GPAF IMPACT PROPOSAL FORM (for Round 3)
The Proposal documentation provides detailed information about your proposed project.  This information is used to assess the strengths and weaknesses of the initiative and will ultimately inform the DFID funding decisions. It is very important you read the GPAF Impact Window Guidelines for Applicants and related documents before you start working on your Proposal to ensure that you understand and take into account the relevant funding criteria. Please also consider the GPAF Impact Round 2 Proposals - Key Strengths and Weaknesses document which was prepared following the appraisal of the full proposals submitted to the first round of GPAF Impact. This document identifies the generic strengths and weaknesses of proposals submitted in relation to the key assessment criteria. 

How: You must submit a Microsoft Word version of your Proposal and associated documents by email to gpafimpact@tripleline.com. The Proposal Form should be completed using Arial font size 12. We do not require a hard copy. 

When: Proposal documentation must be received by Triple Line by: 23:59 (GMT) on 29th November 2012. Proposal documents that are received after the deadline will not be considered.  

What: You should submit the following documents: 

1. Narrative Proposal: Please use the form below, noting the following page limits:

· Sections 1 – 7
: Maximum of 15 (fifteen) A4 pages
· Section 8

: Maximum of 3 (three) A4 pages per partner
Please do not alter the formatting of the form and guidance notes. Proposals that exceed the page limits or that have amended formatting will not be considered. 

2. Logical framework: All applicants must submit a full Logical Framework/Logframe and Activities Log. Please refer to the GPAF Logframe Guidance and How-To-Note and use the Excel logframe template provided. 
3. Project budget: All applicants must submit a full project budget with the proposal. Please refer to the GPAF Impact Window Guidelines for Applicants, the Financial Management Guidelines and the guidance notes on the GPAF Impact budget template (for Round 2). The Excel document has three worksheets/tabs: Guidance Note; Budget; and Budget Notes. Please read all guidance notes and provide detailed budget notes to justify the budget figures. 
4. Organisational accounts: All applicants must provide a copy of their most recent (less than 12 months after end of accounting period) signed and audited (or examined) accounts. 
5. Project organisational chart / organogram: All applicants must provide a project organisational chart or organogram demonstrating the relationships between the key project partners and other key stakeholders (please use your own format for this). 
6. Project schedule or Gantt chart: All applicants must provide a project schedule or Gantt chart to show the scheduling of project activities (please use your own format for this).
Please complete the checklist provided in section 9 before submitting your proposal.

	GLOBAL POVERTY ACTION FUND (GPAF) – IMPACT WINDOW PROPOSAL FORM

	

	SECTION 1: INFORMATION ABOUT THE APPLICANT

	1.1
	Lead organisation name
	LEPRA Health in Action

	1.2
	Main contact person
	Name: Catherine Cherry
Position:  Programmes Officer
Email:  CatherineC@leprahealthinaction.org

Tel:  01206 216739


	1.3
	2nd contact person
	Name:  Sarah Nancollas
Position:  Chief Executive
Email:  SarahN@leprahealthinaction.org
Tel: 01206 216701

	1.4
	Please use this space to inform of any changes to the applicant organisation or consortium details provided in your Concept Note 
	No changes

	

	SECTION 2: BASIC INFORMATION ABOUT THE PROJECT

	2.1
	Concept Note Reference No.
	IMP-03-CN-1655

	2.2
	Project title
	Empowering 22,200 poor and marginalised people affected by disability to improve their economic status in Natore, Pabna and Sirajgonj districts of Rajshahi Division, Bangladesh.

	2.3
	Country(ies) where project is to be implemented
	Bangladesh

	2.4
	Locality(ies)/region(s) within country(ies) 
	Natore, Pabna and Sirajgonj districts of Rajshahi Division, Bangladesh.

	2.5
	Duration of grant request (in months)
	36 months

	2.6
	Project start date (month and year)
	July 2013

	2.7
	Total project budget? In GBP sterling
	£446,186

	2.8
	Total funding requested from DFID in GBP sterling and as a % of total project budget 
	£334,639
75%

	2.9
	Year 1 funding requested from DFID
	£93,074 (July 2013 to March 2014)

	2.10
	Please specify the % of project funds to be spent in each project country
	7% UK
93% Bangladesh

	2.11
	Total match funding and status (sources of match funding, amounts, and secured or not secured) - Please enter match-funding details in the table below (add rows if necessary).


	Source of funding
	Year 1 (£)
	Year 2 (£)
	Year 3 (£)
	Total (£)
	Secured? (Y/N)

	LEPRA UK unrestricted funds
	£31,025 (July 13 - March 14)
	£35,588 (April 14 – March 15)
	£36,552 (April 15-March 16) +  £8,382 yr 4
	£111,546
	Y

	Total (£)
	
	
	
	
	


	SECTION 3: FIT WITH GPAF IMPACT WINDOW


	3.1
	CORE SUBJECT AREA - Please identify between one and three core project focus areas (insert '1' for primary focus area; '2' for secondary focus area and; '3' for tertiary focus area)  

	
	Agriculture
	
	Health (general)
	3

	
	Appropriate Technology
	
	HIV/AIDS / Malaria / TB
	

	
	Child Labour
	
	Housing
	

	
	Child Rights / Child Protection
	
	Income Generation
	2

	
	Climate Change
	
	Justice
	

	
	Conflict / Peace building
	
	Land
	

	
	Core Labour Standards 
	
	Livestock
	

	
	Disability
	1
	Media
	

	
	Drugs
	
	Mental Health
	

	
	Education & Literacy
	
	Microfinance
	

	
	Enterprise development
	
	Reproductive Health / FGM 
	

	
	Environment
	
	Rural Livelihoods
	

	
	Fisheries / Forestry
	
	Slavery / Trafficking
	

	
	Food Security
	
	Water & Sanitation
	

	
	Gender
	
	Violence against women / girls / children
	

	
	Governance
	
	
	

	
	Other: (please specify)

	

	3.2
	Which of the following Millennium Development Goals (MDGs) is the project contributing to (if any)?  - Please identify between one and three MDGs in order of  priority (insert '1' for primary MDG focus area; '2' for secondary MDG focus area and; '3' for tertiary MDG focus area)  

	
	1. Eradicate extreme poverty and hunger
	1

	
	2. Achieve universal primary education
	

	
	3. Promote gender equality and empower women
	3

	
	4. Reduce child mortality
	

	
	5. Improve Maternal Health
	

	
	6. Combat HIV/AIDS, malaria and other diseases
	2

	
	7. Ensure environmental sustainability
	

	
	8. Develop a global partnership for development
	

	
	None of the above (please explain in section 3.3)
	

	3.3
	Explain why you are focusing on these specific MDGs. 

Are the above MDGs “off track” in the implementing countries? If possible please identify MDG sub-targets within not just the national context but also related to the specific geographical location for the proposed project. Please state the source of the information you are using to determine whether or not they are “off track”. How will this project support the national government’s commitment to achieving identified MDGs? Your response should also inform section 4.4.

