network. 20 days pa (to end 2005) DFID Nigeria PATHS Programme. Up to 60 days (to end 2007) Proposed Health Systems RPC. Up to 1 month
	(


Key Researchers
	APHRC
	Eliya Zulu
	Demography
	3.6 months
	Nairobi Urban Demographic Surveillance System. 30 days. Protecting the Next Generation project . 10 days.  Proposed RPC on RH/HIV. 75 days.
	(

	APHRC
	Dr. Johannes John-Langba
	Public health, with background in social work, behavioural and community health
	4.8 months
	Protecting the Next Generation project . 35 days. Nairobi Urban Health and Poverty Partnership. 23 days.
	(

	BRAC
	Sabina Rashid
	Medical anthropology
	3 months
	
	(

	
	Afsana Kaosar
	Public health
	3 months
	
	(

	Engender Health
	Marcia Mayfield
	Public health
	3 months
	
	(

	IDS
	Andrea Cornwall
	Social anthropology/ Rights approaches, participation & health
	3 months from the DRC on Citizenship, Participation and Accountability
	(

	INDEPTH Network
	Ayaga Bawah
	Demography
	3 months
	
	(

	LSHTM
	Susannah Mayhew
	Policy analysis, Demography, Sociology
	3 months
	EU Pakistan project on rights-based approaches. 2months. EU Emergency Contraception project. 4 months. Other research activities and teaching. 3 months
	(

	LSHTM
	Sarah Hawkes
	Public health, Epidemiology, Operational research.
	3 months in Year 1
6 months in Years 2-5
	DFID HIV Programme (current). 3month for 1 year only. Other research activities and teaching. 6 months.
	(

	LSHTM
	John Cleland
	Demography
	3 months
	Other research activities and teaching. 9 months
	(

	LSHTM
	Charlotte Watts
	Epidemiological modelling
	3 months
	Other research activities and teaching. 9 months
	(


Supporting Research Staff
	Institution
	Researcher
	Discipline 


	Expertise

	IDS
	Anne Marie Goetz
	Political science

Gender and governance
	Political scientist with seventeen years’ experience in development work, both operational and in research and consultancy.  Research and teaching on gender and development, governance, democratisation and civil society development, anti-corruption measures, accountability and responsiveness and poverty-focus in service delivery, gender and poverty in the context of economic reform. Involved in recent large research projects on state responsiveness to poverty; the politics of pro-poor policy-making and implementation, grassroots anti-corruption movements and the right-to-information movement in India and democratic structures and conflict-torn societies.  Publications include Reinventing Accountability: Making Democracy Work for the Poor, (co-authored with Rob Jenkins), 2004, London, Women Development Workers:  Implementing Rural Credit Programmes in Bangladesh, 2001, Sage/Dhaka University Press Limited and Getting Institutions Right for Women in Development, 1997,  Zed Press.

	IDS
	Susan Jolly
	Development studies

Gender and sexuality
	Social Development and communications specialist with interests in sexuality and sexual rights, HIV/AIDS, health, poverty and gender.  Experience of working on these issues in China, Bangladesh, India and Pakistan, and producing HIV/AIDS related publications for BRIDGE. Has provided technical advice as Social Development consultant in teams evaluating national HIV/AIDS programme Pakistan and in China and been engaged in interviewing activists and organisations working on rights for women, sex workers, lesbian, gay, bisexual and transgender people, and people with HIV/AIDS.  Published work includes ‘Development Myths Around Sex and Sexualities in the South’, in Feminist Fables and Gender Myths series, 2003 (see  www.siyanda.org), with Cook, S. Gender and Poverty in Urban China, 2000, IDS Research Report # 50 and ‘Queering Development: Exploring the links between same-sex sexualities, gender and development’, in Gender and Development, 2000, Oxfam Journal, Vol. 8, No. 1.

	IDS
	Celestine Nyamu
	Law

Development of grounded approaches to human rights
	Lawyer with inter-disciplinary training and experience in legal anthropology. Main areas of research interest and expertise: rights-based approaches to development, integrating participatory approaches into rights advocacy, local implementation of international human rights standards, gender equality in legal systems and governance reforms, alternative justice systems. Publications include with A. Cornwall ‘Putting the ‘Rights-Based Approach to Development’ into Perspective,’ Third World Quarterly, 2004, Vol.25(8) and ‘Toward an Actor-Oriented Perspective on Human Rights’, in N. Kabeer (ed), Meanings and Expressions of Citizenship: Perspectives from the North and South, Zed 2004

	IDS
	Gerald Bloom
	Medicine/ economics

Health systems and regulation
	Gerald Bloom is a medical doctor and health economist with expertise in health policy, planning and finance.  He has a special interest in the strategic management of health sector change.  He has worked for many years on health system development in Africa and Asia and has undertaken many projects on health expenditure and finance, strategic management of sectoral change and health care technology management.  He has completed several major studies of the impact of economic reform on health services in China and is Deputy Chairman of the China Health Development Forum, which facilitates exchanges between researchers and policy-makers.  Recent publications include with Tang, S. (eds.) Health Care Transition in Urban China, 2004, Ashgate Pub. with Lucas, H., ‘Health and Sickness: Towards Health Systems that Meet the Needs of the Poor’ in Belshaw, D. and Livingston, I (eds.) 2002, Renewing Development in Sub-Saharan Africa, Routledge and with McIntyre, D., ‘Towards equity in health in an unequal society: health finance and expenditure in South Africa’, Social Science and Medicine, 1998, 47 (10): 1529-1538

	APHRC
	Frederick Mugisha
	Health Economist


	Frederick Mugisha joined APHRC in 2002 after completing his doctoral studies at the University of Heidelberg, Germany. Before his doctoral studies, Dr. Mugisha worked with the Global Program on evidence for health policy at the World Health Organization headquarters in Geneva. Prior to this he worked with the Medical Research Council (UK) programme on HIV/AIDS in Uganda primarily on the Masaka IEC/STD treatment trial, which he joined from the Expanded programme on Immunization, Ministry of Health in Uganda. Dr Mugisha's research centres on urban poverty and health, health insurance of the informal sector and access to essential medicines. He is currently involved in a longitudinal research project on urban poverty and health in the informal settlements of Nairobi, Kenya. Publications include with Kouyate B, Gbangou A, & Sauerborn R. (2002). ‘Examining out-of-pocket expenditure on health care in Nouna, Burkina Faso: implications for health policy’, Tropical Medicine and International Health, 7: 187–196.

	BRAC
	Dr. A. Mushtaque Chowdhury
	Public health, Demographer
	Dr. A.M.R Chowdhury, is Deputy Executive Director of BRAC and Dean of the James P. Grant School of Public Health at BRAC University.  He has international experience in health equity research, programme evaluation/intervention, research management and teaching. He is the founder of BRAC's Research and Evaluation Division, which is one of the largest and most respected research units nationally and internationally. He has been involved in numerous global research, advocacy and study networks. Dr. Chowdhury is a Coordinator of the Task Force on Child Health and Maternal Health of the Millennium Project [MDG, 2002-2006] of the United Nations, New York. He is a member of the Coordinating group of Global Equity Gauge Alliance (GEGA) and working group member of Global Alliance for Vaccines and Immunization (GAVI). He is also the Co-Chair of the working group on ‘Priority Diseases’ with Joint Learning Initiative (JLI) on Human Resource for Health. Dr. Chowdhury has international experience of working in diverse situations such as Bangladesh, Pakistan, Nepal, Thailand, China and Ethiopia.  Recent publications include ‘Task Force on Health Systems Research. Informed choices for attaining the Millennium Development Goals: towards an international cooperative agenda for health-systems research’, Lancet 364:997-1003 and with R Sadana, C D’Souza, A Hyder, ‘Importance of health research in South Asia’, BMJ 328:826-30 

	BRAC
	Faruque Ahmed


	Director, Health and Nutrition Programme, BRAC
	Main areas of interest: economic and multisectoral perspective on public health performance and building on the existing policy framework at country level.  Has undertaken research on the most promising strategy or strategies for engaging private sectors for maternal and child health, and sector goals in country context. Published work includes with Bhuiya A, Chowdhury AMR, Adams AM, ‘Bangladesh: An intervention study of factors underlying increasing equity in child survival.’ A country case study published in, Challenging inequalities in Health: from Ethics to Action, Oxford University Press, 227-240, 2001 and ‘Status of health and health equity in Bangladesh: Policy perspective’. Report prepared for the Global Health Equity Initiative (GHEI) Meeting, December 11-17, 1998, Dhaka, Bangladesh.

	BRAC
	Dr. Mohammad Raisul Haque
	Sector Specialist, HIV/AIDS, BRAC

Reproductive Health and Social Research, medical doctor
	Major research interests focus on reproductive and child health issues in rural Bangladesh to increase understanding of health inequity, poverty and literacy within society.  Also interests in social development issues with operational research on how to engage the private sector to achieve key health-related Millennium Development Goals. Most recently engaged in an exploratory study on healthcare provision from static centres and the issue of self-financing looking at the experiences of selected NGOs working in the field of public health such as Grameen Bank, Gonoshastho Kendra (GK), NGO Service Delivery Programme (NSDP), Marie Stopes Clinics, and Dustha Shastho Kendra (DSK).

	Engender Health
	Mark A. Barone


	Doctor of veterinary medicine, background in Reproductive Physiology
	Fifteen years of progressive experience as a programme leader, manager, researcher, and technical advisor in reproductive health and physiology. Strong on programme design, strategic planning, and financial and human resource management. Extensive experience with project development, management and evaluation, as well as provision of technical assistance, in international public health focusing on family planning, HIV/STIs and cervical cancer. Broad expertise in clinical, social science and operations research. Successful in raising funds from US Government agencies and private foundations. Currently Director of HIV/STI and Cervical Cancer Programs.  Recent published work includes with Johnson CH, Luick MA, Teutonico DL, and Magnani J. 2004. ‘Characteristics of Men Receiving Vasectomies in the United States, 1998–99’. Perspectives on Sexual and Reproductive Health 36:27-33 and with Myer L, Denny L, DeSouza M, Wright TC, and Kuhn L. 2004. ‘Intravaginal Practices, HIV & Other Sexually Transmitted Diseases Among South African Women’ Sexually Transmitted Diseases 31:174-179.

