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1. SUMMARY/BASIC DATA SHEET
	Submitting Agency
	African Medical and Research Foundation (AMREF)

	In- Country contact
	Dr. Margaret Itto, Sudan Coordinator 

African Medical and Research Foundation 

International Training Centre, Langata Road

PO Box: 27691 Nairobi-00506; Tel.: +254-20-605220; Fax: 609518; 

Emails: Margareti@amrefhq.org

	Headquarters contact
	Dr. Peter Ngatia, Director for Learning Systems

African Medical and Research Foundation 

International Training Centre, Langata Road

PO Box: 27691 Nairobi-00506; Tel.: +254-20-605220; Fax: 609518; 

Emails: Petern@amrefhq.org 

	Project Name
	Provision of Sustainable and Integrated Primary Health Care and Environmental Health Services to Conflict Affected Community of Terekeka County, South Sudan. 



	Project Location
	Dari, Salama, and Tindilo Payams, Terekeka County, South Sudan  

	Names of Other Local or International partners (s)
	-MOH/SGWEP, CHT/CHC:  GoSS M. of Health and its units at county/community level
-ACCOMPLISH (local NGO): Headquarters in Terekeka
-AquaFund International:      Drilling Company with presence in Equatoria, South Sudan 



	Project Summary
	This project intends to achieve the goal of reduced morbidity, mortality and disability associated with diseases and water borne illnesses through provision of sustainable and integrated primary health care and environmental health services to the deprived and marginalized people of Terekeka County, South Sudan. AMREF will work closely with the Ministry of Health (MOH) to ensure that the local capacities are built and there is demand for  and high community participation. The project is expected to increase coverage, access to, and utilization of comprehensive primary health care and water & sanitation services in Dari, Salama and Tindilo Payams of Terekeka, targeting a total population of 150,000 persons.

	Project Beneficiaries
	150,000 home population and returning refugees/IDPs and other conflict affected persons in Terekeka County

	Project Duration
	24 months: February 1, 2006 – January 31, 2007

	Project cost: 
	Amount requested from BSF: USD 2,732,373.85


	Contribution sought to cover
	Full Funding: USD 2,732,373.85

	Budget Summary
	Total Direct Costs

USD 2,506,765
Indirect Cost

USD 225,608.85
Total Project Costs

USD 2,732,373.85



2.
PROJECT CONTEXT:
2.1
Profiles of the target population and Beneficiaries

This project is targeting Terekeka County which is a home to exclusively agro-pastoral Mundari tribe, having an estimated total population of 250,000 people (without the returning IDPs and refugees). This Project will target 150,000 persons. At present, the demographic data obtained from the MOH/BJS, ACCOMPLISH and other agencies is not disaggregated by gender or by age. Until AMREF health staff are able to collect detailed demographic data, AMREF will use the following estimated calculations (Global Formula) to determine the figures for under-fives and women of reproductive age (WRA):

Table 1: Global Estimates: For Targeted Population of 150,000 persons
	Type of Beneficiary
	Number
	Percentage (Global estimates)

	Under 5 years
	30,000
	20%

	Women of Reproductive Age (WRA)
	37,500
	25%

	Others
	82,500
	55%

	TOTAL
	150,000
	


Terekeka is among the counties of primary IDPs and refugees return in South Sudan and transitional areas identified as High Risk Counties
, requiring serious improvements in basic services to meet the high numbers of anticipated returnees. It therefore require support to strengthen its capacities to absorb and accommodate  returnees without causing deterioration of services to the residents (Host Communities). The Return and Reintegration working group
 in Juba, South Sudan (composed of UNHCR, OCHA, ADRA and several other NGOs) are anticipating up to 580,000 returnees between September 2005 and March 2006 along all return routes. The exact number that will remain in Terekeka is not provided. However, Terekeka County in particular is vulnerable because it has multiple routes of arrival and serves as both a hub for  returnees going onwards to further destinations, as well as a major destination point in itself for many returnees. See below routes:

Table 2: Common routes of returnees through Terekeka

	Arriving to Tombek or Terekeka by the corridor of the Nile (North-South), between GOS areas.

	Tali-Tindilo-Terekeka (West-East), across SPLM and GOS areas.

	Bor-Gimeiza-Terekeka (North-South but in the Eastern Bank of the Nile) between GOS areas.

	RuSPLM and GOS areas.mbek-Tombek-Terekeka, across  


Source: Returns and Reintegration working group in Juba

Given this reality, communities in strategic points in Terekeka, need to be strengthened in order to continue to link the local reintegration of IDPs and refugees at the time of arrival to future developmental program ( UNHCR, UNICEF, ADRA and SFM are planning to conduct an interagency intervention in the transit points/areas by providing health, water and sanitation, nutrition and basic non-food items at transit sites). AMREF as a health developmental NGO wishes to contribute to this effort by strengthening the capacity of the MOH, the local NGO to Promote ACCOMPLISH (Action Committee to Promote Local Initiatives and Self-Help) and the community in developing the remaining MOH infrastructure on the North, West and Central areas of Terekeka.

Collective documentation and information on Terekeka County consistently showed significant health, water & sanitation and educational needs and a limited response capacity throughout the county. 

2.2
Human Development indicators

Communicable diseases present the most serious health problems. The major ailments include malaria, acute respiratory tract infections (ARI), and diarrhoea. Terekeka is one of the areas left in Sudan where Guinea Worm remains endemic, largely due to the ignorance of the population regarding potable water and inaccessibility to it. Like in any other conflict affected countries e.g. Rwanda, Uganda, and Ethiopia. Also considering the fact that it is a crossing point for the returnees, HIV/AIDS to be needs to be tackled now and measures put in place to ensure continuous education and awareness creation to protect the youth who are most vulnerable. Some epidemiological conditions obtained by multiple cluster Indicator Survey (MICS)
 are as follows in the target area:

· Infant mortality rate ranges from 70-100 per 1000 live births;

· Under 5 mortality is 100-150 per 1000 live births
.

· Maternal Mortality Rate has not been indicated but could be 1700 per 100,000 live births (as indicated in the MDG 2004 report, for South Sudan).

· In rural areas routine immunization campaigns have not been conducted for the last 25 years and there is no cold chain systems for vaccines. During the polio campaign this year, only 3,010 of 14,451 (21%) of targeted children aged less than 5 were immunized.

