Primary Health Care and Capacity Building Programme in Upper Nile
Proposal for 2007-2008

Submitted by Tearfund in cooperation with Medair
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1: Project Summary / Basic Data

1.1. Name of project. Primary Health Care and Capacity Building Programme in Upper Nile

1.2 Locations: Shilluk (Makal, Fashoda, Manyo counties) and Melut of Upper Nile State   

1.3. Summary of the project. 

Implementation of a Primary Health Care programme to increase access to, and utilisation of, basic health services in the counties of Upper Nile State mentioned above, and build the local capacity of community based civil society and local Ministry of Health structures.
1.4. Project Cost and Summary
The project cost is £2,283,285.  BSF contribution sought is £1,805,735.
Total population in area covered; 291,961 people.

Total number of beneficiaries Tearfund and Medair plan to directly benefit 75,914 people.

· 14 PHCUs and 4 PHCCs providing appropriate curative and preventive care by end of the project to 62,500 women, children and men.
· 18 village health committees (VHCs) supporting the PHCUs/PHCC

· EPI for 2080 women and children
· 150 people provided with VCT services during the project period
· 19,000 Mosquito nets distributed and used regularly

· 158 existing health staff complete refresher training.
· 169 health staff newly trained in appropriate sector
· 40 students from South Sudan with improved knowledge and skills in community midwifery, community health and laboratory skills.
· 25 students attend English/Maths classes to increase chances of selection for external health worker training 
· At least three staff members at the county health department able to carry out effective monitoring  of health care in the project area

· 5 local authority leaders to attend training on leadership and governance.

· At least 70 change agents successfully mobilise community resources to complete at least one activity prioritised by the community

· Community health education in the targeted communities
1.5. Unit costs of services per beneficiary user group
Cost per capita of health service = £5.24.

1.6. Declaration Tearfund and Medair have submitted applications to the Royal Dutch Government (BUZA) for complimentary funding, and to PSI, WFP, UNICEF and PSF for gifts in kind.  The budgets show what elements, or proportions, are being sought from each.
1.7. Project duration—18 months from January 1, 2007 to June 30, 2008

2.  Project Context and Problem Analysis

2.1 Beneficiaries

The programme will provide a population of 206,961 in Shilluk and 85,000
 in Melut with access to the South Sudan Ministry of Health (SSMoH) Basic Package of Health Services.  It is expected that about one third of the population will directly benefit.  The primary health care programme is indirectly targeting vulnerable groups by selecting un-reached areas of little or no existing health care services in which to establish the PHCUs. The clinics, TBAs, EPI and health education linked to the clinics will target the whole population in Makal, Melut, Fashoda and Manyo counties including IDPs and returnees settled in that area or travelling through it
. It is anticipated that there will be many returnees, for example Melut county has seen 10,647 IDP/Returnees
 recorded from January to June 06. It is expected that this figure will grow in the coming year.
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There will be an emphasis on women of child bearing age (particularly pregnant women) and children (particularly those under 5) as they are vulnerable to diseases such as malaria, diarrhoea, malnutrition and maternal mortality.  
2.2 Human development indicators
In Upper Nile, the Crude Mortality Rate (CMR) is 0.6/10,000/day for over 5s and  0.74/10,000/day for under 5s. Some areas even reach 1.11/10,000/day, well in excess of the Sphere threshold of 0.9 per 10,000
.   Maternal mortality rates are thought to be similar to other parts of S Sudan at 1,700 per 100,000 live births. Immunisation coverage of children under 5 is low at 11% for DPT 3 in Shilluk and 5% in Panamdith Payam, Melut. Kala-azar and cholera are endemic in the area. The morbidity patterns are similar to the rest of South Sudan with malaria, diarrhoea and ARI as the three common problems. The data right was compiled from clinics throughout Upper Nile state between 2003-2006. 

2.3 Operational context

This project will focus on Upper Nile state, a historically marginalized area suffering isolation, illiteracy, inter-tribal/inter-factional fighting, high vulnerability and low community organisation.   Upper Nile is the only state in Southern Sudan to be governed by the National Congress Party (NCP). There remains a strong presence of SAF troops and former GoS-affiliated militias, in particular within oil-rich areas such as Melut County where the discovery of oil has run parallel with increasing levels of violence and displacement.  Melut County has some of the highest returnee figures
 along with Malakal and Nasir. Sarah Nyanath, an MP for Upper Nile in the GoSS, has said that issues of security are the primary concern for her constituents, and has expressed dismay at the lack of GoSS representation in the Upper Nile commission.
  Under the CPA, security measures for these areas should be handed over to the SPLA and the Joint Implementation Unit (JIU).
The Shilluk area has seen a reduction in insecurity but there is a severe shortage of skilled health workers, partly due to many being employed by the army, and partly due to the lack of educational opportunities.
2.4 Current services

It is proposed to increase the level of primary health care provision from 11 PHCUs and 2 PHCCs to 14 PHCUs and 4 PHCCs, and to relocate some services to improve coverage. 
	County
	Payam
	Existing Tearfund /Medair units 2006
	Proposed Tearfund/Medair units 2007
	Population figures as per SRRC 2004

	Makal
	Obwa
	1 PHCU
	1 PHCU
	8778

	
	Ogod
	
	1 PHCU
	27200

	Fashoda
	Wicrek
	2 PHCUs, 1 PHCC
	2 PHCUs, 1 PHCC
	41328

	
	Nyigir
	2 PHCUs, 
	1 PHCU, 1 PHCC
	46700

	
	Detwok
	2 PHCUs
	1 PHCU
	20470

	Manyo
	Athidhwoi
	2 PHCUs
	2 PHCUs
	36870

	
	Kwoj
	1 PHCC
	1 PHCU, 1 PHCC
	25615

	Melut
	Panamdith
	1 PHCU
	1 PHCU
	18 867

	
	Goldora
	1 PHCU
	2 PHCUs
	14 772

	
	Paloich
	
	1 PHCU
	12 800

	
	Pariak
	
	1 PHCU
	12 430

	
	Melut town
	
	1 PHCC
	10 750

	Total 
	
	11 PHCUs, 2 PHCCs
	14 PHCUs, 4 PHCCs
	291,961


The nearest fully functioning hospital is in Malakal.