	Engender Health
	Dr. Abu Jamil Faisel 


	Medical doctor
	Country Representative for EngenderHealth's Bangladesh programme. Dr. Faisal is a medical doctor and senior manager with many years of experience in SRH service delivery. He currently manages EngenderHealth work in family planning, post-abortion care, obstetric fistula, and integrating family planning with HIV, post-abortion care, and maternity services.

	Engender Health
	Dr. Job Obwaka


	Medical Doctor
	Deputy Chief of Party for the EngenderHealth-led Quality Health Partners project in Ghana. Dr, Obwaka is a medical doctor and senior manager with many years or experience in SRH service delivery. His responsibilities include overall programmatic management of technical support to Ghana Health Service and private service delivery institutions in improvement of the quality of health services, including family planning, essential and emergency obstetric care, post-abortion care, STIs, and VCT.

	Engender Health
	Dr. Nicholas Kanlisi 


	AMKENI Project Director, Kenya
	Dr. Kanlisi is a senior manager with many years of experience in SRH service delivery in Kenya. His current responsibilities include overall strategic direction and management for the EngenderHealth-run AMKENI Project which supports local institutions in improving family planning, reproductive health, HIV/AIDS and child survival services throughout Kenya. 

	INDEPTH
	Professor Fred Binka
	Epidemiology
	Executive Director of INDEPTH Network. Career in public health and health field research. He has served in various key committees of the World Health Organisation (WHO) including the following: Chairperson, WHO Tropical Disease Research Task force on Malaria and Health Sector Reform; Chairperson, Multilateral Initiative of Malaria and WHO/TDR Task Force on capacity strengthening in Africa; and Member WHO/TDR, Steering Committee on Proof of Principle (PoP) and Steering Committee on Implementation Research (IR) as well as other significant committees: Member, International Advisory Committee, PATH CANADA; Member, Board of Directors, African Medical Research Foundation (AMREF) Nairobi, Kenya; and Member, Research & Development Task Force, Global Alliance for Vaccines and Immunizations (GAVI). He is a founding member of the international network “Mapping Malaria Risk in Africa (MARA)”, which is composed of malaria scientists working to create a continental malaria risk map for Africa. Secretariat based in MRC-Durban, South Africa.

	LSHTM
	Joanna Busza
	Medical demographer, Anthropologist, Operational research.
	Over eight years postgraduate international experience in research, design and implementation of programmes in SRH, HIV/AIDS prevention, monitoring and evaluation, participatory action, training and technical assistance to NGO/CBOs. She has done significant work with vulnerable communities including young people and sex workers, as well as projects on Microcredit for AIDS and Gender Equity, Rights Based Approaches, Monitoring and Evaluation and Operations Research and Reproductive Health Research Capacity Strengthening. Published articles include ‘Sex work and migration: the dangers of oversimplification.’ 2004, Health and Human Rights. 7(2): 231-250 and with Puri, M. ‘In forests and factories: sexual behaviour among young migrant workers in Nepal Culture’, 2004, Health and Sexuality. 6(2):145-158.

	LSHTM
	Martine Collumbien
	Medical demographer, with background in agriculture and nutrition
	Main research interests are in applied social research, especially HIV related stigma and interventions in stigma reduction. Main research experience in male sexual health and behaviour in South Asia and monitoring and evaluation and SRH projects with a strong interest in capacity building. Recent work has included design of the monitoring and evaluation system for the Joint Programme for HIV/AIDS in Myanmar and assessment of ‘non-use of contraception’ as a risk factor contributing to the burden of maternal ill-health for DFID.  Published articles include with Verma R.K. ‘HIV epidemic in India: the potential contribution of homosexual behaviour.’ 2004, AIDS 18(13): 1845-7., with Verma R.K. ‘Wife beating in urban Indian slums: the link with poor sexual health and risk behaviour among men.’ 2003, Journal of Comparative Family Studies, 34 (1): 61-74, and with Hawkes S. ‘Missing men’s message: does the reproductive health approach respond to men’s needs?’ 2000, Culture, Health & Sexuality 2(2): 135-150

	LSHTM
	Basia Zaba
	Medical Demographer, modelling, Epidemiology
	Main research interests are in HIV/AIDS, reproductive health, sexual health, sexually transmitted disease, sexual behaviour, demographic estimation and migration.  Recent research has focused on the demographic correlates of HIV, especially the impact on fertility and child mortality, marital stability, sexual behaviour and population mobility as risk factors; sexual behaviour measurement; partnership change and mobility; monitoring and evaluation of National AIDS Control Programmes.  Published works include with Whiteside A and Boerma JT. ‘Demographic and socio-economic impact of the AIDS epidemic: taking stock of the empirical evidence’. AIDS, Volume 18 Supplement 2, June  2004, S1-S8 and with Nnko S, Boerma JT, Urassa M, Mwaluko G, ‘Secretive females or swaggering males?  An assessment of the quality of sexual partnership reporting in rural Tanzania.’ Social Science and Medicine, 2004, Vol 59/2 pp 299-310 

	LSHTM
	Emma Slaymaker
	Demography, Epidemiology
	Key research interests in HIV/AIDS, sexual health, surveillance and sexual behaviour.  Current research is exploring the ways of measuring sexual risk behaviours, mostly using large population-based surveys, and interpreting these data including a comparison of the methods for measuring the level of condom use.  Published work includes with Zaba, B. (2003) ‘Measurement of Condom Use as a Risk Factor for HIV Infection’. Reproductive Health Matters 11(22):174–184 and with Farley, T., Ali, M. (2001) ‘Competing Approaches to Analysis of Failure Times with Competing Risks,’ Statistics in Medicine 20(23): 3601-3610. 

	LSHTM
	Phillippe Mayaud
	Medical doctor
	Main research areas lie in the clinical guidelines of and management of STI, the organisation of STI services in various contexts and evaluation of interventions targeting the HIV-STI cofactor effect, with a particular interest in viral STIs (herpes and HPV), cervico-vaginal infections and reproductive health. Recent research on socio-cultural, economic, policy, behavioural, clinical, epidemiological and control aspects of HIV/STI in Tanzania, Uganda, The Gambia, the Central African Republic, Ghana, South Africa, Brazil, and China.  Recent publications include with Mabey DCW, ‘Approaches to the control of sexually transmitted infections (STI) in developing countries: old problems and modern challenges.’ Sexually Transmitted Infections 2004; 80: 174-82 and with Oliff M, Brugha R, Semakafu A-M. ‘Integrating Reproductive Health Services in a Reforming Health Sector: The Case of Tanzania.’ Reproductive Health Matters 2003; 11 (21): 37-48. 


Institutions 

1. Outline the history of collaboration between the relevant department(s)/units(s) of the lead institution and at least two of the consortium partners named in Section 1.

	This is a new consortium but there is a history of both formal and informal links between consortium members. IDS has an informal history of collaboration with researchers at LSHTM/CPS, including working together on the organising group of the International Reproductive Health and Health Systems Development Conference held in Leeds in September 2003. IDS has collaborated with BRAC in international research partnerships and tendering for commissioned work. LSHTM staff are engaged in collaborative research at 7 INDEPTH research sites. Basia Zaba (LSHTM) is a member of INDEPTH’s Scientific Advisory Committee. LSHTM staff have worked with APHRC in scientific proposal writing and workshops. John Cleland (LSHTM) is a former member of their Scientific Advisory Board. BRAC and APHRC are both members of the INDEPTH Network.


Section 4. Outline Project Framework
This will be revised after the inception phase.

	Narrative Summary 
             (NS)
	Verifiable Indicators 
          (OVI)                                          
	Means of Verification                     
         (MOV)
	Assumptions/Risks

	Goal: (DFID)

The production and uptake of technologies and policies that will contribute to poverty reduction and the achievement of the MDGS
	
	
	

	Purpose:

To contribute to progressive realisation of sexual and reproductive rights of poor and marginalised populations, through improved knowledge, capacity building and communication.
	New knowledge generated

Capacity built and sustained policy and practice influenced
	Project and annual reports of RPC

Institutional assessments

National, international and local policy and programme documentation

Interviews with policy actors
	Fundamentalist political and social influences that threaten rights can be successfully rebutted
SRH and rights are considered a priority among international agencies able to commit resources

	Outputs:
Output 1:

Generate new knowledge and research methods on sexual and reproductive health and rights:

1. Measurement & mapping of SRH morbidities and social vulnerabilities

2. Improving access to and rights of poor and vulnerable populations to new SRH technologies

3. Contextualising and operationalising rights at national and local levels


	Output 1:

Joint research conducted

Joint reports and papers on findings and methods published 

Multiplier funding generated
	Output 1:

Progress reports

annual reports – narrative and financial

final reports

evaluations of RPC

peer publication lists
Funding proposals successful 


	Political will exists to give SHR and rights higher priority
Demand for research is sustained throughout RPC

Multiplier funding obtained to allow large-scale field research.

Funding environment for partners remains stable.


	Output 2:

Strengthen international research capacity on sexual and reproductive health and rights.

Output 3:

Communicate and disseminate RPC findings to facilitate getting research into policy and practice.
	Output 2: 

Joint research proposals funded with North-South partners; papers joint-authored by N-S partners; projects headed by southern partners; learning and experience sharing events held

Output 3: dissemination workshops/ meetings held with range of stakeholders; papers published; policy briefs produced and circulated; information on websites

	Output 2:

Progress and Annual reports; RPC evaluations; peer publication lists, personnel visits and exchanges conducted, SRH and rights workshops and course evaluations

Output 3: 

Progress and Annual reports; website; documented activities at international conferences; policy briefs; peer publication lists; dissemination meetings documented, interviews with policy actors
	


	Activities:
	Inputs:

	
	

	OUTPUT ONE: New Knowledge

	Measurement & mapping of SRH morbidities and social vulnerabilities

	Review and analysis of secondary data on: adolescent sexual behaviour in Africa; postpartum contraception and contraceptive discontinuation; menstruation problems in Asia; violence against women; fistula and other relevant data sets that become available
	LSHTM, APHRC, BRAC 


	Papers published and disseminated

New methods/techniques documented


	Political stability in countries means research sites and target groups remain viable.