2.3
Operational Context
Terekeka County lies in the North Western corner of Bahr El Jebel State-BJS (Central Equatoria). It measures about 200 miles East West and 70 miles North South. The land is largely a wide plain and more populated along the River Nile rather than in the mainland. The Mundari people are the exclusive inhabitants of Terekeka County, with a total estimated population of 250,000 people (returning exclusive of IDPs and refugees). They live on animal products (livestock), fishing, bee keeping and agriculture. 

The agro-pastoral Mundari tribe of Terekeka County has historically been neglected and marginalized. The local infrastructure is deplorable. Due to in accessibility because of the war and geographical difficulties certain areas like the West, North and Central Terekeka were neglected completely by the GoS and humanitarian institutions. For this reason part of the population flee to different areas outside or within Sudan and are expected to return. Many have already voluntarily returned since the signing of the comprehensive peace accord in January 2005. 
These returning populations are faced with overwhelming challenges to rebuild their lives live and places of origin. Unless prompt action is taken, as they return to the devastated communities that almost totally lack functioning infrastructure, their situation is grim. Furthermore, despite the positive political and security developments in South Sudan, security alone will not be sufficient incentive for refugees and displaced persons to return home while the humanitarian situation remains gloomy.
In a facts finding meeting held with some Mundari elders and ACCOMPLISH (the only indigenous NGO in Terekeka, established in 1979) at Juba in early week of November, 2005, the community expressed their main pressing needs which are high up in their agenda of priorities and concerns as:

· Scarcity of water

· Lack of Schools

· Lack of Medical centres

· Poor communication (Road) infrastructure
· Untackled economic development.

2.4
Current provision of basic services
Health Situation

Health facilities in rural areas of Terekeka are badly dilapidated and in some cases completely destroyed. Inaccessibility to many of the places due to road washouts during the rainy season, and deterioration of roads over time, is one of the most common difficulties in Terekeka and many places are left completely without services. In addition to poor physical facilities; shortage/inaccessibility to essential drugs and equipment and lack of community health providers with updated knowledge are other problems. 

A recent assessment conducted jointly by UNICEF
 , the Ministry Of Health (MOH) and ADRA (May 1 2005), revealed that local health and economic development needs are great. Many health facilities in the rural areas were completely destroyed by the war. Of the 18 Primary Health Care Centres (PHCC) only five (5) are functioning properly and their staff need training. Observers concluded that the most vulnerable people with high health risks were neglected during the war in Terekeka, including women of reproductive age and children under five years of age.
Further, in a more recent assessment conducted in the rural areas of Terekeka County by UNICEF, findings indicate that routine immunization has not been conducted for the last 25 years and there is no cold chain system for vaccines. During the Polio Campaign this year, 3,010 of 14,451 (21%) of targeted children aged less than five were immunized
. The sanitation situation is untenable. Open space faecal excretion is a daily occurrence in the project target area and continues unabated. The presence of latrines in town is uncommon and not seen in villages of Terekeka. For those few who own pit latrines, improper use is common. 

The current population ratio to Primary Health Care Centre (PHCC) is 79,490:1. The Ministry of Health recommended a ratio of 5,000:1, which would require the establishment of an additional of 60 PHCCs, which only addresses the needs of the present population, without even taking into account the anticipated number of returnees.
Water Situation
Surveys have shown that only 20% 
of the population in the rural areas in Bhar El Jebel State (BJS) have access to drinking water supply. Whether this available water is safe or not nobody knows as there is no water monitoring and surveillance program.  While access to portable water in the urban settlements is between 30-40%, the situation in the rural areas, especially in Guinea Worm endemic areas like Terekeka is very deplorable as most of the population collect any pooling water from rains for human consumption. 
In Terekeka with the exception of the settlements living along the river Nile on the Eastern part, a large part of the county is characterized by a rife water shortage which worsens during dry season. Women travel for more than 5 kilometres in insecure places, living their children to starve at home in search of water. Sections of the communities are known to move to distant river sites to spend more than 4 months. These movements to say the least are disruptive to the communities lives. They bring hunger to the people, children default from schools, women are left alone or homes left unprotected and exposed to destructive thieves and baboons destroying their grain stores. Careless/stray fires are also known to destroy homestead. The more time spent at riverside, the less time to clean and dig their crop fields for planting, so by the end of the cultivation season, little is harvested and thus enlarges the food gap each year.  In the targeted North, Western and Central Terekeka, hand dug wells with durable water supply are very few because the water table is low hence boreholes require machine drilling.  
With regards to excreta disposal less than 30% of population in urban settlement have access to sanitation while less than 1% in the rural areas. Most schools in the rural areas have no access to water and sanitation facilities. The attitude of open squatting to defecate along the river banks, at the roadside and in the bushes around the neighbourhood complicates the situation. Terekeka Town for instance is inhabited by about 5000 households but less than 150 have a partly 3% household latrines. 

There are no data regarding the solid waste generation (quality and quantity), storage, collection, transportation, and final disposal. Open dumping and incineration is the main methods of final disposal which may create many hazards. In addition, no any attempts were made to organized source reduction and recycling programs. Consequently, the environmental sanitation conditions in Terekeka and in the Guinea Worm endemic villages in Bahar El Jebel (BJS) are in a terrible state.  The very inadequate water supply system, also adds to the vulnerability of the population to water and water borne diseases.   

2.5
Other existing or planned project
AMREF before the war had several projects in BJS and localities around but since 1993 as the war intensified, AMREF  left Juba to work in the SPLA controlled areas but continued to be  in close partnership with the GoSS/SPLA/M Secretariat of Health. The NGOs presently in Terekeka are Swedish Free Mission (SFM), an international NGO distributing agricultural seeds, constructing cooperative shops and fixing water pumps in Muni, Lokueni and Terekeka township; and ACCOMPLISH (an indigenous NGO with HQ in Terekeka),  runs some few bush schools, PHC services, Milk Dairy project, Food for Education Project and mobilization and training of communities to form Village Development Committee (VDC), Programme Management Committees (PMC),  and Vetterinary Development Committees (VDC) in Terekeka, aiming at enhancing constructive community participation  in projects.  The planned  projects that AMREF is applying for will be implemented in collaboration and partnership with GoSS MOH/SGWEP, GoSS Rural Water Cooperation,  ACCOMPLISH (an indigenous NGO) and drilling companies such as Aqua Fund International (existing in South Sudan) to drill boreholes in the targeted  counties that is indicated here to have very low water table, which does not encourage hand dug wells..  