	Despite progress towards MDG 1, Bangladesh is still off-track to eradicate extreme poverty and hunger by 2015. The proportion of the population living below the upper national poverty line declined from 56.6% in 1991/92 to 31.5% in 2010
, almost reaching the target of 29%, however this target will only be met at the national level; there remain stark regional disparities in wealth distribution with persistent pockets of extreme rural poverty. The proportion of the population living in extreme poverty decreased from 41.1% in 1991/92 to 17.6% in 2010, however whilst the rate was just 7.7% in urban areas, in rural areas 21.1% were living in extreme poverty, indicating a significant rural-urban wealth gap
. Poverty is highest in the western region of the country, Rajshahi Division, which is the focus area of this project. Here, 35.7% of the population live below the poverty line compared with national average 31.5%. The Division is also the most densely populated after the capital Dhaka; 27% or 12.6 million of the country’s poorest people live here
. Average monthly household income in Rajshahi was the lowest in the country in 2010 at 7,230 BDT (around £54.5) against a national average of 8,881 BDT (around £67)3. MDG 1 sub-targets are off-track in Bangladesh; Target 1.B; ‘Achieve full and productive employment and decent work for all’ is unlikely to be achieved. Labour force participation in Bangladesh is low at 59.3%, showing slow progress from 51.2% in 1990/911. Target 1.C: ‘Halve the proportion of people who suffer from hunger’, is off-track. High rates of hunger indicate that poverty is far from being eradicated. Rajshahi division showed the highest rate of food insecurity in the country at 31% compared to 25% national average1.
In theory Bangladesh has already achieved MDG 3 by increasing the number of female parliamentarians and increasing gender parity in school attendance at the national level1. Indicator 3.2 however, ‘Share of women in wage employment in the non-agricultural sector’, is particularly off-track, with almost no progress made in the last two decades. The share of women in wage employment in the non-agricultural sector was 19.1% in 1990/91 and remains practically unchanged, currently at 19.87% (2010). This is far from the target for 2015 of 50% of women1. In fact female economic participation in all sectors in Bangladesh remains very low; total labour force participation rate for women is just 36% compared with 83% for men. 
Bangladesh is making progress towards MDG 6 however the key indicators, and most international funding, focus on the ‘big three’ diseases and neglect locally endemic diseases which pose a serious burden to the health of the population. Lymphatic filariasis (LF) and leprosy are endemic to Bangladesh; both diseases can cause severe disability. These diseases are known as Neglected Tropical Diseases (NTDs) and according to the WHO, ‘These diseases can be seen as promoters of poverty which weaken impoverished populations, frustrate the achievement of the health-related MDGs and impede global development outcomes’
. Rajshahi Division is a highly leprosy endemic pocket presenting 43% of the country’s case load in 2011
. Leprosy is a leading cause of permanent physical disability
. LF is the second leading cause of disability world-wide
, causing almost $1·3 billion a year in lost productivity
. Productivity of those affected is reduced by 27%. All 7.6 million people living in the proposed project area are at risk of contracting LF
. As long as locally endemic diseases such as leprosy and LF remain neglected there is little chance of combatting ‘other diseases’ and achieving MDG 6, or achieving MDG 1 and the eradication of extreme poverty.
A 2011 UN report states that ‘there is a striking gap in the current MDGs’, persons with disabilities, a group estimated at 1 billion worldwide, are not mentioned in any of the 8 MDGs. The most pressing issue faced by millions of people with disabilities worldwide is not their disability but rather poverty, much of which is the result of their marginalisation due to stigma and prejudice about disability. Unless people with disabilities are included in development initiatives the achievement of MDG targets will not be possible and development will remain highly unequal.
The Government of Bangladesh Sixth Five Year Plan 2011-15 outlines a number of targets and goals set according to the objectives of their ‘Vision 2021’ and are aligned with the MDGs. Key focus areas of the plan to which this project will contribute include poverty reduction and employment, improving health services, rights of people with disabilities, and women’s advancement and rights.

	3.4
	Please list any of the DFID’s standard or suggested output and outcome indicators that this fund will contribute to. Please refer to the Standard Indicators document on the GPAF website. Note, if stated here these also need to be explicit in your logframe.

	Percentage change in proportion of rural population below national poverty line 

Percentage of (target group) satisfied their voice is heard by formal institutions (Disaggregated) 

Among adults with a recent health visit, % who stated that their provider showed respect to them 
Number of health professionals/workers trained by project 
Percentage of citizens aware of right to access basic services (disaggregated)

	

	SECTION 4: PROJECT DETAILS


	4.1
	ACRONYMS

Please list all acronyms used in your application in alphabetical order and explain them in full.

	CBR -Community Based Rehabilitation; EQA -External Quality Assessment; GFATM - Global Fund for AIDS TB and Malaria; HSWA - Health and Social welfare Assistant; HSWS - Health and Social Welfare Supervisor; LF - Lymphatic Filariasis; LTCC - Leprosy and Tuberculosis Coordinating Committee; MDG - Millennium Development Goal; MoU - Memorandum of understanding; M&E - Monitoring and evaluation; NFOWD - National Forum of Organisations Working  with the Disabled; NTD - Neglected Tropical Disease; PLA – Participatory Learning Appraisal; SHG - Self-help Group; TB - Tuberculosis; UN - United Nations; UNDP - United Nations Development Programme; WHO - World Health Organisation

	4.2
	PROJECT SUMMARY: maximum 5 lines - Please provide a brief project summary including the overall change(s) that the initiative is intending to achieve and who will benefit. Please be clear and concise and avoid the use of jargon (This is for dissemination about the fund and should relate to the outcome statement in the logframe).

	The project will reduce poverty and increase social inclusion for 22,200 poor and marginalised people in disability affected households in Natore, Pabna and Sirajgonj districts of Rajshahi Division, Bangladesh. The project will empower this target group to increase household income and demand rights to employment, health services and other social and welfare services. The project will improve basic disability care and leprosy services for an additional 18,000 people in the general population.

	4.3
	PROJECT DESIGN PROCESS

Describe the process of preparing this project proposal. Who has been involved in the process and over what period of time? How have the intended beneficiaries and other stakeholders been involved in the design? If a consultant or anyone from outside the lead organisation and partners assisted in the preparation of this proposal please describe the type of assistance provided.

	The target beneficiaries and their communities were consulted to identify the key issues faced by people with disabilities. In group discussion with beneficiaries of our similar CBR programme and informal discussions with service users of basic leprosy services, beneficiaries identified lack of earning power as the main issue negatively affecting their lives. Target beneficiaries also identified disability care services, and in particular, the provision of disability aids and appliances as another priority area for improvement. The key issues were also identified through day to day interactions between LEPRA field staff and beneficiaries over a number of years during the implementation of our health programmes, giving us an in depth knowledge of the local context, the beneficiary communities, and the issues which contribute to poverty and social exclusion. Through this participatory approach we will increase community ownership of the project. We will involve beneficiaries at every step of the project planning and engage them as volunteers in project implementation. LEPRA works in partnership with Government health services to implement health programmes and through regular formal meetings was able to identify gaps and weaknesses in their service delivery package for disabled people and identify project strategies.

	4.4
	PROJECT RATIONALE (PROBLEM STATEMENT)

Describe the context for the proposed project? What specific aspects of poverty is the project aiming to address? What are the causal factors leading to poverty and/or disadvantage? What gaps in service delivery have been identified? How has your proposal considered existing services or initiatives? Why has the particular project location(s) been selected and at this particular time? Please also refer to your response to section 3.3 (fit with MDGs) when answering this section.