Multiplier funding obtained for large scale  research

	New research methods and measurement techniques developed/adapted and applied, to better measure & analyse neglected and sensitive SRH and rights issues. These include: new questions for DHS and INDEPTH surveys; collaboration with other DFID RPCs.
	LSHTM, INDEPTH, IDS
	Proposals funded

Papers published and disseminated

Revised questions adopted and used
	

	Field research to gather new knowledge and apply new techniques on key issues identified in Phase One. 
	LSHTM, APHRC, BRAC, INDEPTH, IDS, Engender Health
	Annual and Project Reports

Papers written
	


	Improving access to and rights of poor and vulnerable populations to new SRH technologies

	Research on: strategies for dual protection; SRH & rights issues in urban Nairobi slums; policy, service and rights issues relating to violence against women; and other access priorities. 
	LSHTM; Engender Health; BRAC; APHRC; INDEPTH
	Proposals written and funded

Papers published, policy briefings produced
	

	Methodology developed for study of emergency contraception (EC) marketing strategies in sub-Saharan Africa and Bangladesh
	LSHTM; BRAC
	Methodology written-up; fieldwork conducted
	

	Develop research on male sexual and psycho-sexual health needs including collaboration with DFID mental health RPC
	LSHTM; APHRC
	Proposals written and funded

Studies conducted

Papers published, policy briefings produced 
	

	Interventions and operations research to study access to/provision of: dual protection, emergency contraception, syphilis diagnostics and other new technologies. 
	LSHTM; Engender health; BRAC
	Methodologies developed

Studies conducted, papers published. successful strategies adopted
	

	Health Systems research to analyse efficacy and accountability of different mechanisms for improving rights-based approaches to SRH services/technologies; role of private sector in SRH service provision
	LSHTM; BRAC, IDS, Engender Health
	Proposals written, studies conducted, papers published, policy briefings produced
	

	Contextualising and operationalising rights at national and local levels

	Scoping studies and analyses of:

frameworks for understanding sexual rights to guide development of research activities on SR: operationalising concepts of sexual and reproductive rights; frameworks for a ‘rights-based approach’ to service delivery
	IDS; LSHTM, BRAC, Engender Health
	Papers and briefing published or disseminated electronically through ELDIS, resource centre sites
	

	Cross national analysis of political variables associated with selected SRH rights; mapping of legal and policy variables affecting SRH rights in East African region
	IDS, APHRC, other regional partners
	Papers and briefing published or disseminated electronically through ELDIS, resource centre sites
	

	Development of indicators for monitoring SRH rights. Discussion with WHO on adapting ‘maternal health and rights’ toolkit to produce a more general ‘SRH and rights’ toolkit
	LSHTM; IDS (with WHO)
	Toolkits, guides produced
	

	Case study research of: successes and barriers to realising rights; dynamics and processes of social and political change in Ghana, Kenya, Tanzania and other countries
	LSHTM; IDS; 
	Proposals written, studies conducted, papers published, policy briefings produced
	

	Action-research and advocacy activities developed from research findings through collaboration with rights groups and networks
	IDS; BRAC, APHRC, LSHTM, other regional partners
	Proposals developed and studies conducted

Advocacy materials produced and disseminated
	

	OUTPUT TWO: Strengthen international research capacity on SRH and rights

	Country- and institution-specific capacity building needs assessment conducted by each partner. 
	LSHTM, APHRC, BRAC, INDEPTH, IDS, Engender Health 
	Reports to annual planning meetings
	

	Training courses held on SRH rights; policy analysis; research design and analysis
	LSHTM; IDS; BRAC
	Progress/Annual reports
	

	Institutional capacity strengthened through curriculum and course development, staff exchanges, short courses
	IDS,LSHTM, BRAC, APHRC, INDEPTH, Engender Health
	Reports from participating institutions, course evaluations
	

	
	
	
	

	OUTPUT THREE: Communication and Dissemination for GRIPP

	Development of RPC communications strategy including: establishment of website, production of RPC brochure and workplan
	IDS lead
	Communications strategy documented
	

	Dissemination of policy and programme lessons of research findings to policy and programme personnel, professional and community associations, rights groups and networks 
	LSHTM, APHRC, BRAC, INDEPTH, IDS, Engender Health 
	Annual and Project Reports, workshops and other events documented

Policy briefs produced
	

	Development of “demand creation” strategies for neglected/controversial SRH and rights policy mobilisation
	LSHTM, APHRC, BRAC, INDEPTH, IDS, Engender Health
	Experiences documented and published
	

	Active publication in peer reviewed and grey literature, participation in conferences , workshops.
	LSHTM, APHRC, BRAC, INDEPTH, IDS, Engender Health
	Peer publication lists; Progress/Annual reports 
	


Section 5. Supporting Documentation and Declaration

The following documentation should be submitted with this Application Form:

Two page CV for the RPC Director
One page CVs for each key researcher (spending 3 months or more per year on RPC activities).

Budget Planning Sheet (see Annex B –Commercial Tender)

DECLARATION

We confirm that we have read this application and accept and agree that any offer of contract which DFID may make to us on the basis of this application will incorporate the terms and conditions set out in Annex C.

------------------------------------------------------



--------------------

Head of Department for and on behalf 



Date

of the Applicant Institution

HILARY STANDING

Personal Details:

Date of birth

12 August 1949





Nationality

British

Qualifying Experience
Dr. Standing’s interests lie within the field of applied social science and span both developed and developing countries.  They have systematically involved the application of social science, and particularly anthropological perspectives to health care systems in poor countries and transitional economies.  This includes the impact of social and organisational change on health systems, reproductive health and gender and health equity. Specifically, her concern is with how to influence policy and institutional practice in ways which allow for greater rather than less participation, entitlement and influence for those involved; and using social science research methodologies, particularly qualitative methodologies in policy relevant research, action research and methodologies for intervention research such as working with stakeholders, different strategies for evaluation and organisational development techniques.
Dr Standing has extensive experience of working in inter/multi-disciplinary environments and working with practitioners, particularly linking the health and social science professions.  She has developed excellent programme and staff management skills, especially in cross-sectoral projects.

Languages:    Basic knowledge of Hindi, Bengali, French

Education:
1976
Ph.D. (Social Anthropology), School of Oriental and African Studies, London

1971
BA (Hons) Social Studies, University of East Anglia, (joint prize for the best performance in Finals, School of Social Studies)

Work experience:
1998-present
Fellow, Institute of Development Studies (Half time 1998-2000)
1995-2000

On research leave, Centre for Culture, Development and the Environment, University of Sussex, carrying out collaborative research on two ODA (now DFID) funded Research Work Programmes (1995-2000): Improved Care of Diseases of Childhood, with the Centre for International Child Health, Institute of Child Health, London University; and Health Sector Reform, with the Liverpool School of Tropical Medicine, Health Systems Development Group

1993 - 1998 
On secondment as Senior Researcher and Consultant, The Tavistock Insti​tute of Human Relations, London (half time  1995-1998)
1974 - 1995
Lecturer in Social Anthropology, School of African and Asian Studies, University of Sussex.  Senior Lecturer from 1997
Selected Research projects and consultancies:
	2004 (ongoing)
	Health Nutrition and Population Sector Programme (DFID Bangladesh) Technical advisor for developing the Health Nutrition and Population Sector Programme 2005-8

	2004 (ongoing)
	Maternal Mortality and Human Rights (DFID) Adviser, commissioned study to produce guidance for DFID on Maternal Mortality and Human Rights

	2003 (ongoing)
	Demand side financing (DFID) Team Leader, Demand side financing scoping studies, DFID Bangladesh and Ministry of Health and Family Welfare, Government of Bangladesh

	2003
	Rights Based Approaches to the Health Sector (DFID India) Consultant on rights based approaches to the health sector in Andhra Pradesh, Madhya Pradesh and West Bengal

	2002 (ongoing)
	DFID Health Systems Resource Centre Consortium (DFID) IDS core team member

	2000 (ongoing)
	Gender and Health Equity Network (SIDA/Ford Foundation) Co-ordinator of a three country action research study (Mozambique, India, China) to develop practical methodologies for improving gender and health equity in resource poor environments (with Harvard, IIM Bangalore, Karolinska Institute and country partners).  Includes management of a network. 

	2000 (ongoing) 
	Gender monitoring (Rockefeller/Ford/PAHO) Technical Adviser to a project to develop gender equity monitoring mechanisms for health sector reforms in Latin America (with the Women, Health and Development Program at PAHO).  

	
	

	1998-2000
	Developing women friendly maternity services in Lusaka, Zambia DFID Seedcorn Fund for Innovations in Reproductive Health (joint principal researcher with Susan Murray, Institute of Child Health and University Teaching Hospital, Lusaka).

	1995 - 1998
	Improvement of Health and STD control among female sex workers in Managua, Nicaragua (Liverpool School of Tropical Medicine/Instituto Centroamericano de la Salud) Research Methodology Consultant.

	1995-2000
	Improved Care of Diseases of Childhood  (Centre for International Child Health) External consultant and member of the Steering Group, Consultant to the CICH Safer Motherhood and Newborn Care Group with overall responsibility for developing work on the interface between users and health service delivery systems.  