The project will also seek for collaboration with the UNHCR interagency framework for returns that is to be implemented by UNICEF, ADRA, and SFM to support the movements of the returning population along the Terekeka corridor; And it will be done in a way that the services delivered complement one another and ensuring that it does not lead to a deterioration of the humanitarian situation , nor re-ignite conflict over resources. AMREF as a developmental organization is looking at a sustainable mid and long-term  interventions that focus to the future sustainability.
3. 
PROJECT RATIONALE AND INTENDED IMPACT
3.1
Basic Package of the services

This project intends to address both health and environmental health status of the population in the targeted payams. The overall purpose is to achieve the goal of improved community health through integrated and sustainable comprehensive primary health care and environmental health (water & sanitation) service delivery to the deprived and marginalized groups and communities in Terekeka County. The project will cover the targeted 150,000 population. Its primary targets will be women of reproductive age and children under five years. This projects will be implemented jointly with the local partners (ACCOMPLISH, and GoSS MOH/SGEP/rural water cooperation) whose inputs have been incorporated here. In addition a drilling company called AquaFund will be contracted to drill the bore holes. Collaboration and networking with other international agencies will be emphasized. In addition, capacity building as cross cutting strategy (with emphasis on increased Sudanese women knowledge, skills and decision making in health and related issues is strongly considered) and community education and awareness raising on common endemic problems. It is believed that the success of this project can occur only through the empowerment of communities to take responsibility and control of their health, water supply and sanitation needs. Hitherto, women and communities have only been marginally involved in operation of health facilities. Despite clear intention to promote community ownership by health policy, the reality has been somehow different. Water points remain controlled and managed by external agencies, and PHC facilities governing health committees seem unable to stimulate required levels of community participation.    
Comprehensive Primary Health Care Delivery

· Comprehensive Primary Health Care Services with emphasis to high impact services.

The health project will address the general health problems, including curative, preventive and promotive services but will place particular focus on six technical areas and approaches as listed below. The projects primary targets are the women of reproductive age and children under 5 years as they shoulder the heaviest burden of diseases. Through this project, the services will be brought closer to the women and children, and at same time complicated ailments will be referred quickly without delays to higher level and better health facilities, using the ambulance system. The project will specifically focus on the following:
-Malaria Control (provision of long lasting insecticide treated nets (LLITN), intermittent preventive treatment (IPT) for pregnant women, and to improve care seeking behaviour in communities.
-Childhood immunization, 
-Reproductive Health (safe motherhood, EmOC, FP); 
-Nutrition (Nutritional Screening, growth monitoring & referrals); and 
-HIV/AIDS/STI prevention (BCC/community education, universal precautions at health facilities, VCT and RCT).
-Guinea worm eradication program (support to GoSS MOH/SGWEP)  
· Environmental Health (increasing access to safe drinking water, adequate sanitation facilities, and community education on effective use of facilities and hygiene promotion).
3.2 Direct and indirect beneficiaries

Direct Beneficiaries: 

· The targeted 150,000 Community of Terekeka living in the West, North and Central parts of the county, particularly the primary target groups (women of reproductive age and children under 5 years), they will have immediate benefit from the services.
· The selected health facilities which will be rehabilitated supported and made to function and the health personnel employed.

· The selected health workers who are employed and will benefit from the training that will be offered as part of capacity building. 
· The County Health Team and the Community health committees/village health committees (CHC/VHC) who will benefit from capacity building. 
· The indigenous partner NGO (ACCOMPLISH) 
Indirect Beneficiaries

· The remaining population in Terekeka who are not in the targeted areas including the unknown returning population.
· The Ministry of Health/ GoSS –including MOH/BJS. As this project is to support their efforts in reaching the community. 
3.3/3.4 
How the projects will  improve beneficiary access to service and why of importance
As indicated in section 2.4 the Terekeka County has been deprived for years, therefore these projects will provide services in Dari, Salama and Tindilo payams. The locations have been chosen in consultation with the representatives of the Mundari communities and the local NGO (ACCOMPLISH), who jointly expressed the target area as the most disadvantaged areas in the county. Before implementation when selecting the facilities to rehabilitate and/or sites for construction and the borehole, the communities/local authority and ACCOMPLISH will be involved. A meeting will be convened with all stakeholders to outline the roles and responsibilities of each member. Terms of agreement will be prepared detailing implementation arrangements and signed. This project when implemented will improve the beneficiaries’ access in the following manner:
· Provide 10 primary health care facilities (1 health facility to care for 15,000 people), -health service shall be nearer and available to the people, particularly the vulnerable women, children and the disabled.
· A total of 20  bore holes will be drilled and installed with hand pumps in each of the health facilities and additional in Dari, Salama and Tindilo Payams of Terekeka-the tracking long distance in search of water with livestock shall reduce. Both human beings and animal will have drinking water. Community will remain in their homestead to take guard of their security and farm when the rainy season begins.
· Sanitation facilities availed, as well as increase in the knowledge of the population on preventive and promotive health issues. Of this intervention behaviour change in open defecation is expected to be seen, and other good hygiene practices leading to reduction water and hygiene related diseases and hence improved health within the community. 
4.0
PROJECT APPROACH
Community participation and contribution shall be achieved through community ownership of the community based level of health service delivery. This means that the communities shall not only initiate establishment of PHC facilities but, as owners shall be responsible for their functioning. It is important to note that the success of this level of care shall depend largely on a well-motivated community in whom adequate capacity has been created.

4.1 
Project Goal, Purpose, Outputs and primary activities

Goal 

Reduced morbidity, mortality and disability associated with diseases and water borne illnesses through provision of sustainable and integrated primary health care and environmental health service to the deprived and marginalized people in Terekeka County, South Sudan.