	Disability prevalence in Bangladesh is amongst the highest in the world, estimated at 31.9%, with 10 years of health lost due to disability per 100
. Given that disability affects whole households through increased expenditure on care and loss of household income, the proportion of the population in Bangladesh negatively affected by disability is extremely high. High disability rate has a double negative effect on regions where a high proportion of the population are already living in extreme poverty, such as Rajshahi Division (section 3.3 – MDG 1). Poverty and disability reinforce each other, contributing to increased vulnerability and social exclusion
. People with disabilities are amongst the most marginalised of minority groups; often excluded from mainstream development initiatives. This project will address social exclusion and poverty of people living with disabilities and their household members. By targeting people affected by disability we will directly impact upon MDG 1 because they are disproportionately affected by poverty and are thus one of the groups most off-track to achieve MDG 1. This project responds to 6 interlinked social and economic barriers for people with disabilities in Bangladesh, identified in the planning process:

1. Social stigma and discrimination (linked to MDG 1, 3 & 6) The root cause of many issues
faced by people with disabilities, stemming from a widespread lack of understanding of disability. Social stigma leads to social marginalisation, lack of equal access to education, employment and social welfare that results in profound poverty for millions of people living with disabilities. Prejudice means that families and communities do not value disabled members, employers discriminate against the disabled, and health workers are reluctant to provide them with care. The impact of stigma is two-fold for people with visible leprosy and LF disabilities, many being excluded from family activity or forced to live away from the family home and the security and care that the home environment provides. Stigma associated with leprosy and LF means that those affected are amongst the most marginalised of disabled people, in turn affecting psychological well-being, further limiting ability to work and perpetuating poverty
. 
2. Gaps in health service provision (linked to MDG 1 & 6)

Lack of access to disability care services - People with physical disabilities often have rehabilitation and disability support needs which are absent at the district level in Bangladesh. Those affected have no access to appropriate disability services or assistive devices from local health facilities; there are no physiotherapists in district hospitals. People with disabilities in Rajshahi Division incur high costs if they travel to the capital to access these services; in many cases quality care and assistive devices are simply not available or too expensive. Lack of services results in reduced ability to perform simple tasks and maintain employment. The high cost of accessing disability care, added to loss of economic productivity, result in increased poverty.

Lack of services to control and treat disabling disease and provide disability prevention –
Leprosy is endemic to the project area, and can cause severe permanent disability (section 3.3 – MDG 6). Data from an Asian study suggests that households with a leprosy affected member have double the rates of household poverty than households with a member who is disabled from any other cause
. It is essential to include people with leprosy disability into poverty reduction programmes for general disabled if progress is to be made in reducing extreme poverty. Services to treat leprosy exist at sub-district health facilities however staff lack capacity and management is poor with no referral system, resulting in poor quality of care and a high rate of preventable permanent disability. In Rajshahi Division 12% of cases are physically disabled on diagnosis indicating late diagnosis and poor treatment services. 
3. Lack of access to employment and wage inequality (linked to MDG 1) In Bangladesh the
cost of disability due to lost income from a lack of schooling and employment, both of people with disabilities and caregivers, is estimated at US$ 1.2 billion annually, or 1.7% of gross domestic product10. In Asia unemployment rate amongst people with disabilities is usually double that of the general population, as high as 80% or more
. Yet the exclusion of disabled people from labour markets not only increases poverty for those with disabilities but also has a negative impact on the wider economy due to low level of local economic productivity
, resulting in a lack of growth. Employment opportunities are limited in the project area; a mainly rural area with an economy based on agriculture. There are few industries or tertiary service employers, therefore the project will mainly focus on increasing self-employment opportunities.
4. Burden of care on family members (linked to MDG 1) Disability affects the whole family. High
cost of disability care and provision of financial support is borne by household members who spend relatively more on health care than households without disabled members10. The financial and social burden associated with living in a household with a disabled member contributes to increasing negative attitudes towards people with disabilities. The project will target both people living with disabilities and their household members to bring about maximum impact on poverty reduction.
5. Lack of participation and ‘voice’ (linked to MDG 1, 3 & 6) People with disabilities are often

excluded from decision making processes, even those which affect their own lives. Policy design does not always take into account their needs, or policies to protect their rights are not enforced. People with disabilities are often unaware of and lack access to basic civil rights such as health care, education and welfare support. They also lack a ‘voice’ with which to demand their civil rights and influence decision makers on disability policy. 

6. Gender inequality (linked to MDG 3) Women have a low social status in Bangladesh, and as a
result are often excluded from decision making about their own welfare, making them more vulnerable to poverty (see section 3.3 MDG 3). Women and girls from a poor economic background living with disability live with multiple burdens and as a result are poorer, more marginalised, disempowered and unable to access their rights and entitlements. 
There are gaps in provision of social care services and disability rights initiatives. There are NGOs working in the project districts for socio-economic development but none include people with disabilities; LEPRA is the only NGO in the project area focusing on disability inclusive development through a holistic approach. Micro-credit institutions provide credit for people in mainstream development programmes, however these often exclude people with disabilities who are viewed as a high credit risk; most are illiterate and unskilled. The project location has been chosen due to persistent rates of poverty in the project area (see section 3.3 MDG 1) and the high rate of disability in the country, with a focus on disabling diseases which are endemic in the area (see section 3.3 MDG 6), making this project and its comprehensive holistic approach a relevant and timely intervention that will address all three priority MDGs highlighted in section 3.3. 

	4.5


	TARGET GROUP (DIRECT AND INDIRECT BENEFICIARIES) 

Who will be the direct beneficiaries of your project and how many will be expected to benefit directly from the project intervention? Please describe the direct beneficiary group(s) – differentiate sub-groups where possible - and then provide a total number.  

	
	DIRECT:


	a) Description 
	People with disabilities affected by poverty and social exclusion; Family members in disability affected households; Children born with clubfoot; General population accessing improved services at 24 sub-district health centres

	
	
	b)  Number 
	3,700 people with disabilities, 18,500 family members, 65 children with clubfoot, 18,000 people accessing basic leprosy services, total 40,265

	
	Who will be the indirect (wider) beneficiaries of your project intervention and how many will benefit? Please describe the type(s) of indirect beneficiaries and then provide a total number.

	
	INDIRECT:


	a) Description 
	Local communities with increased disability awareness; health staff

	
	
	b)  Number 
	100,000 general community
2,800 government health staff

	4.6
	POTENTIAL PROJECT IMPACT

Please describe the anticipated real and practical impact of the project in terms of poverty reduction. How does the proposal demonstrate a clear line of sight to poverty reduction? What changes are anticipated for the main target groups identified in 4.5 within the lifetime of the project?

	The project will empower people affected by disability to access their rights to employment, health services and other welfare services. The anticipated impact will be reduced poverty and improved quality of life of people affected by disability. The project will create an environment of personal and economic independence for people living with disabilities and a ‘voice’. The project will directly benefit a total of 40,265 people in Rajshahi Division. The core target group are 22,200 people affected by disability and living in poverty in the project area (2,000 with loco-motor disability, 1,200 leprosy disability, 500 LF disability, plus 18,500 family members in disability affected poor households).  The project will also directly benefit an expected 65 children born with clubfoot and 18,000 of the general population expected to utilise improved basic disability prevention and leprosy services. The project will benefit 100,000 of the general public, including community groups and local business owners, who will receive communication messages on disability awareness, and 2,800 health staff with improved skills. The project will bring about the following changes in the lives of these beneficiaries within the timeframe of the project:

· Increase in income of target beneficiaries living with disability from <$1.25 per day (80p, lower national poverty line) to >$2 per day (£1.25, upper national poverty line) (MDG 1).

· Increase in the number of disabled people able to fully participate in family and community life from <30% to >80%.
· Increased proportion of disabled people, with equal opportunities for men and women, employed or self-employed from below 10% to 75% (MDG 1 and MDG 3).

· Reduced burden of disability and increased mobility through disability referral services expected to achieve utilisation of 50% of people with general disabilities and 90% of leprosy disabled, resulting in improved functional mobility and reduced disability rate in new leprosy cases from 12% to less than 6% by providing timely treatment to prevent disability (MDG 6).

· Increase in knowledge of health staff in providing appropriate quality disability care, bringing long-term benefits and added value to the programme (MDG 6).
· People with disabilities will have increased knowledge on their rights to basic services and the confidence to advocate with service providers for improved social services. 
· Equal participation of men and women in group leadership and advocacy initiatives will empower women and challenge the male dominated environment (MDG 3).
These changes will enable the target group to reconstruct their lives which have been ravaged by disability, rejection and extreme poverty in order to establish meaningful participation in society and improve their own lives by demanding their rights to employment and welfare services. 