	1998
	Perinatal Mortality in Rural Nepal (HP-Acord/DFID) Joint Director with Dr Anthony Costello, Institute of Child Health and MIRA Nepal of community based research and intervention study on reducing perinatal mortality in rural Nepal 


Academic and Professional Activities

2002-
3
Member of the OECD DAC sub-group on Poverty and Health (produced guidelines/reference paper for DAC members)

2002 Member of the Technical Pool of Specialists and Alternate Member, Global Fund for HIV/AIDS, TB and Malaria Proposal Review Panel, WHO
2001-4
External Examiner, Nuffield Institute for Health, Leeds University, MA in Health Management, Planning and Policy 

Selected relevant Publications
	2004
	‘Understanding the “demand side” in service delivery. Definitions, frameworks and tools from the health sector.’ DFID Health Systems Resource Centre Discussion Paper

	2003
	with E. Baume, ‘Equity, Equal Opportunities, Gender and Organisation Performance’ in Ferrinho, P, Dal Poz, M. eds. Towards a global health workforce strategy. Antwerpen: ITG Press

	2003
	‘Reproductive Health for All?’ In R.Black and H.White eds. Targeting Development: Critical Perspectives On The Millennium Development Goals. London: Routledge

	2002
	with 8 others ,‘Cross sectional, community based study of care of newborn infants in Nepal’  British Medical Journal Vol. 325 9 November, pp. 1-5

	2002
	‘An Overview of Changing Agendas in Health Sector Reforms.’ Reproductive Health Matters 10 (20): 1-10 

	2002
	‘Frameworks for Understanding Health Sector Reform’ in Sen G, George A and Ostlin P (eds) Engendering International Health: The Challenge of Equity Cambridge: MIT Press 

	2002
	‘Towards an equitable financing strategy for reproductive health’.  IDS Working Paper 155 Sussex:  Institute of Development Studies


	2000
	‘Gender - a missing dimension in human resource policy and planning for health reforms.’  Human Resources for Health Development Journal vol 4, No 2 

	1999
	‘Social, Economic and Cultural Aspects of Motherhood in South Asia.’  In A.Costello and D.Manandhar eds. Improving Newborn Infant Health in Developing Countries  London: Imperial College Press

	1997
	‘Gender and Equity in Health Sector Reform Programmes: A Review.’  Health Policy and Planning 12, 1: 1-18


	ANDREA CORNWALL

	

	Personal Details:
	Date of Birth:
	14 October 1963

	
	Nationality:
	British

	
	
	

	Qualifying Experience:

	A social and medical anthropologist, with interests in sexual and reproductive rights and health, gender, and participatory research and learning methodologies. Research experience on sexual and reproductive health issues in Nigeria and Zimbabwe; experience as trainer and co-ordinator in participatory research and needs assessment processes, evaluation and strategic participatory planning in health projects and programmes in the UK, Kenya, Nigeria and Zimbabwe. Currently researching citizen participation in the governance of decentralised health services in Brazil. 

	

	Languages: 
	Fluent Portuguese and German; passable French and Spanish.  

	

	Education: 

	1991-1996
	PhD in Social Anthropology. School of Oriental and African studies, University of London

	1987-1991
	BA (Hons) in Social Anthropology.  School of Oriental and African studies, University of London

	
	

	Work Experience:

	1998 - present
	Fellow in Participatory Approaches and Development, INSTITUTE OF DEVELOPMENT STUDIES

	1993 - 1997
	Consultant, MERTON, SUTTON AND WANDSWORTH HEALTH AUTHORITY, London; Coordinator of participatory health needs assessments; writing, training and research on participatory methodologies, specialising in sexual and reproductive health

	
	Consultant to ACTIONAID on their Stepping Stones HIV/AIDS programme, developing materials and strategies for capacity building.

	
	

	Selected Research Projects and Consultancies

	1998- present ongoing
	Participatory Research, Learning and Action (DFID, SDC, SIDA) Convenor of the ‘Rights and Participation’ stream of research

	2000-2005
	Development Research Centre on Citizenship, Participation and Accountability  (DFID)
Co-convenor of the ‘Spaces and Places of Participation’ programme

	
	

	Selected Relevant Publications

	2004
	‘New democratic spaces? The politics and dynamics of institutionalised participation’, IDS Bulletin 35(2): 1-10.

	2004 (in press).
	with C. Nyamu-Musembi, ‘Putting the rights-based approach to development into perspective’ Third World Quarterly, Dec.

	2003
	‘”To be a man is more than a day’s work”: Shifting ideals of manliness in Ado-Odo, S.W. Nigeria’, in L. Lindsay and S. Miescher (eds), Men and Masculinities in Modern Africa, Heinemann 

	2002
	Realizing Rights: Transforming Approaches to Sexual and Reproductive Wellbeing, ed. with A. Welbourn, Zed Books.

	2001
	'Looking for a Child: Coping with Infertility in Ado-Odo, South-western Nigeria', in S. Tremayne and D. Parkin (eds). Anthropology of Fertility and Reproduction, Oxford, Berghahn.

	2000
	Sexual and Reproductive Health, Special Issue of PLA Notes, 37, (ed. with A. Welbourn)

	2000
	co-edited with S. White, Men and Masculinities: Policies, Politics and Practice, IDS Bulletin 31(1)


	ELIYA MSIYAPHAZI ZULU

	

	Personal Details:
	Date of Birth:
	December 4, 1964

	
	Nationality:
	Malawian

	

	Qualifying Experience:

	My main research interests are in examining the linkages between poverty and sexual and reproductive health in Sub-Saharan Africa. As service to my professional community, I am currently the Vice President of the Union of African Population Studies and an Advisory Board Member of the Centre for AIDS Research, University of Southampton.

	

	Education: 

	1996
	Doctor of Philosophy (Demography), University of Pennsylvania

	1992
	Master of Arts in Demography, University of Pennsylvania

	1991
	Master of Arts in Population and Development, Australian National University, Australia

	1987
	Bachelor of Social Science (Economics and Statistics), University of Malawi

	

	Work Experience:

	2004-
	Deputy Director, APHRC

	2002-2004
	Senior Research Scientist, APHRC

	2001-2002
	Research Scientist, APHRC

	1997-2001
	Research Fellow, POPULATION COUNCIL

	1987-1991
	Lecturer, Demographic Unit, UNIVERSITY OF MALAWI

	

	Selected Research Projects and Consultancies

	2005-2007 
	Nairobi Urban Health Demographic Surveillance System, (Rockefeller Foundation $686,813) Principal investigator

	2003-2005 
	Refining the evidence base for policies and programs on child health, food security and education among the urban poor in sub-Saharan Africa (Rockefeller Foundation, $380,907) – Principal investigator working with N. Taffa, M. Nyamongo, and D. Omollo

	2001-2002
	The Nairobi Reproductive Health and Poverty Project: Clarifying Operational Details of the Experiment, (USAID, $150,000) – Co- Principal investigator with Pierre Ngom, Samson Wasao and Alex Ezeh 

	

	Selected Relevant Publications

	2005
	with Chimbwete. E. C., & Watkins, S. C. ‘The evolution of population policies in Kenya and Malawi’, Population Research and Policy Review. No. 1, pp. 83-104. 

	2004
	with Mugisha, F. ‘The influence of alcohol, drugs and substance abuse on sexual relationships and perception of risk to HIV infection among adolescents in the informal settlements of Nairobi’, Journal of Youth Studies, Vol. 7, pp. 279-293.

	2003
	with Chepngeno, G.  ‘Spousal Communication about the risk of contracting HIV/AIDS in rural Malawi’, Demographic Research, Vol. I, Article XI.

	2003
	with Magadi, M. A., & Brockerhoff, M.  ‘The Inequality of Maternal Health in Urban Africa’,  Population Studies , Vol. 57,  pp. 347-366

	2002
	with Nii-Amoo Dodoo, F., & Ezeh, A. C. ‘Sexual risk-taking in the slums of Nairobi, Kenya, 1993-98’, Population Studies,  Vol. 56, pp. 311-323.

	2001
	‘Ethnic variations in rationale and observance of postpartum sexual abstinence in Malawi.’ Demography, Vol. 38, pp 467-479


	JOHANNES JOHN-LANGBA

	

	Personal Details:
	Date of Birth:
	June1, 1967

	
	Nationality:
	Sierra Leonean

	
	
	

	Qualifying Experience:

	My research interests broadly include sexual and reproductive health, sexual violence, HIV/AIDS, and the health implications of forced migration. I am currently involved in a research project that seeks to understand HIV/AIDS and other reproductive health risks among adolescents in four countries in sub-Saharan Africa. 

	

	Education: 

	2004
	Doctor of Philosophy (Social Work), University of Pittsburgh, PA, USA

	2004
	Master of Public Health (Behavioral and Community Health), University of Pittsburgh, PA, USA

	2000
	Master of Social Work , Howard University, Washington DC, USA

	1990
	Bachelor of Science in Education (Chemistry and Biology), University of Sierra Leone

	

	Work Experience

	2004-
	Post-Doctoral Research Fellow, APHRC

	2003-2004
	Research Associate, Dept. of Critical Care Medicine, UNIVERSITY OF PITTSBURGH

	1996-1998
	Community Living Supervisor, CHI CENTERS, MD, USA

	1993-1995
	Lecturer in Human and Social Biology, GEE TEE COLLEGE, Botswana

	1990-1993
	Science Teacher, FREETOWN SECONDARY SCHOOL FOR GIRLS, Sierra Leone

	
	

	Selected Research Projects 

	2003-2004
	The relationship of sexual and gender-based violence with sexual-risk behaviours among refugee women in Botswana: The mediating role of depression.(The Women’s Study Program and the University Center for International Studies (University of Pittsburgh)). Dissertation Principal Investigator

	2002-2003 
	The problem of sexual and gender-based violence (SGBV) among Burundian refugees in Tanzania. (The Population Reference Bureau) Population policy research as part of Population Policy Fellowship training on communicating research findings to policy audiences in developing countries - Principal Investigator.

	1999-2000
	A comparative analysis of African-American Christian and Muslim families on selected values and roles. (The William H. & Camille Cosby Scholar Program.) Principal Investigator

	Selected Relevant Publications

	2005
	‘Does past sexual and gender-based violence predict current sexual-risk behaviour?  A test of the theory of Learned Helplessness’. Accepted for presentation at the Conference of International Union for the Scientific Study of Population (IUSSP) July 2005.