Purpose

To increase coverage, access to, and utilization of comprehensive primary health care and environmental health services in Dari, Salama and Tindilo Payams of Terekeka County.
Objectives

1.  Specific Objectives to Health:

1.1 To ensure a functioning network of primary health services through a process of construction, rehabilitation, provision of equipment and support to staff.
1.2 To reduce morbidity and mortality attributable to common infections, vaccine preventable diseases and malnutrition

1.3 To reduce maternal and neonatal morbidity and mortality through provision of quality reproductive health services and basic emergency obstetric care (Basic EmOC).
1.4 To increase the capacity of Sudanese health workforce to deliver and manage health services.
2. To reduce the incidence of water borne and hygiene related diseases through provision of clean drinking water, adequate sanitation facilities and community education


2.1 Increase water points


2.2 Improve knowledge on public hygiene education, and training of community hygiene promoters.


2.3 Improve sanitation.

Outputs and primary activities (see attached Logframe in annex)

4.2 AMREF’s strategy in approach to this project
The community based health care approach and Primary health care program was earlier initiated by AMREF in Sudan as early as 1972 and implemented jointly with the Government of Sudan before even the Alma Ata Declaration in 1978. This project in particular that AMREF is applying for was shared with some Mundari community leaders from Terekeka, ACCOMPLISH (the only indigenous NGO in Terekeka  that AMREF will partner with) and the Health Authority of Bahr El Jebel including the Directorate of Primary Health Care, Malaria Control and Sudan Guinea Worm Eradication Project. 
In this Project AMREF Sudan will employ a community-based approach to reduce morbidity, mortality and disability related to common communicable and non-communicable diseases among the most vulnerable members in the target communities.  Health promotion and establishing acceptable public health controls and preventative measures will be the focus of AMREF health care program in Terekeka, South Sudan.  Services provided in every AMREF supported clinic will include: child immunization and IMCI approach; treatment of common illnesses; health education and health promotion; malaria and HIV/AIDS control and prevention; Minimum Initial Services Package (MISP) of reproductive health including basic Emergency Obstetric Care (EmOC); oral rehydration therapy including short-stay, inpatient care for moderate dehydration cases; provision of essential drugs; dressing of injuries and trauma; disease surveillance and referral for higher level care.  Together with community resource person, the health and hygiene team will disseminate basic public and preventive health information throughout the targeted communities.  The primary work of the health and hygiene teams is to give community members the skills to identify and analyse their own needs, define relevant and practical solutions and, most importantly, to implement, monitor and evaluate the solutions. The health and hygiene promotion team implement both health and water and sanitation activities and are pivotal in carrying out key messages and data collection. Providing preventive and promotive health services complementary to the clinical care improves health seeking behaviour and empowers community members to participate in preventive health activities, e.g. safe preparation of food or correct and consistent use of condoms, to protect themselves, their families and their neighbours.

The health and hygiene team will support and train the community leaders and water user committees on Participatory Hygiene and Sanitation Transformation (PHAST) methodology so the community will be able to fully participate in the primary health care services in their area.  In the communities AMREF will support 10 clinics and utilize community resource people like community health workers (CHW), Guinea worm eradication resource persons and traditional birth attendants/MCHWs (TBA/MCHWs) to improve the link between the community and the clinics.  The immunization outreach team will offer services to communities within 2-5 km of the clinic catchment area.  AMREF will use a community-based approach, refresh and/or train CHWs and TBAs/MCHWs, Guinea worm eradication resource persons, HIV/AIDS educators to implement community based health surveillance, conduct active case searching, refer cases to appropriate clinics and organize and lead health education sessions.  

AMREF recognises that, the successful implementation of this, or any, project depends on community participation.  Participatory Hygiene and Sanitation Transformation (PHAST) tools are concept-based approaches that allow community members to identify their problems, causes for morbidity and make action plans.  Both home (host) communities and returning IDPs/Refugees will be involved in this project ensure a continuity of service and a balanced and holistic management of the infrastructure.  It also enhances good relations between the returning IDPs/ refugees and home populations. The proposed activities take fully into account the various action plans at community level and particularly the expressed needs of vulnerable groups like women, children etc. 

AMREF utilizes community based, capacity building approaches to assist the communities to maintain basic health care and water and sanitation coverage beyond project period.  The phase out of AMREF’s activities in Terekeka County will be determined by a number of factors including the needs in home communities, rate of return, how quick the community adjust and cope with situation etc.  AMREF’s work with community resource people will allow the communities to maintain services in the future. 

Environmental Health Implementation Plan
The water and sanitation project activities will have a three-pronged mutually supporting strategy of: 

1. Developing infrastructure  

AMREF will use a demand-responsive approach with community involvement and participation for the rehabilitation of wells and installation of hand pump parts that were looted or damaged (if any).  New protected wells will be drilled and constructed in areas that have no hand pumps.  According to ACCOMPLISH Director, shallow wells are not feasible in Dari, Salama and Tindilo Payams of Terekeka County because of the low water table, and thus deep wells are proposed. To verify provision of safe water, all rehabilitated water points will be tested for microbiological contamination. 

The latrine coverage is indicated to be extremely poor in institutions and households in Terkeka County.  Household latrines will be encouraged and promoted. VIP latrines will be constructed at various institutions including schools, health facilities and market places.  All latrines will have a hand-washing facility, comprising a drum on a platform and will be maintained by a Sanitation Committee. Placenta pits and incinerators are also proposed for health facilities to enhance proper waste disposal. 

AMREF will distribute latrine-digging kits to communities to enable them to excavate pits.  Slabs will also be supplied to households that have excavated pits, as verified by the hygiene promoters. Through mobilization techniques, AMREF will assist communities to construct their own waste disposal pits.   

2. Ensuring effective use through education 

Sanitation Committees will be formed and trained on good hygiene practices using the Participatory Hygiene and Sanitation Transformation (PHAST) methodology.  A parallel program of hygiene promotion at household level and via radio and other forms of communication will support AMREF’s approach.  Quizzes and other channels of passing on key messages will be investigated and applied.  Garbage pit construction will be a community initiative with mobilization done by the hygiene promoters.

3. Capacity building of water and sanitation human resources at district level

· Water Source Committees will be trained in proper Operation and Maintenance (O&M), and additionally training for hand pump mechanics, Training of water analysis laboratory technicians and water source care takers will be conducted,  keeping in mind the role of gender in water supply delivery.  AMREF will train health and hygiene personnel in collection and analysis of simple data, in assessments, chlorination, hand pump technology and record keeping. With proper training, these personnel create a solid starting point for the community-based maintenance system.  