	4.7
	PROJECT APPROACH / METHODOLOGY

Please provide details on the project approach or methodology proposed to address the problem(s) you have defined in section 4.4. You should justify why you consider this approach to be the most effective way in which to achieve the project purpose. Please justify the timeframe and scope of your project and ensure that the narrative relates to the logframe and budget. Be realistic and not over ambitious. 

	It is estimated that the rehabilitation needs of 80% of people with disabilities could be satisfied at community level; the remaining 20% are likely to require referral to some kind of specialist facility (DFID). This project will meet the needs of the target group through a comprehensive Community Based Rehabilitation (CBR) approach combining delivery of disability services at district level with community empowerment, to address the six barriers listed in the problem statement.
Output 1 - Specialised integrated general disability care provided at three referral centres. Three district disability referral centres will be established; integration into government facilities will enable on-the-job capacity building of government staff and advocacy with management staff. The centres will each be staffed by a physiotherapist working alongside government staff for skills transfer. The centres will be supplied with equipment and consumables to provide comprehensive secondary level services appropriate for loco-motor disability; physiotherapy, correction of child club-foot, treatment of complicated ulcers, and provision of disability appliances and protective footwear. Delivery of disability referral services will contribute to improved health and reduced negative impact of disability, increasing economic productivity (relates to barriers 1, 2, 3 & 4 identified in section 4.4).
Output 2 – Increased capacity of 24 sub-district primary health centres to refer disability cases for secondary level care and provide quality basic leprosy services. The project will introduce procedures for managing referrals from sub-district health centres to district referral services ie. referral register held at sub-centres and referral forms. Government health staff training will be conducted through formal trainings, technical support, supervision and skill transfer during weekly HSWAs visits, and monthly monitoring meetings with health department. In addition, basic leprosy services will be supported at 24 government sub-district health centres to build capacity to provide quality diagnostic and treatment services. The project will provide basic disability care consumables and essential non-leprosy drugs; leprosy drugs are provided by WHO. Capacity building will contribute to sustainability and change negative attitudes of health workers towards people with disabilities. A focus on basic leprosy services will reduce the burden of this disabling disease, reducing the rate of permanent disability (relates to barrier 2 in section 4.4).

Output 3 - People living with disabilities are empowered and aware of and able to demand their rights. The project will facilitate the formation of 300 SHGs of disabled people at the community level and support monthly meetings. Community Volunteers (24) will be identified from the target group and will receive formal training. Training will be provided to group members in group management and human rights issues (one per year). Trainings will be facilitated by LEPRA staff with participation from relevant government programme staff. The project will facilitate cross-visits between SHGs for learning exposure and self-advocacy initiatives by supporting participation at sub-district level meetings with government officers and local leaders. The project will facilitate the formation of a district level federation of people with disabilities and support representatives to attend national level advocacy meetings with NFOWD, LTCC and government decision makers. This approach will empower people with disabilities to advocate for themselves for improved access to services and increased participation (relates to barriers 1, 5 & 6 in section 4.4).
Output 4 - Improved self-employment opportunities for people living with disabilities. Training will be provided for over 3000 SHGs members on topics such as animal husbandry and cultivation of food crops by LEPRA staff and government livestock and agricultural officers. Vocational training will be provided to around 210 family members from households with limited opportunities for income generation. SHGs will open group bank accounts and establish a group fund with member contributions (around 7p monthly), promoting financial independence. HSWAs will support SHGs to develop business plans. The project will issue groups with a one-off seed fund from which loans can be taken to finance income generation, having undergone group management training and once functioning effectively. This approach will increase livelihood opportunities, contribute to reduced poverty and improve social status (relates to barriers 3, 4 & 6 section 4.4).
Output 5 - Reduced stigma and discrimination towards people with disabilities. Community awareness raising activities will be carried out in the localities of SHGs. The project will publish materials on disability rights for general distribution and in community meetings and school programmes. Project staff will conduct group awareness sessions on disability rights and advocacy with community leaders and local business owners to decrease discrimination against people with disabilities. These activities are expected to reach 100,000 people. Project staff and volunteers will conduct home visits to people with disabilities to provide family counselling, self-care training and encourage SHG participation. This approach will contribute to reduced discrimination towards people with disabilities, increased opportunity for community participation and increased opportunities for business interactions and employment (relates to barriers 1, 3, 5 & 6 section 4.4).
The approach is guided by WHO 2010 CBR Guidelines to implement a comprehensive programme contributing to decreased poverty and social exclusion for adults living with disability and family members. This holistic approach across 3 districts will bring about greater demonstrable impact from which successful models can be developed for replication. The full 36 month timeframe is required to demonstrate the approach and ensure sufficient time to build capacities to a sustainable level.

	4.8
	SUSTAINABILITY AND SCALING-UP

How will you ensure that the benefits of the project are sustained? Please provide details of any ways in which you see this initiative leading to other funding or being scaled up through work done by others in the future. Describe how and when this may occur and the factors that would make this more or less likely. 

	The project will be implemented in collaboration with government departments to build their capacity to respond to the needs of people with disabilities, and to create a link between government departments and beneficiaries. The target groups will be engaged in identifying their rights and entitlements to services which will contribute to increased demand for quality services and sustainable improvement in quality of life. Empowerment has the potential to contribute to long term positive impact through policy change. This approach has the ultimate aim of building the capacity of the district federations to register as CBOs. Engaging community volunteers in project implementation to work closely with project staff will build skills required to continue their actions into the future. By playing a facilitative role in the project and empowering SHGs to operate their own group activities, monitor their own progress and contribute to their own financial sustainability through generation of a group fund, the project will create a sense of ownership over the project and control over their own outcomes, contributing to sustainability. The direct service delivery within this project will create a model of best practice for providing disability referral services and integrating disability services into mainstream development through skill transfer and gradual hand-over of management responsibility. These evidence based models will be used as an advocacy tool for sustainable improvements in the government health system. The ultimate aim is absorption of services into the government system, with Department of Health taking over administrative and financial management responsibility. The operational costs of Disability Referral Centres are kept relatively low by establishing them in existing health facilities, thus reducing set up and overhead costs. Community awareness activities will contribute to decreased prejudice towards people with disabilities and increase community acceptance of the project which will facilitate the continuation of activities beyond the project. 

	4.9
	CAPACITY BUILDING, EMPOWERMENT & ADVOCACY
If your proposal includes capacity building, empowerment and/or advocacy elements, please explain how they these elements contribute to the achievement of the project's outcome and outputs? Please explain clearly why your project includes these elements, and what specific targets you have identified. Please also refer to the Additional guidance for GPAF Initiatives focused on Empowerment & Accountability - available on the GPAF web page.

	All three elements are key to the project approach and are essential for sustainable development.

Capacity building is a key approach contributing to the achievement of several project outputs; Output 1) Formal and on-the-job training provided to health staff, management training to disability referral service centres, self-care training for people with disabilities; Output 2) Formal and on-the-job staff training and supervision on disability prevention and basic leprosy service provision; Output 3 & 4) Training to SHGs on group management and livelihoods skills, training on disability rights awareness. Empowerment is central to this project, the core target group will be facilitated to reach their own development goals and take on a decision making role. Core target group will be provided with the skills to manage and participate in a SHG, undertake advocacy initiatives and generate an income. The core target group will be empowered to form a district federation that will generate confidence and self-esteem for both individuals and communities affected. A key approach in achieving outputs 3 and 4. Advocacy; rather than advocate on behalf of beneficiaries, the project will empower and enable the target group to carry out their own advocacy initiatives, based on the issues they have identified and their own demands. These initiatives will be facilitated through providing access to forums with government and policy makers and community leaders. This will lead to increased participation at various forums and is key to achieving the project outcome. 