	2001 
	with Zlotnik, J. L. ‘Research on family-centred practice: An annotated bibliography with commentary’. Institute for the Advancement of Social Work and Research (IASWR)


	SABINA FAIZ RASHID

	Personal Details:
	Date of Birth:
	8.10.1969

	
	Nationality:
	Bangladesh and Australian (dual nationality)

	Qualifying Experience: My main areas of interest are research/teaching on gender, poverty and reproductive health. I have been involved in applied qualitative health research since (1993/94, 1998-present) in BRAC and in Bangladesh. My academic background is in Medical Anthropology/public health and I submitted my PhD thesis on “poverty and RH of adolescent women in urban slums’ in July 2004. I have worked on several international BRAC collaborative research projects: ARROW – gender sensitive health care for pregnant women (2000); a multi-country WHO, Geneva project on ‘protective factors for youths’ (2000). In 2001, I was the PI and won a grant of $23,564 from WHO Geneva for research on ‘Married Adolescent Women’s Reproductive Health in Urban Slums in Bangladesh.’

	Education: 

	Jan 2001-Jul. 2004
	PhD [submitted]. National Centre for Epidemiology and Population Health. Australian National University, Canberra, Australia [medical anthropology – fieldwork 14 months, Dhaka]

	1996-1998
	Masters in Anthropology, Australian National University, Canberra, Australia 

	1990-1992
	Bachelors in Anthropology, Australian National University, Canberra, Australia

	Work Experience:

	Oct. 2004- present
	Lecturer, James P Grant, School of Public Health, BRAC University, Bangladesh 

	1993; 1998-2001
	Senior Research Associate, Research and Evaluation Division, BRAC, Bangladesh 

	Jun. 1995-Jun. 1996
	Assistant Program Officer - Program for Research on Poverty Alleviation, Grameen Trust (sister organization of Grameen Bank), Dhaka, Bangladesh 

	Jun. 1994-Jun. 1995
	Research Consultant– UNICEF, Program for Communication and Information Section, Bangladesh 

	Selected Research Projects and Consultancies

	Oct. 2004-present 

[on going]
	Women’s Domestic Violence Health Project (Canadian Institute of Health Research (CIHR))  Team Member with researchers from Canada, Australia, Afghanistan, BRAC Bangladesh, and Thailand involved in - Global Health Research Program. To examine how domestic violence policy is developed and used in these countries for effective interventions. 

	Sept.–Dec. 2004
	Livelihood-Gender- Sanitation Linkages Project, University of Southampton, UK (DFID)

Research consultant working as advisor on poverty, water and sanitation research project in urban slums.  Prepared report on ‘Heterogeneity of the Poor in Urban Slums in Bangladesh.’   

	Feb.-Mar. 2002 
	Child labour and health hazards (Save the Children, UK – Bangladesh)
Research consultant: designed and carried out research on “Child labour and health hazards’ in rural areas ,  trained staff on Qualitative Data Analysis – coding and analysing data, prepared report, including guide for appropriate research methods & recommendations 

	Selected Relevant Publications

	2002 (Book)
	with K. Afsana, Discoursing Birthing Care: Experiences from Bangladesh. University Press Limited. Dhaka, Bangladesh.  

	2004 forthcoming
	‘Women, Gender and Virginity: Discourses and Practices in South Asia’, In Encyclopedia of Women and Islamic Cultures, Volume II, [general ed] Suad Joseph and senior acquisitions editor Olaf Kondgen. Brill Academic Publishers, The Netherlands.

	2003
	with K. Afsana, ‘A women-centered analysis of birthing care in a rural health centre in Bangladesh’ In: Access to quality gender-sensitive health services: women-centered action research. Asian-Pacific Resource & Research Centre for Women, ARROW, pp43-49

	2001
	‘Indigenous Notions of the Workings of the Body: Conflicts and Dilemmas with Norplant Use in Rural Bangladesh.’ Qualitative Health Research, vol. 11, no 1, pp: 85-102

	2000
	‘Female Adolescents and their sexuality: notions of honor, shame, purity and pollution during the floods.’ Disasters, 24 (1), pp: 54-70.

	2001
	with K. Afsana, ‘The Challenges of Meeting Rural Bangladeshi Women's Needs in Delivery Care.’ Reproductive Health Matters, vol 9, no 18, November. 


	KAOSAR AFSANA

	

	Personal Details:
	Date of Birth:
	27.11.1958

	
	Nationality
	Bangladeshi

	

	Qualifying Experience:

	My research interests are reproductive health, particularly maternal and child health, health sector, gender and research methodology. My PhD thesis addressed maternal health and health care in Bangladesh. I have been awarded with the President’s prize from Asian Studies Association of Australia in 2004 for writing the best thesis on Asian topic.  I am a Harvard Alumni and also a member of Bangladesh Obstetric and Gynaecological Association

	

	Education: 

	2003
	PhD, Edith Cowan University, Australia

	1997
	MPH, Harvard University, USA 

	1983
	MBBS, Dhaka Medical College, Dhaka University

	
	

	Work Experience:
	

	2003 –  present
	Program Manager, BRAC Health Program, BRAC

	1998-2003
	Research Fellow, Research and Evaluation Division, BRAC 

	1992-1997
	Senior Medical Officer, Research and Evaluation Division, BRAC

	
	

	Selected Research Projects and Consultancies

	2004–2005
	Women’s Domestic Violence and Health Project (CIHR)
A multi-country study with the involvement of Afghanistan, Australia, Bangladesh, Canada and Thailand looking into how domestic violence is addressed in health policy. In later phases, intervention research will be initiated.  I am a international research team member in this project

	2000-2003
	Birth practices and health care in Bangladesh, (International Postgraduate Research Fellowship, Australian Government and  Edith Cowan University, Australia.)  This was my PhD thesis which addressed why rural, poor women in Bangladesh adhere to indigenous birth practices and resist to seek hospital obstetric care.

	1997-2001 
	Gender sensitive health care (DFID, Ford Foundation, SIDA and NOVIB)
This was a multi country research involving Bangladesh, China, Malaysia, Pakistan, the Philippines and Sri Lanka. This project assessed the extent to which the government and non-governmental health organizations addressed gender-sensitive and women-centred quality of care in health programs based on the recommendations of Beijing platform for action.  I was the principal researcher from Bangladesh team.

	1995-1996


	Quality of care in Reproductive Health and Disease Control Program, BRAC (BRAC )
This was a operational research project continually giving feedback to the program to improve performance.

	Selected Relevant Publications

	2005

(in press)
	Disciplining Birth. Women and Childbirth Practices in Bangladesh, The University Press Limited, Bangladesh

	2004
	The tremendous costs of seeking hospital obstetric care in Bangladesh, Reproductive Health Matters, Vol 12, No. 24, pp 1-11, November, 2004 

	2001
	with Rashid SF, The challenges of meeting rural women’s needs in delivery care, Reproductive Health Matters, Vol. 9, No. 18, pp 1-15, November 2001

	2000
	with Rashid SF, Discoursing Birthing Care: Experiences from BRAC, Bangladesh, The University Press Limited, Bangladesh, 2000


	MARCIA V. MAYFIELD

	

	Personal Details:
	Date of Birth:
	March 28, 1960

	
	Nationality:
	American

	
	
	

	Qualifying Experience:

	Over fifteen years experience as a manager and technical advisor in program planning, monitoring, evaluation, applied research, and strategic planning to international and domestic public health agencies, not-for-profits, and private foundations. 

	

	Education: 

	1989
	Masters of Public Health, Columbia University School of Public Health, New York, NY USA

	
	

	Work Experience:

	1994 - present
	Director - Evaluation and Research (since 2003) at ENGENDERHEALTH (former AVSC International), New York, NY, USA

	1994-1995
	Health Consultant, THE NEW YORK CITY HIV HEALTH AND HUMAN SERVICES PLANNING COUNCIL and THE NEW YORK CITY DEPARTMENT OF HEALTH, NEW YORK

	1989-1993
	Management Consultant, THE CONSERVATION COMPANY, NEW YORK

	1987-1989
	Research Assistant, THE CENTER FOR POPULATION & FAMILY HEALTH, COLUMBIA UNIVERITY, NEW YORK

	
	

	Selected Research Projects and Consultancies

	Jun. 1999
	Russia, Public Health Program (Open Society Institute)

Consultant providing technical assistance to the Director and staff of the Russia Public Health Program in the development of a comprehensive monitoring and evaluation plan

	
	

	Selected Relevant Publications

	2002
	with Bradley, JE, Mehta, MP, Rukonge, A. ‘Participatory Evaluation of Reproductive Health Care Quality in Developing Countries.’ Social Science & Medicine, Volume 55, Issue 2, July, Pages 269-282.

	1999
	with Jacob M., Mandel D., Mehta M., Evaluation of AVSC-Supported Activities in Ghana. AVSC International, New York.

	1999
	with Escandon, I., DeMaria, L., Levin K. ‘Female Sterilization Decision Making in Latin America and the Caribbean.’ Presented at the American Public Health Association Annual Meeting.

	1998
	with Agababian, L., Mavzhuda B., Shakir D., Alisher M., O’Hanley K., Popov A., Samatov A., Report on the Assessment of Reproductive Health Services in Surkhandarya and Kashkadarya Oblasts of the Republic of Uzbekistan. AVSC International, New York; Research Institute of Obstetrics and Gynaecology, Tashkent.


	AYAGA A. BAWAH

	

	Personal Details:
	Date of Birth:
	May 15, 1966

	
	Nationality:
	Ghanaian

	
	
	

	Qualifying Experience:

	My research interests are in the area of population and health in Africa, especially in the areas of child health and equity in health. I also have strong interests in the area of family planning and reproductive health, including maternal health. I am a member of the Union for African Population Studies (UAPS), the Population Association of America (PAA) and the International Union for the Scientific Study of Population (IUSSP)

	

	Education: 

	2002
	PhD, Demography, University of Pennsylvania

	1999
	MA, Demography, University of Pennsylvania

	1995
	MA, Population Studies, University of Ghana

	1991
	BA, Geography and Resource Development, University of Ghana

	
	

	Work Experience:

	Since 2002
	Postdoctoral Fellow, NAVRONGO HEALTH RESEARCH CENTRE, Ghana

	Since 2002
	INDEPTH-Network, Ghana

	1995
	Research Officer, NAVRONGO HEALTH RESEARCH CENTRE, Ghana

	
	

	Selected Research Projects and Consultancies

	September 2002 

to date
	Head, Navrongo Demographic Surveillance System (NDSS), responsible for directing both the technical and field operations of the NDSS. 