AMREF will contract out most of the construction work to local NGOs and the private sector. Additional experience, along with supportive training and supervision from AMREF, will enhance their skills and develop their capacity to handle the workload.

5.0
PROJECT SUSTAINABILITY
It is often difficult to ensure long-term sustainability of health services immediately following a post-conflict setting or transitional period.  However, the programming principles used by AMREF and a commitment to longer-term programming beyond the life of the proposed grant will lay the foundation for longer-term sustainability.

The training of the health care providers and community resource people in technical and managerial aspects of public health coupled with supportive supervision and participatory monitoring and evaluation will increase the stakeholder participation. This will be in all levels of the program phases. The key emphasis during program implementation will be to create transparent and accountable systems, which are crucial to the establishment and maintenance of high quality service delivery.

Increasing the skills of local health care providers will create a sense of ownership, which is vital for paving the way to future sustainability. AMREF will employ the PHAST methodology to train community resource groups. This methodology is based on identification of problems, analysis of the findings, seeking practical solutions, choosing different options, monitoring and participatory evaluation.  Increasing the quality of public health services will increase public confidence and promote a sense of ownership and their usage. 
Active community involvement inculcates a sense of management, ownership and responsibility. It gives them a sense of self-esteem and ensures the durability of the resource. AMREF anticipates that sustainability of the project’s training elements will be medium-to-low. The composition of user committees shall involve a minimum of 30% women. This ensures that women take active roles in water and sanitation management since they are involved more in water use and collection. And also the training of the GoSS/MOH and other bodies at the State and County level, build their capacities and hence prepares them for future responsibility.  

AMREF will rehabilitate the existing but collapsed and/or low functioning MOH health facilities and continue to support but in close collaboration with MOH at all levels (National, State and County) to ensure joint supervision, monitoring and other activities that can be worked together, even the interview and recruitment of the staff to be coordinated with the GoSS MOH/BJS/CHT. For the facilities that are functioning already at a low rate, the available MOH staff shall be absorbed into the project, plus other additional to be added. Support of training CHT/CHD and the Community Health Committee/Village Health Committees will be provided in order for them to play strong leadership role. Clear memorandum of understanding (MOU) will be drawn and signed with stakeholders and detailed on implementations and management of the project assets will be agreed upon.
5.1 Risks and assumptions
Key assumptions
· Continued cooperation from Government and other agencies.

· Beneficiary communities and local authorities identify with the programme aims and objectives, and do not impede programme implementation

· Collaboration with other agencies is sufficient to ensure that interventions of various actors are distinct and complementary
Risks

The security issues and failure for candidates to turn up in a required number are the possible risks.

However, given the fact that the peace agreement is already signed, this solves the fear of insecurity and there is a high hope for the situation to remain stable to allow the forward move of the project. AMREF too has a good long working relationship with all its partners both at community level, local authority, Government of South Sudan/S0H/DHRD, partners and NGOs. 
6.0
MANAGEMENT AND IMPLEMENTATION. 
AMREF was the first initiator of the community based health care approach and Primary Health Care Program in Sudan in early 1972 and implemented jointly with the Government of Sudan before even the Alma Ata Declaration in 1978. This project will be implemented with Action Committee to Promote Local Initiatives and Self-Help (ACCOMPLISH)-the only single indigenous NGO in Terekeka  established in 1979 focusing in health, education water and sanitation, income generating activities and others. ACCOMPLISH has it’s headquarter in Terekeka but was displaced to Juba due to the intensity of the war. AMREF will also work closely with the Guinea Worm Eradication Program (MOH/SGWEP), Malaria control and HIV/AIDS control program which are under the MOH/BJS. This project Particular was shared with some community leaders of Terekeka, ACCOMPLISH (indigenous NGO AMREF partner with) and the Health Authority of Bahr El Jebel during a trip to Juba in November 2005. The drilling part of the boreholes will be contracted out to company like AquaFund that already exists in Southern Sudan.
AMREF’s Key intervention areas are HIV/AIDS, TB and STIs; Family Health; Malaria ; Water & Sanitation; Clinical outreach, emergency response, disaster preparedness and Training and development of health learning materials. For this AMREF has been recognized and accredited by communities, governments, donors and partners- AMREF has been the recipient of the Conrad Hilton Humanitarian Award in 1999 and the Gates Foundation Award for Global Health in 2005.

 The total expenditure of AMREF has grown from 14.8 million US dollars in 1998/99 to an expected expenditure of 36 million US dollars for the 2004/5 year.
This project will be implemented by AMREF (lead Agency and contract holder) in partnership with ACCOMPLISH. Drilling of boreholes shall be contracted out to AquaFund International Company. While the project will emphasize on much capacity building to GoSS MOH and its units at the County and community level i.e. CHT/SGWEP/CHC/VHC. In addition, pre to the implementation of the project, Memorandum of Understanding (MOU) shall be developed and signed among the partners. AMREF will be responsible for the coordination and reporting to donors. 

To coordinate and oversee the implementation of this project, AMREF will form a Steering Committee involving the donor, MOH/CHT/VHC, ACCOMPLISH and other NGOs on ground. Meetings will be organised every two months in Terekeka and will be chaired by the CHD/T. A management committee to oversee the day to day activities will also be formed and this will include a members of the Community Health Committee or VHC.

Throughout the project cycle AMREF will work hand in hand with the Ministry of Health (MOH) and will deploy MOH staff to all AMREF supported clinics. MOH will be involved/participate in the supervision, training, and selection of health care providers. 

One of the focuses of this project is to ensure that communities use the facilities in the most effective and efficient ways. This is encouraged through training and hygiene promotion activities. It is AMREF’s belief that the skills, knowledge and participation will change peoples’ behaviour. 

AMREF Sudan Coordinator and Health Manager, in collaboration with the Ministry of Health/CHT, will conduct regular supportive supervision visits to ensure that guidelines and protocols are followed and any identified gaps are immediately addressed.  The findings will be recorded using supervision tools developed by AMREF and/or the MOH.  Providing immediate feedback will be the prime responsibility of the supervisory team to motivate health staff and encourage the health providers to maintain high quality health care delivery.  The information collected will be used to improve the quality of health care delivery and for future program planning. The Water and Sanitation Program Manager, through field-based Water and Sanitation Technicians, collects and analyses information on project progress on a regular basis.