	4.10
	GENDER AND SOCIAL INCLUSION

How was the specific target group selected and how are you defining social differentiation and addressing any barriers to inclusion which exist in the location(s) where you are working? Please be specific in relation to gender, age, disability, HIV/AIDs and other relevant categories depending on the context (e.g. caste, ethnicity etc.). How does the project take these factors into account? 

	Women have a low social status in Bangladesh, making them one of the groups most excluded from decision making about their own welfare and more vulnerable to poverty. Access to employment for women is highly unequal in Bangladesh; total labour force participation rate for women is just 36% compared with 83% for men. Women and girls from a poor economic background who live with disability experience multiple burdens and as a result are poorer, more marginalised and unable to access their rights. Women in Bangladesh are disproportionately affected by disability; a disability study conducted in Bangladesh revealed that 48% of the general population surveyed were women, yet of those with disabilities 53% were women. This project will empower women to engage in decision-making processes about the nature and quality of their lives. The project will prioritise full inclusion of women in all aspects of the project activities. We expect to achieve an equal gender balance in SHG membership and leadership. The project will also promote gender equality by endeavouring to ensure an equal gender balance in staff recruitment. All positions will be open to both men and women and we will attempt to employ 50% female staff into key positions such as HSWAs and physiotherapists, and ensure a gender balance in management staff. 

	4.11
	VALUE FOR MONEY (VFM)

Please demonstrate how you have determined that the proposed project would offer optimum value for money and that the proposed approach is the most cost efficient way of addressing the identified problem(s). Please ensure that your completed proposal and logframe demonstrate the link between activities, outputs and outcome, and that the budget notes provide clear justifications for the inputs and budget estimates. 

	LEPRA’s approach is to strengthen existing systems and build capacity of service providers such as government health workers, contributing to sustainability but also reducing programme costs; strengthening existing institutions is more cost effective than establishing and growing new ones, and avoids unnecessary duplication. Our project adds value beyond the life of the project through capacity building to benefit disabled people into the future. Evidence from our referral centres in India demonstrates the cost-effectiveness of providing disability services at on average just £3.80 per beneficiary per year. Our self-care training approach employed in this project costs just £2.80 in a similar project in India to train a person disabled by LF. Under this project training for government health staff will cost just £3 per beneficiary but will bring lasting improvements in quality of care. The cost of livelihoods training is around £2.35 per beneficiary, in comparison with the target to increase income from well below $1.25 per day (80p) to above $2 per day (£1.25) this will bring about rapid improvements in economic status for a small investment. Establishing a community managed group fund to which beneficiaries contribute is a cost-effective and sustainable approach to provide financing for small businesses in the future. Community awareness activities will reach an estimated 100,000 people for a cost of around just 20p per person. For an average cost of just £11 per beneficiary this project will lift 22,200 people in one of the poorest regions of Bangladesh out of extreme poverty and provide them with disability care services, improving their quality of life and ability to participate in society; and provide 18,000 people with essential disability prevention and leprosy services. LEPRA would be the only organisation providing a comprehensive CBR approach for disabled people in the 3 districts, therefore without this intervention the economic condition of the target group will remain unchanged. UK cost under this project will be restricted to 7% with all UK funds spent directly on the costs of supporting the project through monitoring and reporting. 

	4.12
	COUNTRY STRATEGY(IES) AND POLICIES

How does this project support the achievement of DFID’s country or regional strategy objectives and specific DFID sector priorities? How would this project support specific national government policies and plans related to poverty reduction? 

	The DFID Bangladesh Operational Plan 2011-2015 outlines 8 strategic priorities, towards 2 of which this project will contribute – ‘Wealth creation’ and ‘Poverty, hunger, vulnerability’. This project will contribute directly towards these aims through livelihood skill development and advocacy to increase market demand, thus increasing self-employment, and to a lesser extent employment opportunities, for the poorest and most excluded leading to poverty reduction and contributing to this DFID goal and MDG 1. This is also a key strategic aim in The Government of Bangladesh (GoB) Sixth Five Year Plan 2011-15. One of DFID’s ‘key themes’ for programmes in Bangladesh is to ‘improve the economic and social status of women through all our work, especially relating to jobs’. This project will actively include women to ensure equal participation and benefit. DFID also outlines its commitment to transparency and government-citizen accountability through empowerment. This project will empower people with disabilities by increasing awareness of basic rights and facilitating advocacy and participation. The GoB Sixth Five Year Plan 2011-15 outlines a number of goals, in addition to poverty reduction and employment, set according to their ‘Vision 2021’ for Bangladesh and are aligned with the MDGs; ‘Reduce regional disparities’: This project will create self-employment opportunities for people with disability in one of the most impoverished areas of the country where rural inequality and pockets of extreme poverty persist; ‘Maintain the highest attainable level of health’: This project will provide services for people with disabilities with no access to appropriate care services and focus on reducing the great burden of locally endemic disease leprosy and preventing the disability it causes, contributing also to MDG 6; ‘Rights of persons with disabilities’: This project will contribute to this objective through empowering people with disabilities and improving their socio-economic status; ‘Women’s advancement and rights’: This project will promote the participation of women and contribute to MDG 3.

	4.13
	LESSONS LEARNED 

What lessons have you drawn on (from your own and others’ past experience) in designing this project? If this project is based on similar project experience, please describe the outcomes achieved and the specific lessons learned that have informed this proposal. 

	LEPRA Bangladesh currently implements a CBR project, ‘Exclusion to Inclusion’, targeting people disabled by leprosy in Bogra district. This pilot project targets 500 people affected by leprosy disability with a SHG and capacity building approach, and we will use this successful model to empower and reduce poverty for the target group of this project. In 18 months since the project commenced in 2011, 80% of the target beneficiaries (41% female) have already been incorporated into functioning SHGs of which 48% have commenced income generation activities and increased their average income by 76 pence per day, an average increase of 100%. This has also contributed to increased inclusion in communities where previously income was generated through begging, beneficiaries have gained confidence, and discrimination from their communities has decreased. The ‘Exclusion to Inclusion’ project also implements a community awareness programme for stigma reduction and a survey revealed that after just 6 months of regular community interaction, positive attitudes towards and acceptance of people affected by leprosy increased from 26% to 48%. This project aims to replicate these successes but will complement these activities with direct service provision of secondary level disability care services. In India LEPRA operates 26 disability referral centres and experience shows that with appropriate physiotherapy and disability devices 80% of disabled people are able to return to work and integrate into the community.

	4.14
	ENVIRONMENT

Please specify what overall impact (positive, neutral or negative) the project is likely to have on the environment. What steps have you taken to assess any potential environmental impact?  Please note the severity of the impacts and how the project will mitigate any potentially negative effects.

	This project will have a minimal negative impact on the environment, operating at the local level limiting distances travelled by staff in vehicles, not involving building of new infrastructure or large scale transportation of goods. The project will make use of local resources. By improving services locally distances travelled by beneficiaries to utilise services will be reduced. Self-care training will ensure that beneficiaries are able to manage their disability in the home, reducing travel to local health facilities. Through livelihoods training the project will encourage the use of environmentally friendly and sustainable methods. 

	

	SECTION 5: PROJECT MANAGEMENT AND IMPLEMENTATION


	5.1
	PROJECT MANAGEMENT

Please outline the project implementation and management arrangements for this fund. This should include:

· A clear description of the roles and responsibilities of each of the partners. This should refer to the separate project organogram, which is required as part of your proposal documentation.

· A clear description of the added value of the each organisation within the project.

· An explanation of the human resources required (number of full-time equivalents, type, skills, background, and gender). 