	June 2002 to 

May 2004
	Consultant to the African Census Analysis Project, University of Pennsylvania, United States

	January 2003 

to date
	Research Associate, The INDEPTH Network, Accra, Ghana. Member of the Health Equity and Adult Health Working Groups

	
	

	Selected Relevant Publications

	2004
	with P. Ngom (FHI) INDEPTH Model Life Tables for sub-Saharan Africa, Publishers: Asghate Publishing Group, UK., on behalf of the INDEPTH Network 

	2003
	with Zuberi, T, Sibanda, A, and A. Noumbissi. ‘Population and African Society’, Annual Reviews of Sociology, 29:465-85.

	2002
	‘Spousal Communication and Family Planning Behavior in Navrongo: A Longitudinal Assessment,’ Studies in Family Planning, 33 (2): 185–194

	2002
	with Debpuur, C. ‘Are Reproductive Preferences Stable? Evidence from Rural Northern Ghana,’ GENUS, LVIII: (2):63-89.

	1999


	with P. Akweongo, J.P. Phillips and R. Simmons.  ‘Women’s Fears and Men’s Anxieties: The Impact of Family Planning on Gender Relations in Northern Ghana’ Studies in Family Planning, 30(1): 54-66 

	1999
	with Ngom, P., Akweongo, P., Adongo, P., and Binka F.. ‘Maternal Mortality Among the Kasena-Nankana of Northern Ghana’, Studies in Family Planning, 30(2):142-147 


	SUSANNAH HARDING MAYHEW

	

	Personal Details:
	Date of Birth: 
	12 November 1971

	
	Nationality: 
	British

	

	Qualifying Experience:

	Around 10 years experience in research on reproductive and sexual health (SRH) policies and programmes in sub-Saharan Africa and South-East Asia. Analysis of impact of health sector restructuring on SHR services and on the policy process incl. organisation of international conference and provision of expert advice to WHO. Numerous papers published & teaching/training sessions conducted internationally on SRH & policy research incl. violence against women & reproductive rights.

	

	Education:

	1998
	PhD, London School of Hygiene and Tropical Medicine, UK 

	1994
	MA, Institute for Population Studies, University of Exeter, UK

	1993
	BA, Exeter University, UK

	
	

	Work Experience:

	2001 - present
	Lecturer, LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE

	1999-2001
	Research Fellow, NUFFIELD INSTITUTE FOR HEALTH, University of Leeds

	1997-1999
	Research Fellow, LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE 

	
	

	Selected Research Projects and Consultancies

	2004 - 2006
	Building up Rights Based Approaches to HIV/AIDS in Pakistan (EU)  Grant holder/ manager LSHTM component

	2005 – 2007
	Emergency Contraception: a means to improve reproductive health in West Africa? (EU)  Grant holder/ manager LSHTM component

	2003 - 2005
	Opportunities and threats of decentralisation for reproductive health in Africa (EU)  Co-applicant; manager LSHTM component

	Jul. – Sept. 2004
	Millennium Project background paper: integrated services to promote SRH within the Millennium Development Goals (UNDP) Consultant

	Jan – May 2004
	ICPD@10 Paper: Progress & Promises: SRH in Ghana & the role of Donor Assistance (PSI) Consultant

	
	

	Selected Relevant Publications:

	2005
	‘Hegemony, politics and ideology: the role of legislation in NGO-government relations in Asia’ Journal of Development Studies forthcoming Volume 41 No.5.

	2004
	with Adjei S.  ‘Sexual and reproductive health: challenges for priority setting in Ghana’s health reforms’ Health Policy and Planning Vol.19 Suppl. 1 pp50-61.

	2004
	with Gerein N. and Green A.  Editorial for supplement of Health Policy and Planning on ‘Improving health systems and enhancing reproductive health: linkages and lessons for action’ Health Policy and Planning Vol.19 Suppl. 1 pp1-4.

	2003
	‘Impact of decentralisation on reproductive health services in Ghana’ Reproductive Health Matters 11(21):74-87.

	2002
	‘Donor dealings: the impact of international donor aid on sexual and reproductive health. Viewpoint.’ International Family Planning Perspectives 28(4):220-224.

	2002
	with Watts C. ‘Global rhetoric vs. Individual realities: linking violence against women and reproductive health’ in Health Policy in a Globalising World Lee K., Fustukian S. and Buse K. (ed.s) Cambridge University Press.

	2000
	with Lush L., Cleland J., Walt G.  ‘Integrating component services for reproductive health: the problem of implementation’  Studies in Family Planning 31(2):151-162.


	SARAH HAWKES

	Personal Details:
	Date of Birth:
	17th October 1964

	
	Nationality:
	British

	Qualifying Experience:

	Main research interests: sexual health of men; epidemiology of RTIs/STIs in South Asia; priority setting tools for sexual and reproductive health programme managers; control of congenital syphilis. 

	Languages spoken: French

	Education:

	1999
	PhD, London School of Hygiene and Tropical Medicine (LSHTM), University of London

	1990
	Diploma in Tropical Medicine and Hygiene, LSHTM

	1989
	MB, BS (medical degree), University College London

	Work Experience:
	

	2003
	Clinical Lecturer, LSHTM

	1999-2001
	Program Associate, POPULATION COUNCIL, New Delhi, India

	1994-1998
	PI and RTI/HIV/AIDS Co-ordinator, ICDDR,B, Bangladesh

	Selected Research Projects and Consultancies

	2003-ongoing
	Technical assistance to the RTI and Sexual Health Programmes in the Department of Reproductive Health and Research.  (US$57,400 from WHO, Geneva)

	2001-2004
	Case Management of RTIs in India: An Analysis of Clinical Protocols and Costs; I wrote the protocol in collaboration with partners in India, successfully applied for funding, assisted with data analysis, and dissemination activities (written reports,  papers for publication).

(US $170,000 from Population Council)

	2000-2003
	Expanding opportunities for married and unmarried adolescent girls in India. I wrote the protocol, applied for funding, and recruited a PI to run this project which compared the reproductive and sexual health outcomes of girls given access to training opportunities against girls with no such training. (US $400,000 from Rockefeller Foundation)

	Selected Relevant Publications

	2005 (forthcoming)
	with Waelkens MP, de Koning  K,  Ormel H, van der Kwaak A, Martinhilber A. Integrating Sexual Health into Reproductive Health Services: Programme Experience from Developing Countries. WHO, due for publication Spring 2005

	2004
	with Miller S, Reichenbach L, Nayyar A, Buse K. ‘Antenatal syphilis control: people, programmes, policies and politics.’ Bulletin WHO; 82(6):417-423

	2002
	with Santhya KG. ‘Diverse realities: understanding HIV and STIs in India.’ Sexually Transmitted Infections;78: Suppl 1; S31-S39

	2000
	with Hart G. ‘Men’s sexual health matters: promoting reproductive health in an international context.’ Tropical Medicine and International Health;5(7):37-44

	1999
	with Morison L, Foster S, Gausia K, Chakraborty J, Peeling R, Mabey D. ‘Managing RTIs in women in low prevalence, low income situations; an evaluation of syndromic management in Matlab, Bangladesh.’ Lancet,354:1776-81


	JOHN CLELAND

	

	Personal Details:
	Date of Birth:
	09 March 1942

	
	Nationality:
	British 

	
	
	

	Qualifying Experience:  Over 35 years experience of research and training in developing countries.  Particular research specialties include fertility, family planning, women's health and health care, risk behaviour in relation to HIV/STIs and social science methods.  Over 100 papers published. Member of committees of WHO, UNAIDS, etc and Fellow of the British Academy.  

	

	Education: 

	1967

1964
	Cambridge University, MA:

Cambridge University, BA:

	
	

	Work Experience:

	1993 - present
	Professor of Medical Demography, CENTRE FOR POPULATION STUDIES, London School of Hygiene & Tropical Medicine. Head of Centre for Population Studies, 1996-99

	1988-92
	Senior Research Fellow, CENTRE FOR POPULATION STUDIES, London School of Hygiene & Tropical Medicine.

	1985-87
	Head, Dynamic Data Base, INTERNATIONAL STATISTICAL INSTITUTE RESEARCH CENTRE, The Hague.

	1975-84
	WORLD FERTILITY SURVEY, London.  Research Associate (1975-78); Chief of Analysis Section (1979-81); Chief of Assessment Section (1982-83); Chief of Analysis and Assessment Division

	1972-74
	Demographer, MEDICAL DEPARTMENT, Fiji.

	
	

	Selected Research Projects and Consultancies – Grant holder of the following research projects

	2003-2005
	Vulnerability of married adolescents to Ghana to HIV/STI infection (Wellcome Trust) 

	2003-2005
	Effectiveness of linking micro-enterprise development with STD/HIV prevention activities targeting vulnerable groups: a study of female sex workers in Kenya’s urban informal settlements (Wellcome Trust) Grant holder with Busza

	2004-2007
	Current needs of young unmarried females (18-24 years old) in Teheran with regard to sexual and reproductive health: perspectives of young females and influential adults (Wellcome Trust) 

	2003-2004
	Measurement of sexual behaviour; technical meeting and publication (UNICEF/ University of North Carolina/ UNAIDS/FHI) 

	2003-2005
	Women’s experiences with infertility services in India (The Ford Foundation) 

	2001-2002
	Design of National Survey on RTI/STIs, Pakistan (DFID) 

	1999-2005
	Sexual and reproductive Health and practice:  Knowledge Programme (DFID) 

	1999-2005
	Safe passages to adulthood: Knowledge Programme (DFID) Grant holder of LSHTM component.

	1998-2003
	Collaborative research and training in Africa and the Middle East (Mellon Foundation) 

	

	Selected Relevant Publications

	2004
	with Ali, M. M., Shah, I. H. ‘Condom use within marriage: a neglected HIV intervention.’  Bulletin of the World Health Organization, 82(3):180.