In AMREF, monthly reports capture project performance and these are fed into regular program updates presented to donors.  At the beginning of every grant period, each field site, in coordination with the Program Coordinator, will review the detailed work plan and log frame and make any necessary modifications.  Periodically account statement reports are produced by the Finance Department as a budget monitoring tool for project staff, to track actual expenditures against budget forecasts.  Regular meetings shall be held between the Program Department and operational departments (finance, logistics, and administration) to discuss the progress of implementation and to devise action plans to resolve any problems or delays.

7.
BUDGET
7.1
Detail Budget (See attachment-Annex in Excell)

7.2
Anticipated Cost Per Service Beneficiary


-Cost of Health Care treatment per person: $ 10; Cost per Water Supply and Sanitation User: $ 8
7.3
Projected administration and management fees cost


- Indirect Cost as % of total cost: 8.3%;  Indirect Cost as % of Direct Cost: 8.2%

7.4
Projected Monitoring and Evaluation Cost as % of the total budget
BUDGET (Separate file in Excel)

Logical Framework Matrix:  Health Project

	 Project

 Summary


	Measurable

 Indicators
	Means of 

Verification
	Important

 Assumptions

	GOAL:

Reduced morbidity, mortality and disability associated with prevalent diseases and water borne illnesses through provision of sustainable and integrated primary health care and environmental health service to the deprived and marginalized people in Terekeka County, South Sudan.


	· Percentage of the population covered and accessing health care, safe water and sanitation services. 

· Documented Health, Water and hygiene related disease trends as per clinic surveillance reports. 


	· Base line survey to determine actual numbers of facilities before project.

· Disease surveillance report

· Mid and Final project evaluation report.


	· Security continued security/stability in the targeted areas.

· Continued GoSS collaboration and supportive government policies in place



	PURPOSE:

To increase coverage, access to, and utilization of comprehensive primary health care and environmental health services in Dari, Salama and Tindilo Payams of Terekeka County.

	1.1 Number of community reached with health education messages. 

1.2 Number of health facilities providing full package of comprehensive primary health care, reproductive health and EmOC services to a population of 150,000.

1.3   All health facilities use standardized MOH/WHO case management protocol.

1.4  Number of clinic attendance during the project period. 

1.5   Number of complications referred and transferred on time for further management.
	· Supervision and Monitoring reports

· Feedback from beneficiaries.

· Community Hygiene Promoter, Guinea worm educators and HIV/AIDS educators  reports

· Clinics surveillance reports

· On spot check for protocols and guidelines


	· Continued security/stability in the targeted areas.

· Effective local authorities on the ground.

· Continued community participation after project ends



	OUTPUTS:

1. 1 Baseline survey conducted

2. Ten 10 MOH PHC facilities rehabilitated/re-constructed, equipped, furnished and supplied regularly with drug and medical supplies.

3.  Ten (10) health facilities are staffed with qualified personnel, recruited with full participation of the CHT/MOH and are adhering to the use of protocols, policy and guidelines as per MOH.

3. An estimated population of 150,000 provided with primary health care and community based health promotion services.

4. Childhood illnesses managed

  using the Integrated Management of Childhood Illnesses (IMCI) approach at all health facilities.

5 Reduced number of pregnancy- related maternal mortality cases 
Project  Summary
	1.1 Base line data available

2.1 10 AMREF supported MOH PHC facilities rehabilitated/re-constructed, equipped and supplied with essential drugs, medical supplies/materials through out project period.

2.1 At least each health staff recruited receives additional refresher training once yearly.

2.2 Clear job description provided to each staff by CHT

3.1 All 10 PHC facilities provide basic PHC services daily and each clinic covers maximum 15,000 persons. 

3.2 50 MOH/Sudan Guinea Worm Eradication Program Community educators and 50 Community Hygiene Promoters and 30 HIV/AIDS peer educators shall be trained to conduct health education and they reach the targeted community regularly with outreach/preventive program.

3.3 County Health Team (CHT) and Community Health Committees/village health committees (CHC/VHC) are trained to ensure close monitoring and supervision.

4.1 2 staff in each clinic trained on IMCI approach and on using the Triage system to identify seriously sick children for immediate attention.

4.2 Functioning ORT corners in 10 health facilities and in house holds

4.3 100% of <5 years brought to the clinic receive nutritional assessment and growth monitoring.

4.4 All clinics offering Routine EPI according to South Sudan national EPI schedule

5.1 100% project supported MOH clinics provide basic EmOC services and 2 staff from each clinic trained on EmOC.
5.2 > 80% of cases identified with obstetric complications at the health facilities and referral centres for immediate attention.

5.3 More than 50% of pregnant women attending ANC are delivered by trained community midwives or professional midwives in the clinics.

5.4 60% of women attending antenatal services receiving at least 2 doses of Tetanus Toxoid (TT) during pregnancy. All mothers attending ANC at AMREF/MOH facilities are provided with ITN and clean delivery kits.


	· KAP report (baseline data)

· Site visits

· Health facility reports and waybills

· Training reports 

· On spot checks and Random sampling of prescription

· Clinic reports

· Training reports

· Record of referrals made from the catchments areas by community hygiene educators, guinea worm educators and HIV/AIDS peer educators, CHWs

· Reports from the CHT and community health committees (CHC/vHC)

· On spot check on prescription charts

· On spot check of IMCI manual on the clinician’s desks.

· Monthly clinic reports

· EPI reports/EPI register/tally sheets


	· Continued stable security situation in the areas.

· Effective local authorities on the ground. 

· Committed local NGO (ACCOMPLISH)

· Communities’ willingness to participate in the project.



	ACTIVITIES:

· Hold 6 Community mobilization and sensitization meetings/workshops

· Collect Health Baseline data (1)

· Rehabilitation and reconstruction of 10 PHC facilities.

· Advertise, recruit and deploy health personnel at 10 clinic locations 

· Purchase and distribution of equipment, supplies and materials

· Procure and distribute drugs and essential health supplies.