	LEPRA (UK) responsibilities; overall management of the grant, financial management support, ensuring compliance with DFID requirements, regular supervision to monitor progress, providing advice and support in M&E, reporting to DFID, and dissemination of project outcomes in the UK. Our International Medical Director will provide technical advice and support. The project will be co-ordinated and implemented by LEPRA’s country office in Bangladesh who will be responsible for managing and accounting for all project funds within Bangladesh, delivering the project outputs and ensuring the project outcome is met. LEPRA has been implementing disability and public health programmes in Bangladesh in collaboration with the government health system since 2000. LEPRA’s team in Bangladesh will contribute over a decade of experience in providing and supporting direct service provision of health services and disability care. LEPRA Bangladesh maintains a position of respect with Government and other NGOs, LEPRA Country Director chairing the LTCC which advises and influences government policy on public health. LEPRA Bangladesh is staffed entirely by national staff contributing in-depth local and contextual knowledge. 
The project will employ 37 staff (FTE 36.5) in the project area and utilise the support and expertise of 4 (total FTE 0.85) core LEPRA staff in Bangladesh and the UK (see organogramme); Project Manager (FTE1) – 10 years project management experience, Masters in relevant subject, responsible for overall project management in Bangladesh; Rehabilitation Officer (FTE1) – 5 years relevant experience, Masters in relevant subject, manages 3 referral centres; Health and Social Welfare Supervisor (HSWS) (FTE 3) – 3 years’ relevant experience, degree in relevant subject, manages district level activities; Physiotherapist (FTE 3)  2 years’ experience, diploma in physiotherapy, provides physiotherapy services and capacity building at referral centres; Health and Social Welfare Assistant (HSWA) (FTE 24) 2 years’ experience, degree in relevant subject, supports SHG activity and government sub-district health  centres; Footwear Technician (FTE 2) 2 years’ experience, secondary education. Support staff: Accounts Assistant (FTE 1), Admin Officer (FTE 0.5) and Night Guard (FTE 1). The project will be supported by LEPRA Bangladesh core staff based in Dhaka; Country Director (FTE 0.2) and Programmes Officer (FTE 0.2), both medical doctors, will co-ordinate with LEPRA UK, provide technical advice, support M&E and disseminate project outcomes in Bangladesh. Finance Manager (FTE 0.2) will oversee financial management of the project. UK Programmes Officer (FTE 0.25) will provide M&E support and report to DFID. We anticipate female staff members within the project management team, HSWAs 50% female, and at least 1 female physiotherapist.

	5.2
	NEW SYSTEMS, STRUCTURES AND/OR STAFFING

Please outline any new systems, structures and/or staffing that would be required to implement this project. Note that these need to be considered when discussing sustainability and project timeframes. 

	The project will follow a well-tested CBR approach but within new districts and specifically targeting one of the most marginalised minority groups, people with disabilities. The project will be based on experiences and learning from a similar CBR project being implemented by LEPRA in neighbouring district Bogra (see section 4.13). LEPRA already has existing infrastructure within two of the three project districts, reducing cost and timescale of initiating the project. LEPRA works alongside government systems and NGO networks and therefore has a good knowledge of the gaps in similar programmes locally, and good working relations with government departments which will facilitate the project’s smooth implementation. New staff will be recruited under the project for direct implementation and project management, whilst being supported by permanent LEPRA staff in Bangladesh and the UK. The project will employ a minimal number of staff to deliver project services, instead delivering and improving quality of services alongside government staff. The project will engage 24 community volunteers selected as people with personal experience of disability. They will receive formal training and work closely with project staff to support SHG activities. Volunteers will assist HSWAs in all field activities. SHG leaders will also act as local volunteers in their localities for gathering group members, conducting monthly meetings and monitoring the community development programme. These volunteers will ultimately remain in their communities and utilise their position and skills to represent their communities in steering disability rights issues as well as sustaining continuation of the programme. 

	5.3
	IMPLEMENTING PARTNERS

Include a list of all organisations to be involved in project implementation including offices of the applicant and any partners starting with the main partner organisation(s). Implementation partners are defined as those that manage project funds and play a prominent role in project management and delivery. 

	LEPRA Health in Action (UK) (Applicant), LEPRA Health in Action Bangladesh office (Implementer)

	5.4
	OTHER ACTORS / COLLABORATIVE PARTNERS
Include all other key stakeholders who will have a role in the project. Consider issues of integration with other programmes – especially those of the relevant government agencies – and how activities will be coordinated with others. How will you ensure that there will be no duplication of effort? Collaborative partners are defined as those that play a key role in supporting the delivery of the project and in coordination, but do not directly manage project funds.

	A stakeholder assessment was carried out to identify stakeholders and their interests and possible contributions. An assessment of existing programmes was conducted to assess how this project can complement and strengthen them and to avoid duplication. Stakeholders will participate in a PLA (Participatory Learning Appraisal) at project initiation and in project planning and review activities. 

Stakeholders; SHG members/beneficiaries have roles and responsibilities in the project; they will not merely receive services. Beneficiaries will be responsible, with project support, for SHG activities, monitoring their own outcomes and decision making; Community leaders will participate in project PLA and advocacy; General community will take part in advocacy activities to increase awareness of the benefits of the project and acceptance of people with disabilities.
Collaborative partners; LEPRA has an MoU with the government health department for work in the target districts and good working relationships. The project will maintain this collaboration, government service providers being a key collaborative partner and this relationship crucial for the success and sustainability of the project. Regular review meetings will keep government informed and enable their input into project planning. Department of Health will accommodate disability care and disease control services in government facilities and dedicate staff to these activities after training. Social Welfare Department provides welfare services but often marginalised populations are unaware and unable to access them. Officers will participate in SHG activities and awareness raising activities in the community, to increase knowledge of welfare services and grants available to people with disabilities, and to form a link between SHGs and this department; Agricultural and Livestock Department will provide technical support and training expertise in livelihoods at the community level for SHGs, creating awareness of availability of these services and interaction between beneficiaries and these government departments.

	

	SECTION 6: MONITORING, EVALUATION, LESSON LEARNING 

This section should clearly relate to the project logframe and the relevant sections of the budget. 

	6.1
	How will the performance of the project be monitored? Who will be involved? What tools and approaches are you intending to use? How will your logframe be used in M&E? What training is required for M&E?

	At inception a PLA will take place to gain a deeper knowledge of the baseline and issues faced by beneficiaries. A 2nd mid-point PLA will be carried out to monitor progress. SHGs will monitor their own progress through keeping records, meeting minutes, accounts and information on group member livelihood initiatives. Group members will set their own development targets and monitor their progress. SHG records will feed into project monitoring and progress reports. HSWAs will keep an activity log, record progress against their agreed work plan and collate SHG records into activity and progress reports on a monthly basis. HSWAs will attend monthly district level project review meetings to provide feedback on progress. HSWSs will visit sub-district health centres and SHGs to observe activities and supervising progress. HSWAs and HSWSs will collect data specified in the M&E plan through SHG discussions and surveys, KAP surveys in the community and beneficiary case studies. They will collate sub-district level reports using this data and patient records and training records from referral centres into a district quarterly report. HSWS will liaise with government officials. Project manager will conduct regular project visits on a rotation basis to oversee project operations and progress, and provide monitoring and technical assistance through observations and discussions with staff and beneficiaries. The Project Manager will collate district level project data and produce a quarterly report. Senior project staff and country level staff will participate in quarterly national level project review meetings to review project performance against indicators in the logframe. LEPRA Bangladesh will submit project and financial reports to LEPRA UK on a quarterly basis, detailing progress against project activity plan and logframe output and outcome (at appropriate intervals) indicators. LEPRA UK programme staff will visit the project at regular intervals to review performance against the logframe indicators through direct exposure to project sites, records and through beneficiary interaction. These reports and monitoring visits will feed into reports submitted to DFID. At the end of the project an external evaluation will be carried out to assess project impact. 