	2004
	with Bhatia, J. ‘Health care of female outpatients in south-central India: comparing public and private sector provision.’   Health Policy & Planning, 19(6):402-9 

	2004
	with Ali, M.M. ‘Reproductive consequences of contraceptive failure in 19 developing countries.’ Obstetrics & Gynecology , 104 (2 ):314-20.

	2004
	with Boerma, J.T., Carael, M., Weir, S.S.  ‘Monitoring sexual behaviour in general populations: a synthesis of lessons of the past decade.’  Sexually Transmitted Infections, 80 Suppl 2:ii1-ii7 

	2004
	with Maharaj, P., ‘Condom use within marital and cohabiting partnerships in KwaZulu-Natal, South Africa.’  Studies in Family Planning, 35(2):116-24 

	2003
	with Marston, C. ‘Do unintended pregnancies carried to term lead to adverse outcomes for mother and child?  An assessment in five developing countries.’  Population Studies 57(1):77-93.

	2003
	with Marston, C. ‘Relationships between contraception and abortion: A review of the evidence.’  International Family Planning Perspectives 29(1):6-13.

	2001
	with Bhatia, J.C. ‘The contribution of reproductive ill-health to the overall burden of perceived illness among women in southern India.’ Bulletin of the World Health Organization 79:1065-1069.


	CHARLOTTE WATTS

	

	Personal Details:
	Date of Birth:
	5th October 1962

	
	Nationality:
	British

	
	
	

	Qualifying Experience:

	Head of a multi-disciplinary team that conduct policy-oriented research to address applied questions related to HIV policy and sexual and reproductive health in low and middle income countries. Research interests include epidemiological modelling and economic analysis of HIV and STD transmission and intervention impact; behavioural research on the impact of interventions on reported behaviour, and women’s vulnerability to poor SRH; analysis of the potential impact of new technologies for sexual health, including microbicide products, AIDS vaccines, and improved diagnostic methods for STI identification; analysis of public health burden of violence against women in developing countries and factors influencing risk and protection and the health implications of trafficking of women for sexual exploitation. Methodological areas of interest include the use of mathematical modeling to inform intervention design and evaluation; methodological and ethical issues associated with conducting research on sensitive topics and complex interventions, including violence against women, sexual behaviour and HIV morbidity.   

	

	Education: 

	1990
	Ph.D. Mathematics, University of Warwick

	1986
	M.Sc. Mathematics, Marlboro College, USA 


	1984
	B.A. Hons. Mathematics, University of Oxford 

	
	

	Work Experience:

	1995 - present
	Senior Lecturer (since 2000) in Epidemiology and Health Policy, Health Policy Unit, LONDON SCHOOL OF HYGIENE AND TROPICAL MEDICINE

	1994
	GLOBAL PROGRAMME ON AIDS, Geneva, Switzerland

	1991 - 1993
	Royal Society Postdoctoral Research Fellow, UNIVERSITY OF OXFORD

	
	

	Selected Research Projects and Consultancies

	Jan 2003 – Dec 2004
	Responding to the health needs of trafficked women (EU Daphne)

	Oct 2001 – Sep 2006
	Support to MRC / Imperial microbicides trial (DFID)

	2001
	WHO Multi-Country Study on Women’s Health and Domestic Violence Against Women. (GPE/WHO) Technical Advisor

	
	

	Selected Relevant Publications

	2004
	with Mayhew S.  ‘Integrating domestic violence into reproductive health services: shaping a pragmatic response in sub-Saharan Africa’: International Family Planning Perspectives  Vol 30(4): 207 – 213.. 

	2004
	with Jansen H, Ellsberg M, Heise L, Garcia-Moreno C ‘Interviewer training for trans-national and cross-cultural research on domestic violence: experience from the WHO Multi-country Study on Women’s Health and Domestic’ Violence Against Women; 10(7):831- 849.

	2003
	Foss A., Vickerman P., Heise L., ‘Shifts in condom use following microbicide introduction: Should we be concerned?’ AIDS 17(8):1227-1237.

	2003
	Garcia-Moreno C., Jansen H., Ellsberg M., Heise L. ‘Responding to Violence Against Women: A WHO multi-country study on women’s health and domestic violence’ Health and Human Rights.Vol 6(2)113- 127.

	2001
	Vickerman P. ‘The impact of microbicides on HIV and STD transmission: model projections.’  AIDS Vol 15 Suppl 1: S43 – 44.

	2000
	Jewkes R, Penn-Kekana L., Abrahams N, García-Moreno C. ‘Conducting ethical research on sensitive topics: lessons from gender-based violence research in Southern Africa.’  Reproductive Health Matters. 8(15) May 93 - 103.


ANNEX B

CENTRAL RESEARCH DEPARTMENT

RESEARCH PROGRAMME CONSORTIA

COMMERCIAL TENDER

1. Budget
1.1 Provide a detailed financial planning sheet for the inception phase - up to a maximum of 6 months, and specifying the proposed start date (see paragraph 25 of the Background Document at Annex C).  

1.2 Provide an indicative summary budget for the life of the RPC, by 

financial year (April to March).  The total funding period, including the inception phase, is 60 months.

1.3
  In addition to the overall programme budget a breakdown of the budget for each collaborating institution is required.

(Model planning sheets are attached)

Costs should be recorded against the following budget items and detail daily fee rates:

· Director

· Researchers in lead organisation

· Researchers in consortium partners

· Other staff (specify)

· Direct research costs

· Travel (specify)

· Capital equipment (specify)

· Capacity building 

· Training 

· Communication, Influencing and Dissemination of research

· Other

2. Justification (maximum 1000 words)
1. Justify choice of research staff (referring to CVs), including the balance between senior and junior staff.
2. Justify the capital equipment proposed.
3. Demonstrate that the budget is appropriate and cost-effective.

4. Explain any unusual items of equipment in the budget.

	Research staff have been put forward by their respective institutions to offer the best combination of complementary disciplines, skills and experience, both within institutions and across the Consortium. They include demographers, public health specialists, sociologists and anthropologists. This combination also produces a balance of talented younger researchers, including those with recent PhDs (e.g. Sabina Faiz Rashid, Susannah Mayhew, Ayaga Bawah), well established middle career researchers (e.g. Eliya Zulu, Sarah Hawkes, Andrea Cornwall), highly experienced senior researchers (e.g. John Cleland), and researchers who also have substantial operational experience (e.g. Kaosar Afsana, Marcia Mayfield). This will contribute to our internal research capacity building. 

As well as the identified key researchers, there will be substantial inputs from other research staff who reflect similar diversity of expertise. We consider that the high quality of the proposed staff represents excellent value for money.

The budget has been costed in detail for the inception period. It represents an appropriate balance of activities between early capacity building, consortium development and quick outputs from research that will also feed into the production of larger proposals and related activities. Beyond the inception phase, costings are indicative only as the precise balance between research themes requires further discussion and planning. Currently, they are costed to reflect an expected increase in research in Theme 2 (Access) as against Theme 1 in years 3-5.

Travel costs have been estimated generously as this is a large consortium which is geographically spread. But we will explore the relative cost effectiveness of purchasing equipment for videoconferencing for partners who do not currently have facilities. Communications represents over 10% of the total budget.

Daily rates for programme staff are shown inclusive of overheads.  The table at the bottom of the Financial Planning sheet and the Financial Summary show the overheads, by year and partner, which are included in the tables above.  




[image: image2.wmf]Financial Planning Sheet 

RPC Title: Realising Rights 

July to December 2005

Tender No.HD43 

Inception Phase

Name of Researcher

Days

Rate

Total

Cumulative 

Total

£/day 

£

£

Consortium Management

Consortium Director 

Hilary Standing 

31

586

18,068

Research manager 

to be recruited

70

214

14,987

Launch costs

10,000

Advisory committee meeting 

5,000

Total

48,056

48,056

Programme 1

Measuring and Mapping

LSHTM 

C.Watts

20

409

8,176

J. Buzsa

6

270

1,621

Collumbien

23

329

7,556

Slaymaker

27

251

6,780

APHRC 

Eliya Zulu

31

355

11,005

J. John-Langba

55

151

8,305

BRAC 

Kaosar Afsana 

30

33

982

Sabina Rashid

25

33

818

A Chowdhury 

40

55

2,182

Researcher

10

22

218

In-Depth 

Ayaga Bawah

15

262

3,932

Fred Binka

4

336

1,344

Total Programme 1

52,919

100,975

Programme 2

Improving Access  

LSHTM 

C.Watts

16

409

6,541

J.Buzsa

19

270

5,132

BRAC 

Kaosar Afsana 

28

33

916

Sabina Rashid

20

33

655

A Chowdhury 

5

55

273

Faruque Ahmed

6

55

327

Mohamed Haque

10

22

218

Researcher

13

22

284

Fahmeeda Nazneen

5

22

109

Engender Health

Marcia Mayfield

11

436

4,798

Mark Barone 

4

577

2,308

Abu Faisel

1

257

257

Job Obwaka

1

384

384

Nicholas Kanlisi

1

239

239

APHRC 

Eliya Zulu

10

355

3,550

Total Programme 2

25,990

126,965

Programme 3

Operationalising Rights

IDS

Hilary Standing 

6

586

3,516

Anne-Marie Goetz

9

637

5,733

Andrea Cornwall

6

577

3,462

Celestine Nyamu

7

494

3,458

Susan Jolly

14

267

3,738

Gerry Bloom

3

586

1,758

Researcher

40

194

7,760

Researcher

60

40

2,400

LSHTM 

J.Buzsa

3

270

810

S.Mayhew

23

280

6,447

Collumbien

4

329

1,314

Total Programme 3

40,397

167,362

Total Research Cost 

119,306

167,362


[image: image3.wmf]Total

Cumulative 

Total

£

£

Travel, Equipment and other 

IDS 

3,700

LSHTM 

19,865

APHRC 

5,990

BRAC 

6,200

Engender Health

2,125

In-Depth 

1,860

total Travel etc

39,740

207,101

Capacity Building 

IDS 

2,500

LSHTM 

12,395

APHRC 

750

BRAC 

4,900

Engender Health

2,758

In-Depth 

2,657

Total 

25,959

233,061

Communications

Workshop

IDS

800

LSHTM 

1,500

APHRC 

5,500

BRAC 

1,900

Engender Health

3,316

In-Depth 

2,657

Total 

15,673

248,734

Dissemination

IDS

1,700

LSHTM 

2,223

APHRC 

3,198

BRAC 

1,500

Engender Health

1,449

In-Depth 

2,949

Total 

13,019

261,753

Total Communications

28,692

261,753

Total 

261,753

By Partner 

Overheads 

included 

above

Total by 

Partner

£

£

IDS Management Costs 

15,188

48,056

IDS Research 

15,913

40,525

LSHTM 

17,121

80,359

APHRC 

5,275

38,298

BRAC 

1,164

21,482

Engender Health

3,805

17,634

In-Depth 

1,055

15,399

Total 

59,521

261,753
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RPC Title: Realising Rights 