· Establish standardized disease surveillance through all PHC clinics

· Provide clinical care through 10 PHC clinics

· Provide comprehensive reproductive health services, safe motherhood, family planning, HIV/AIDS awareness and referral for pregnant women who experience emergency obstetric complications.

· Provide malaria control program through testing all suspected cases with Rapid Diagnosis Test (RDT), make available permanent insecticide treated nets, treat the confirmed malaria cases with Artemisin/amodiquine combination therapy

· Train 30 health care provider on recognition of critical signs, symptoms and prompt referral for patients that cannot be handled at facility level. 

· Train 20 staff on growth monitoring and nutrition screening techniques using weight for height index

· Regularly train all the health staff of the PHC clinics, Community Health Workers (CHWs), Hygiene Promoters, SGWEP, community resource people, Traditional Birth Attendants/Trained Traditional Midwives in topics including clean and safe deliveries, clinical management of the main ailments, HIV/AIDS, safe motherhood, family planning, referral system, diseases surveillance, and malaria control program
· Establish ORT corners in each clinic and educate mothers on prevention and management of diarrhoea at household level 

· Train Terekeka 10 CHD staff, 30 CHC/VHC, and clinic staff on surveillance, Health Information System (HIS) etc.

· Train 20 MCHWs and community midwives on basic safe motherhood and EmOC

· Conduct IMCI training 20 PHC staff. 

· Facilitate community health/hygiene education workshops and campaigns and other community initiatives 

· Establish transportation system for referral cases and Transport critical cases to appropriate referral centre.

· Monitoring project implementation activities

· Monthly and quarterly and quarterly reports.

· Mid and Final Project Evaluation.

· Final narrative report.


	For detail See Project budget. attached
OPERATIONAL COST:  $ 278,629

Personnel:                             $ 64,620

Fringe Benefit:                     $ 19,497

Travel:                                  $ 8,012.50

Supplies and Equipment:      $46,600

Others:                                  $139,900 

PROGRAM COST:   $ 1,110,998.00
Personnel Cost:                    $ 673,020          

Supplies and Equipment:     $61,100

Direct Assistant:                   $ 333,215 

Others:                                  $43,663

Admin Cost 9%                    $125,066.48

(Indirect Cost)

Direct Cost:                          $1,389,627.50
GRAND TOTAL:

 $1,514,693.98

	· Clinic Reports.

· Field monitoring reports.

· Site visits.

· Health Facilities rehabilitation/re-construction reports.

· Final project evaluation report.

· Project reports.


	· Continued stable security situation in the areas.

· Availability of local authorities on the ground.

· Favourable weather conditions .

· Availability of access roads to communities/health points.




Logical Framework Matrix: Environmental Health Project

	 Project

 Summary


	Measurable

 Indicators
	Means of 

Verification
	Important

 Assumptions

	GOAL:

Reduced morbidity, mortality and disability associated with prevalent diseases and water borne illnesses through provision of sustainable and integrated primary health care and environmental health service to the deprived and marginalized people in Terekeka County, South Sudan.


	· Percentage of the population covered and accessing health care, safe water and sanitation services. 

· Water and hygiene related disease trends as per clinic surveillance reports. 


	· Base line survey to determine actual numbers of facilities before project.

· Mid and Final project evaluation report.


	· Continued stable  security situations in the areas.

· Continued GoSS collaboration and supportive government policies in place



	PURPOSE:

To improve coverage, access to, and utilization of comprehensive primary health care and environmental health services in Dari, Salama and Tindilo Payams of Terekeka County.

	· Number of community reached with hygiene education messages.

· Number of people in the targeted Payams accessing 10 litres of clean water per person/day  .

· Number of schools and PHCUs with installed boreholes and hygienic toilets in use. 

· Number of new cases of Guinea worm in target community
	· Base line survey to determine actual numbers.

· Supervision and Monitoring reports

· Feedback from beneficiaries.

· Community Hygiene Promoter reports

· Clinics surveillance reports


	· Continued stable security situation in the areas.

· Effective local authorities on the ground.

· Continued community participation after project ends



	OUTPUTS:

1. 1 KAP survey conducted

2. 10 Non-functioning water points rehabilitated.

3. 20 New water points constructed.

4. 14 Institutional latrines  constructed in schools (4) and PHCUs (10).

5. 1 Water quality testing laboratory established and functional. 

6. 30 Water Source Committee established and functional.

7. 50 CHPs trained and functional

8. 30 Pump mechanics trained.

9. 40 Water point caretakers, functional.

10. 20 Water points’ locations mapped with GPS.

11. 500 latrine slabs cast and distributed

12. 1 spare part outlet established 

13. 100 of  latrine digging kits purchased and distributed to house hold

14. Clinic data collected monthly for comparison of effectiveness of project.

Project  Summary


	1.2 Base line data available

2.1 Number of institutional latrines

3.1 Number of new and rehabilitated boreholes constructed per payam.

4.1 Number of latrines completed in schools and PHCUs.

5.1 Number of boreholes with water quality tested.

6.1  Number of Water Source Committee trained.

7.1  Number of CHPs trained.

8.1 Number of Pump Mechanics trained.

9.1 Number of Water point caretakers trained.

10.1 Number of water point locations mapped with GPS.

11.1 Number of households with latrines completed

12.1 1 store with spare parts out let.

13.1 Number of latrines digging kits distributed

14.1 Number of clinic surveillance data available


	· KAP report (baseline data)

· Well Reports.

· Field monitoring reports.

· Site visits.

· Borehole rehabilitation reports.

· Final project evaluation report.

· Project reports.

· Community Hygiene Promoters reports

· Clinics surveillance reports
	· Continued stable security situation in the areas.

· Effective local authorities on the ground. 

· Committed local NGO (ACCOMPLISH)

· Communities’ willingness to participate in the project.



	ACTIVITIES:

· 1 KAP baseline survey conducted

· Rehabilitation of 10 non-functioning boreholes

· Drilling and construction of 20 new water points.

· Construction of 14 institutional latrines in schools and PHCUs.

· Water quality testing of 30 new and rehabilitated boreholes.

· Training of 30 water source committees.

· Training of  30 community health promoters.

· Training of  30 hand pump mechanics.