	6.2
	Please use this section explain the budget allocated to M&E. Please ensure there is provision for baseline and on-going data collection and a final independent evaluation.

	£27,888 (6%) of project budget is allocated to M&E; £4,786 Participatory Learning Appraisal x 2; £5,179 Project monitoring meetings; £6,408 Supervision and monitoring visits of Project Manager and Dhaka staff; £7,575 UK monitoring visit travel costs; £3,939 Final independent evaluation.

	6.3
	Please explain how the learning from this fund will be incorporated into your organisation and disseminated, and to whom this information will be targeted (e.g. project stakeholders and others outside of the project). If you have specific ideas for key learning questions to be answered through the implementation of this project, please state them here. 

	SHG members will learn through participation in group activities and share learning experiences through exchange visits and federation meetings. Learning from best practice approaches introduced by the project such as integrated disability care will be widely disseminated. Dissemination of project learning and best practice with stakeholders and government will demonstrate effectiveness of the approach, encouraging sustainability and influencing policy decisions. Learning will be shared within Bangladesh national forums such as the Social Welfare Department, LTCC and NDWC, and at UK and relevant international forums and conferences. LEPRA UK will share project learning with DFID in progress reports, case studies and project evaluation. Project outcomes and case studies will be presented in UK supporter publications and on our website to demonstrate the effective use of tax payer money in improving the lives of people in developing countries. Key learning will be incorporated into LEPRA strategy and best practice where appropriate to benefit future and existing programmes.

	

	SECTION 7: PROJECT RISKS AND MITIGATION


	7.1
	Please outline the main risks to the success of the project indicating if the potential impact and probability of the risks are high, medium or low. How will these risks be monitored and mitigated? If the risks are outside your direct control, is there anything you can do to manage their effects? If relevant, this may include an assessment of the risk of engagement to local partners; or risks related to natural or man-made shocks (e.g. drought, conflict) and longer term stresses (e.g. land degradation). The risk assessment for your programme needs to clearly differentiate the internal risks and those that are part of the external environment and over which you may have less (or little) control. You may add more rows to the table as required.


	Explanation of Risk 
	Potential impact High/Medium/Low
	Probability 

High/Medium/Low
	Mitigation measures

	Political instability (external)

	Low
	Medium 
	Maintain good relations with stake holders and regular communication to increase local acceptance. 

	Natural Disaster (external)
	Medium
	Medium
	Staff and beneficiaries will be informed of weather warnings.

	Community people may not cooperate as expected (internal)
	Medium
	Low
	Existing good relationships will be maintained through interaction with community stakeholders. 

	Health staff may not be interested in disability care integration (internal)
	Medium
	Low
	Health Department has already agreed to service integration. Training and communication will increase staff motivation.

	Lack of government co-operation (external)
	Medium
	Low
	Good relationships will continue through frequent communication and project involvement. 

	Ineffective SHG management (internal)
	Medium
	Low
	Group management training and supervision for lesson learning.

	Lack of access to employment market (external)
	Low
	Medium
	Advocacy in the community and with local businesses to increase acceptance of disabled.


	SECTION 8: CAPACITY OF APPLICANT ORGANISATION AND ALL IMPLEMENTING PARTNER ORGANISATIONS (Max 3 pages each)

Please copy and fill in this section for yourselves and each implementation partner 

	8.1
	Name of Organisation
	LEPRA Health in Action (UK) (Applicant organisation)

	8.2
	Address
	28 Middleborough, Colchester, Essex, CO1 1TG.

	8.3
	Web Site
	www.leprahealthinaction.org

	8.4
	Registration or charity number (if applicable)
	213251

	8.5
	Annual Income
	Income (original currency): 
£5,375,228
Income (£ equivalent): 


Exchange rate: 

Start/end date of accounts (dd/mm/yyyy)

From: 01/04/2011


To:
31/03/2012
  

	8.6
	Number of existing staff 
	45 (28.2 FTE) UK, 490 FTE overseas

	8.7
	Proposed project staffing staff to be employed under this project (specify the total full-time equivalents - FTE)
	Existing staff
	1 UK Programmes Officer (0.25 FTE)

	
	
	New staff
	0

	8.8
	Organisation category (Select a maximum of two categories)

	
	Non-Government Org. (NGO) 
	X
	Local Government
	

	
	Trade Union
	
	National Government
	

	
	Faith-based Organisation (FBO)
	
	Ethnic Minority Group or Organisation
	

	
	Disabled Peoples’ Organisation (DPO)
	
	Diaspora Group or Organisation
	

	
	Orgs. Working with Disabled People
	X
	Academic Institution
	

	
	Other... (please specify)
	
	

	8.9
	A) Summary of expected roles and responsibilities, AND

B) Amount (and percentage) of project budget allocated to this partner

	A): Grant management, reporting to DFID, overseeing monitoring and evaluation of the project, dissemination of project results within the UK public and sector forums. Provision of technical advice from International Medical Director. Also responsible for raising project match funding.
B): LEPRA UK would hold responsibility for the use of all funds however £32,508 (7%) would be allocated to direct project support costs in the UK, including a proportion of programmes staff and project monitoring visits.

	8.10
	EXPERIENCE: Please outline this organisation's experience in relation to its roles and responsibilities on this project (including technical issues and relevant geographical coverage)

	LEPRA has been implementing public health and disability programmes for almost 90 years, maintaining successful funding relationships with statutory donors such as the European Commission, Global Fund and Big Lottery, and fruitful partnerships with NGOs, Government Ministries of Health and beneficiary communities, enabling us to meet the health needs of some of the world’s most marginalised and impoverished communities. We will use our experience and success in UK public fundraising, which enables us to raise over £3 million each year, to provide match funding for the project. Our programmes and finance teams have ample experience of managing and monitoring large statutory grants. We directly improve the lives of over 700,000 people each year with health and poverty reduction programmes and reach a further 1 million with essential health information. 

	8.11
	FUND MANAGEMENT: Please provide a brief summary of this organisation's recent fund management history. Please include source of funds, purpose, amount and time period covered.

	LEPRA raises over £3 million in unrestricted funds annually (62% of total income) from UK public and schools fundraising. We also receive £160,000 each year from ILEP (International Federation of Anti-leprosy Associations) partner project funding. LEPRA has had significant success in securing statutory grants including; The Big Lottery Fund for HIV/AIDS and TB, and Malaria control programmes in India (£378,800 from 2008-12, and £598,300 2006-10); European Commission HIV/AIDS programme in India (£647,000 from 2008-2012); Medical Research Council for scientific research (£38,000 per year); Isle of Man TB awareness project in Bangladesh (£61,097 2010/11); Jersey Overseas Aid Committee co-funding for EC projects in India (£39,600 in 2011).

	8.12
	CHILD PROTECTION (for projects working with children and youth (0-18 years) only)

How does this organisation ensure that children and young people are kept safe? Please describe any plans to improve the organisation's child protection policies and procedures for the implementation of this project. 

	Although LEPRA is not a child focused organisation, we do have responsibilities towards children, both in the UK through our fundraising activities and overseas with some of our beneficiaries being children, and therefore acknowledge the need to protect young people and minimise the risk of them being abused. LEPRA adopted a child protection policy in November 2007, which expects the highest standards of professional conduct in all our work involving contact with children in all countries in which we work.  It also requires UK programmes staff to undergo a CRB check. This policy is considered appropriate for the implementation of this project.

	8.13
	FRAUD: Has there been any incidence of any fraudulent activity in this organisation within the last 5 years? How will you minimise the risk of fraudulent activity occurring?