Five Years July 2005 to June 2010

Tender No. HD43

Financial Summary 

ITEMS

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Consortium Management 

60,000

80,000

90,000

90,000

90,000

22,500

432,500

Programme Personnel

1. Measuring and Mapping

77,610

96,280

61,165

61,165

61,165

15,291

372,675

2. Improving Access  

54,121

78,161

107,663

107,663

107,663

26,916

482,186

3. Operationalising Rights

42,444

57,792

57,609

57,609

57,609

14,402

287,465

Total Research Cost 

174,174

232,233

226,437

226,437

226,437

56,609

1,142,326

Travel, Equipment and other 

61,188

81,584

77,562

77,562

77,562

19,391

394,849

Capacity Building 

39,721

52,961

50,618

50,618

50,618

12,655

257,191

Communications

Workshop

22,078

29,437

31,055

31,055

31,055

7,764

152,444

Dissemination

17,839

23,785

24,328

24,328

24,328

6,082

120,690

Total Communications

39,917

53,222

55,383

55,383

55,383

13,846

273,135

Total 

375,000

500,000

500,000

500,000

500,000

125,000

2,500,000

IDS

ITEMS

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Programme Personnel

1. Measuring and Mapping

0

0

0

0

0

0

0

2. Improving Access  

12,750

17,000

18,308

18,308

18,308

4,577

89,250

3. Operationalising Rights

26,494

35,325

38,042

38,042

38,042

9,511

185,456

Total Research Cost 

39,244

52,325

56,350

56,350

56,350

14,088

274,706

Travel, Equipment and other 

3,881

5,175

5,573

5,573

5,573

1,393

27,169

Capacity Building 

1,875

2,500

2,692

2,692

2,692

673

13,125

Communications

Workshop

1,725

2,300

2,477

2,477

2,477

619

12,075

Dissemination

2,025

2,700

2,908

2,908

2,908

727

14,175

Total Communications

3,750

5,000

5,385

5,385

5,385

1,346

26,250

Total 

48,750

65,000

70,000

70,000

70,000

17,500

341,250

LSHTM

ITEMS

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Programme Personnel

1. Measuring and Mapping

42,794

57,058

22,049

22,049

22,049

5,512

171,511

2. Improving Access  

20,699

27,599

49,241

49,241

49,241

12,310

208,331

3. Operationalising Rights

15,200

20,267

17,067

17,067

17,067

4,267

90,934

Total Research Cost 

78,693

104,924

88,357

88,357

88,357

22,089

470,776

Travel, Equipment and other 

35,226

46,967

39,551

39,551

39,551

9,888

210,735

Capacity Building 

21,980

29,306

24,679

24,679

24,679

6,170

131,493

Communications

Workshop

2,660

3,547

2,987

2,987

2,987

747

15,913

Dissemination

3,942

5,256

4,426

4,426

4,426

1,107

23,583

Total Communications

6,602

8,803

7,413

7,413

7,413

1,853

39,496

Total 

142,500

190,000

160,000

160,000

160,000

40,000

852,500


[image: image5.wmf]APHRC

ITEMS

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Programme Personnel

1. Measuring and Mapping

22,689

24,252

26,273

26,273

26,273

6,568

132,329

2. Improving Access  

4,171

11,562

12,525

12,525

12,525

3,131

56,440

3. Operationalising Rights

0

0

0

0

Total Research Cost 

26,860

35,814

38,798

38,798

38,798

9,700

188,769

Travel, Equipment and other 

7,038

9,384

10,166

10,166

10,166

2,542

49,463

Capacity Building 

881

1,175

1,273

1,273

1,273

318

6,193

Communications

Workshop

6,462

8,617

9,335

9,335

9,335

2,334

45,417

Dissemination

3,758

5,010

5,428

5,428

5,428

1,357

26,408

Total Communications

10,220

13,627

14,762

14,762

14,762

3,691

71,825

Total 

45,000

60,000

65,000

65,000

65,000

16,250

316,250

BRAC

ITEMS

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Programme Personnel

1. Measuring and Mapping

5,702

6,403

4,276

4,276

4,276

1,069

26,001

2. Improving Access  

4,273

5,698

9,475

9,475

9,475

2,369

40,764

3. Operationalising Rights

750

2,200

2,500

2,500

2,500

625

11,075

Total Research Cost 

10,725

14,300

16,251

16,251

16,251

4,063

77,840

Travel, Equipment and other 

9,524

12,699

14,431

14,431

14,431

3,608

69,124

Capacity Building 

7,527

10,036

11,405

11,405

11,405

2,851

54,630

Communications

Workshop

2,919

3,892

4,422

4,422

4,422

1,106

21,183

Dissemination

2,304

3,072

3,491

3,491

3,491

873

16,723

Total Communications

5,223

6,964

7,914

7,914

7,914

1,978

37,906

Total 

33,000

44,000

50,000

50,000

50,000

12,500

239,500

Engender Health

ITEMS

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Programme Personnel

1. Measuring and Mapping

0

0

0

0

2. Improving Access  

12,227

16,303

18,114

18,114

18,114

4,529

87,401

3. Operationalising Rights

0

0

0

0

Total Research Cost 

12,227

16,303

18,114

18,114

18,114

4,529

87,401

Travel, Equipment and other 

3,254

4,339

4,821

4,821

4,821

1,205

23,262

Capacity Building 

4,223

5,630

6,256

6,256

6,256

1,564

30,184

Communications

Workshop

5,077

6,769

7,521

7,521

7,521

1,880

36,291

Dissemination

2,219

2,959

3,288

3,288

3,288

822

15,863

Total Communications

7,296

9,728

10,809

10,809

10,809

2,702

52,154

Total 

27,000

36,000

40,000

40,000

40,000

10,000

193,000


[image: image6.wmf]In-Depth

ITEMS

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Programme Personnel

1. Measuring and Mapping

6,425

8,567

8,567

8,567

8,567

2,142

42,834

2. Improving Access  

0

0

0

0

0

0

0

3. Operationalising Rights

0

0

0

0

0

0

0

Total Research Cost 

6,425

8,567

8,567

8,567

8,567

2,142

42,834

Travel, Equipment and other 

2,264

3,019

3,019

3,019

3,019

755

15,096

Capacity Building 

3,235

4,313

4,313

4,313

4,313

1,078

21,566

Communications

Workshop

3,235

4,313

4,313

4,313

4,313

1,078

21,566

Dissemination

3,591

4,788

4,788

4,788

4,788

1,197

23,938

Total Communications

6,826

9,101

9,101

9,101

9,101

2,275

45,504

Total 

18,750

25,000

25,000

25,000

25,000

6,250

125,000

Overheads included above 

2005/6

2006/7

2007/8

2008/9

2009/10

2010/11

Total

£

£

£

£

£

£

£

Consortium management  

22,782

30,376

30,376

30,376

30,376

7,594

151,878

IDS

19,622

26,163

28,175

28,175

28,175

7,044

137,353

LSHTM

32,773

44,737

37,181

37,181

37,181

9,295

198,347

APHRC

6,199

8,265

8,953

8,953

8,953

2,238

43,562

BRAC

1,788

2,383

2,708

2,708

2,708

677

12,973

Engender Health

5,825

7,767

8,630

8,630

8,630

2,158

41,641

In-Depth

1,285

1,713

1,713

1,713

1,713

428

8,567

90,273

121,404

117,737

117,737

117,737

29,434

594,322








� The SBRI definition of a small business is a legal entity (includes charities, companies limited by guarantee, individuals partnerships and “other natural legal persons”) with a turnover of less than Euros 40 million per annum. It must be less than 25% owned by a large company. University spin-offs even with more than 25% ownership by the University do count if they meet the other criteria.


� Strong supporting evidence on demand for research was supplied by Dr Abu Jamal Faisel, EngenderHealth Programme Director for Bangladesh, from the recent ICPD+10 Symposium held at Dhaka University attended by academicians, policymakers, programme managers, and senior level service providers. This concluded that in-depth research was urgently needed on SRH morbidities, access and rights in Bangladesh


� The large burden of poor SRH is spelled out in past academic work. See e.g.  Bhatia J and Cleland J (2002) ‘The contribution of reproductive ill health to the overall burden of perceived illness among women in South India’ WHO Bulletin 79(11):1065-69; Sadana R. (2002) ‘Definition and measurement of reproductive health’ WHO Bulletin 80(5):407. It is well summarised in DFID’s Position Paper on Sexual and Reproductive Health and Rights (July 2004).  See also Faisel, A.J (2004) ‘Reproductive Health Morbidities: Gender Burden for the Society’, Paper produced for the Bangladesh Symposium on ICPD+10


� C. Nyamu. ‘Toward an Actor-Oriented Perspective on Human Rights’ in N. Kabeer ed. Meanings and Expressions of Citizenship: Perspectives from the North and South  Zed Books 2004


� Sachs, JD and McArthur, JW, ‘The Millennium Project: a plan for meeting the Millennium Development Goals’ Lancet (365) January 22, 2005:347-353. 
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