· Training of 30 water point caretakers.

· GPS location mapping of 30 water points.

· 500 latrine slabs cast and distributed

· Establishing of 1 spare part outlet

·  Distribution of  latrine digging kits to house hold

· Water quality testing, mapping and sanitary surveys.

· Construction of institutional latrines

· Construct incinerators in health facilities

· Distribute latrine-digging tools and educate community members on benefits of latrine construction and use

· Conduct health and hygiene promotion campaigns (child-to-child workshops, drama, radio messages etc) using proven methods of hygiene promotion and PHAST methodology based on KAP study findings

· Community health/hygiene education workshops and campaigns

· Monitoring project implementation activities

· Monthly and quarterly reports

· Mid and Final Project Evaluation

· Final narrative report


	See Project budge for detail
OPERATIONAL COST: $ 288,629.50
Personnel:                               $ 64,620

Fringe Benefit:                       $ 19,497

Travel:                                    $ 8,012.50

Supplies and Equipment:       $56,600

Others:                                  $139,900 

PROGRAM COST:            $828,508
Personnel Cost:                    $ 153,420          

Supplies and Equipment:     $ 82,500

Direct Assistant:                   $ 548,925 

Others:                                  $43,663

Admin Cost 9%                   $100,542.38

(Indirect Cost)

Direct Cost:                     $1,117,137.50
GRAND TOTAL:         $ 1,217,679.88

	· Well Reports.

· Field monitoring reports.

· Site visits.

· Borehole rehabilitation reports.

· Final project evaluation report.

· Project reports.
	· Continued stable security situation in the areas.

· Availability of local authorities on the ground.

· Favourable weather conditions .

· Availability of access roads to communities/water points.




PROJECT IMPLEMENTATION PLAN  (BSF 2006 – 2007):  HEALTH

	No.
	Project Activities To Be Undertaken
	Year  2006 
	Year  2007

	
	
	1st

Quarter
	2nd

Quarter
	3rd

Quarter 
	4th

Quarter 
	1st

Quarter 
	2nd

Quarter 
	3rd

Quarter 
	4th

Quarter 

	1. 
	· Community mobilization and sensitization (Meetings with County development Committees, Village Health Committee and Primary Health care Management Committee). 
	X
	
	X
	
	X
	
	X
	

	2. 
	· Collect Health Baseline survey transect walks, focus groups and other methods of gathering hygiene and sanitation data
	X
	
	
	
	
	
	
	

	3. 
	· Rehabilitation/reconstruction of health facilities
	X
	
	
	
	
	
	
	

	4. 
	· Advertise, recruit and deploy personnel to location
	
	X
	
	
	X
	
	
	

	5. 
	· Purchase and transportation of equipment, supplies and materials to site 
	X
	
	
	
	
	
	
	

	6. 
	Procure and distribute drugs and essential health supplies
	X
	
	
	
	X
	
	
	

	7. 
	· Establish standardized disease surveillance through all PHC clinic
	X
	
	
	
	X
	
	
	

	8. 
	· Install expanded programme of Immunization (EPI) for under 5 and pregnant mothers
	
	X
	
	X
	
	X
	
	X

	9. 
	Provide clinical care through the  PHC clinics
	
	X
	X
	X
	X
	X
	X
	X

	10. 
	· Provide comprehensive reproductive health services, safe mother hood, family planning, HIV/AIDS awareness and referral for pregnant women who experience emergency obstetric complications
	
	X
	X
	X
	X
	X
	X
	X

	11. 
	· Provide Malaria control program through testing and clinical management at PHCs and make available insecticide treated bed nets, particularly targeting pregnant and lactating mothers.
	
	X
	X
	X
	X
	X
	X
	X

	12. 
	Train health care providers in recognition of critical signs, symptoms and prompt referral for patients who cannot be handled at facility level.
	
	X
	
	
	
	X
	X
	

	13. 
	Train staff on growth monitoring and nutrition screening techniques using weight for height
	X
	
	
	
	
	
	
	

	14. 
	Regularly train/refresh all health staff of the PHC clinics, community health workers, hygiene promoters, SGWEP, community resource persons, TBAs/MCHWs in topics including clean and safe delivery/safe mother hood, clinical management of the main ailments, HIV/AIDS, family planning, referral system, disease surveillance, malaria control program and IMCI.
	X
	
	
	
	X
	
	
	

	15. 
	· Establish Oral Rehydration Therapy corner in each clinic and educate mothers on prevention and management of diarrhoea at household level
	
	
	X
	X
	X
	X
	X
	X

	16. 
	· Train CHT, CHC/VHC, and clinic staff on disease surveillance, Health information system (HIS)
	
	X
	
	
	
	
	
	

	17. 
	· Train MCHWs/community midwives on basic EmOC
	
	X
	
	
	
	
	
	

	18. 
	· Train and support community organised groups on community roles in emergency obstetric care.
	
	X
	
	
	
	X
	
	

	19. 
	Facilitate community health/hygiene education workshops and campaigns and other community initiatives
	
	
	X
	X
	X
	X
	X
	X

	20. 
	Establish transportation and system for referral cases and transport critical cases to appropriate referral  centre
	
	X
	
	
	X
	X
	
	

	21. 
	Monitoring project implementation activities
	
	X
	X
	X
	X
	X
	X
	X

	22. 
	Monthly and quarterly reports
	X
	X
	X
	X
	X
	X
	X
	X

	23. 
	Mid and Final Project Evaluation 
	
	
	
	X
	
	
	
	X

	24. 
	Final narrative report
	
	
	
	
	
	
	
	X


� As a result of the vulnerability analysis, these counties were found to have lowest service capacity, while anticipated to receive highest number of returns. UN Return and Re-integration Policy Guidelines.


� The Return and Reintegration Group was founded in Juba by UNHCR in February 2005.


� Mid year report 2005. MOH/BJS


� February 2005. Primary Health Care Department. Minister of Health. Health Situation, policy and plans 2005.


� April 1, 2005. National Immunization Days. BJS State Health Department.


� April2, 2005. UNICEF Mission Trip by Abdulkadir Musse, RPO


� April 1, 2005. National Immunization Days.  State Health Department.


� June 2005. MOH BJS mid year report.





PAGE  
9