	There have been no incidents of fraudulent activity within the organisation within the last five years. LEPRA has financial control systems in place to monitor finances and our financial accounts are rigorously audited every year. The organisation adheres to a strict anti-bribery policy.


	SECTION 8: CAPACITY OF APPLICANT ORGANISATION AND ALL IMPLEMENTING PARTNER ORGANISATIONS (Max 3 pages each)

Please copy and fill in this section for yourselves and each implementation partner 

	8.1
	Name of Organisation
	LEPRA Health in Action (Bangladesh) (Lead implementer)

	8.2
	Address
	Navana Le Caprice, Flat A1, House no. 80, Road no. 7, 

Block-H, Banani R.A., Dhaka-1213, Bangladesh

	8.3
	Web Site
	www.leprahealthinaction.org

	8.4
	Registration or charity number (if applicable)
	1535 (Bangladesh Bureau of NGO Affairs registration number)

	8.5
	Annual Income
	Income (original currency): 32,852,583 BDT
Income (£ equivalent): £256,700
Exchange rate: 127.9803 (average used across the year)
Start/end date of accounts (dd/mm/yyyy)

From: 01/01/2011


To:
31/12/2011
  

	8.6
	Number of existing staff 
	90

	8.7
	Proposed project staffing staff to be employed under this project (specify the total full-time equivalents - FTE)
	Existing staff
	Total FTE 3.6 (HSWS FTE 3, Country Director FTE 0.2, Programmes Officer Dhaka FTE 0.2, Finance Manager FTE 0.2)

	
	
	New staff
	34 (FTE 33.5)

	8.8
	Organisation category (Select a maximum of two categories)

	
	Non-Government Org. (NGO) 
	X
	Local Government
	

	
	Trade Union
	
	National Government
	

	
	Faith-based Organisation (FBO)
	
	Ethnic Minority Group or Organisation
	

	
	Disabled Peoples’ Organisation (DPO)
	
	Diaspora Group or Organisation
	

	
	Orgs. Working with Disabled People
	X
	Academic Institution
	

	
	Other... (please specify)
	
	

	8.9
	A) Summary of expected roles and responsibilities, AND

B) Amount (and percentage) of project budget allocated to this partner

	A): Responsible for managing and accounting for all project funds within Bangladesh, delivering the project outputs and ensuring the project outcome is met.
B): £413,678 (93%) is allocated to direct project implementation in Bangladesh.

	8.10
	EXPERIENCE: Please outline this organisation's experience in relation to its roles and responsibilities on this project (including technical issues and relevant geographical coverage)

	LEPRA Health in Action’s country office in Bangladesh has been implementing public health programmes in 4 districts in Rajshahi division since 2000. Our operational area covers a population of 10.6 million in some of the most remote, inaccessible and deprived areas, placing LEPRA in the ideal position to implement this project given our ready established infrastructure. LEPRA already has long-term relationships established over a decade of work in the area which will contribute to community acceptance of this project. LEPRA has ample experience in direct delivery of disability services, social mobilisation and capacity building of beneficiaries and health staff. LEPRA’s Country Director in Bangladesh is one of the country’s leading experts on leprosy and disability, and plays a significant advisory role to government, contributing to policy and planning. 

	8.11
	FUND MANAGEMENT: Please provide a brief summary of this organisation's recent fund management history. Please include source of funds, purpose, amount and time period covered.

	LEPRA Bangladesh has sufficient financial management experience and capacity to manage large grants. Since 2000 it has received funds from large statutory donors, NGO partners and trusts. Global Fund has funded a LEPRA implemented TB control programme since 2000 on a budget of £210,000 per year. Sasakawa Memorial Health Foundation fund ‘Exclusion to Inclusion’ project, a CBR project for people with leprosy disability in one district, at £75,000 over 3 years 2011 – 2014.  

LEPRA’s Bangladesh office has been recently selected by The Leprosy Missions Canada and Ireland (TLM) as lead implementing partner for an IrishAid and TLM funded national level programme, ‘Poverty Reduction through Health System Strengthening’, worth £1.6 million over 3 years 2013-2016. From 2007-2010 St Lazararus Trust funded a disability care project based in Sirajgonj district in which physiotherapy services and assistive devices were supplied from a community disability centre. The Isle of Man funded a TB community awareness project for one year in 2010/11.

	8.12
	CHILD PROTECTION (for projects working with children and youth (0-18 years) only)

How does this organisation ensure that children and young people are kept safe? Please describe any plans to improve the organisation's child protection policies and procedures for the implementation of this project. 

	This project does not directly focus on children as the beneficiary group however the beneficiary group may include children and therefore we acknowledge the need to protect young people and minimise the risk of them being abused. LEPRA Bangladesh adheres to LEPRA’s organisational policy on child protection, which expects the highest standards of professional conduct in all our work involving contact with children. This policy is considered appropriate for the implementation of this project In addition LEPRA Bangladesh adheres to government of Bangladesh employment rules and regulations in not engaging or appointing staff below 18 years age. 

	8.13
	FRAUD: Has there been any incidence of any fraudulent activity in this organisation within the last 5 years? How will you minimise the risk of fraudulent activity occurring?

	There have been no incidents of fraudulent activity within the Bangladesh branch of the organisation within the last five years. LEPRA has financial control systems in place to monitor finances and our financial accounts are rigorously audited every year. LEPRA in Bangladesh adheres to the organisational anti-bribery policy.


	SECTION 9:  CHECKLIST OF PROPOSAL  DOCUMENTATION 

	9.1
	Please check boxes for each of the documents you are submitting with this form. 

All documents must be submitted by e-mail to: gpafimpact@tripleline.com 

	
	Mandatory Items
	Check
Y/N

	
	Proposal form (sections 1-7)
	Y

	
	Proposal form (section 8 - for applicant organisation and each partner or consortium member)
	Y

	
	Project Logframe
	Y

	
	Project Budget (with detailed budget notes)
	Y

	
	Most recent set of organisational annual accounts  
	Y

	
	Project organisational chart / organogram
	Y

	
	Project bar or Gantt chart to show scheduling  of activities
	Y

	9.2
	Please provide comments on the documentation provided (if relevant) 

	Our accounts for 2011/12 financial year are awaiting approval by our board of trustees on 5th December 2012. On advice from Tripleline we are submitting our audited and signed accounts from 2010/11, and also our audited final draft (unsigned) of accounts 2011/12. We will forward a signed copy of the accounts in December 2012.


� UNDP MDG Bangladesh Progress Report 2011.


� Bangladesh Bureau of Statistics Household Income and Expenditure Survey 2010, chapter 6.


� Government of Bangladesh Sixth five year plan 2011-2015.


� First WHO report on neglected tropical diseases, 2010.


� National Leprosy Elimination programme, Government of Bangladesh.


� WHO SEARO.


� WHO Regional Office for South-East Asia, Regional Strategic Plan for Elimination of Lymphatic Filariasis 2010-2015.


� Conteh, Engels and Molyneux (2010) Socioeconomic aspects of neglected tropical diseases, The Lancet, Vol 375, January 16.


� A Situation Analysis: Neglected Tropical Diseases in Bangladesh, Ministry of health and family welfare: Government of Bangladesh, 2010.


� WHO World Report on Disability, 2011.


� DFID Disability, Poverty and Development, 2000.


� Van Brakel, W. et al. (2012) Disability in people affected by leprosy: the role of impairment, activity, social participation, stigma and discrimination, Global Health Action, 5: 18394.


� Griffiths, M. (2012) ‘Double mainstreaming’: Including people affected by leprosy in poverty reduction programmes, Leprosy Review, 83, pp.124-126.


� UNenable.


� DFID, 2007.





PAGE  
20