Tearfund and Medair have been providing community health education through clinics, training in villages, schools and army barracks and via broadcasting radio programmes. 
2.5 Other agencies

Other agencies working in the Tearfund area are all based in Malakal town and have no operational bases within the three counties of Makal, Fashoda and Manyo. VSF Germany provides for animal health while GOAL Ireland provides primary health care in Fashoda County. GOAL and Tearfund closely coordinate their programs.  Oxfam provides animal health in Wau and Kodok and primary health care in Lul in Fashoda County. World Vision carries out food distribution/monitoring on behalf of WFP in Fashoda County and YARRDSS provides primary Education and WES in 3 counties. In Melut county there is no other primary health care or watsan. Oxfam provide animal health in Melut county and have also trained 5 Traditional Birth Attendants but there is no associated referral Primary Health Care facility. 
Merlin is hoping to introduce TB, HIV and kala-azar referral centres in Malakal and ACF is planning to set up a TFC, both of which Tearfund and Medair will be able to refer to.

 2.6 Requirement for basic services

The project area is currently under-served according to SSMoH recommendations.  Furthermore, since the signing of the CPA, areas previously not accessible to NGOs have become open and communities are returning. Travel possibilities have improved and as a result of this people travel for many days to access the services provided in them. 

Clinic staff are still in-experienced at correct diagnosis and management of clinical conditions and need further capacity building. The Village health committees are still in a fledgling stage and are unable to manage and support the clinics without significant input. In addition, the county level SSMoH is just becoming established and also needs significant support and training. 

KAP and KPC surveys reveal that there is still a huge need for community health education to try to improve health and hygiene practices. HIV and AIDS prevalence rates are not known in the area, however a lack of HIV awareness, gender inequality, population movements and traditional practices such as wife inheritance, polygamy, body marking and circumcisions are significant risk factors. Sexual activity begins at age 12-15 years and unsafe sex practices are common. 
Communities also identified water as a secondary priority need after health care. Medair is providing access to water in the project area through another BSF grant and will seek to support both Tearfund and Medair clinics in the coming year through more water and sanitation activities.
3: Project Intervention Logic and Approach

3.1 Services to be provided by the project 

All activities carried out by both Medair and Tearfund at the PHCUs and PHCCs will be in accordance with the SSMoH Basic Package of Health Services (BPHS)
 and will directly strive towards Millennium Development Goals (MDGs) 4, 5 and 6.

Diagnostic and curative care for outpatients will be provided at the PHCUs and PHCCs using Integrated Management of Childhood Illnesses (IMCI) and Integrated Essential Child Health Care IECHE) guidelines and the majority of patients seen will be provided with individual health education appropriate to their condition.  Only drugs listed in the SSMoH treatment guidelines
 for PHCUs and PHCCs will be prescribed. In line with the BPHS recommendations, routine testing will be carried out on all patients suffering from suspected malaria, and those with positive results will be treated with ACT. Tearfund will distribute mosquito nets to patients suffering from malaria.  Staff will monitor the population for early warning signs of epidemics and put into motion appropriate responses. Tearfund and Medair health staff have both received EWARN (early warning) training and have responded efficiently to disease outbreaks in the past. 
Inpatient care will be provided at the PHCCs, including care for patients affected by kala-azar and brucellosis.  Tearfund will consider introducing DOTS (directly observed therapy short course) for the treatment of TB.  Medair intend to open a TB clinic in Melut PHCC.  

In response to the community’s request, and to reduce HIV/AIDS infections, VCT services will be introduced at Tearfund PHCCs. Medair intends to introduce VCT services in the PHCC in Melut pending discussions with the community.  Antenatal women will be offered assistance to prevent mother to child transmission of HIV. Cotrimoxazole prophylactic and multivitamins will be offered to people with HIV and AIDS. Tearfund staff will be trained to use universal precautions.  

The laboratories attached to Tearfund’s and Medair’s PHCCs will continue to provide routine diagnostic tests. In addition, anonymous blood screening will be carried out in order to establish the prevalence of HIV in the Tearfund project area. Patient’s anonymity will be protected. Currently there are no HIV prevalence statistics available for the project areas.

Antenatal and postnatal care will be provided using CHWs and MCHWs until community midwives are trained and available. This care will include distribution of intermittent fansidar, bed-nets and iron against malaria. Antenatal, delivery and postnatal care will also be provided by existing and newly trained TBAs in the community. TBAs will be strongly linked to and supervised by the staff at the PHCUs/PHCCs and a Medair or Tearfund midwife. 
EPI will be offered at the PHCCs / PHCUs and by mobile teams. Immunisation will be provided to children under 5 against the six killer diseases (Tuberculosis, Tetanus, Polio, Diphtheria, Measles and Whooping Cough) and against tetanus for women of child bearing age (especially pregnant women) and any wounded. During wet season, the EPI teams will use a boat to enable them to access villages along the Nile. Tearfund and Medair will also target schools, churches and other public sites nominated by the community as suitable. Special attention will be paid to mobilising and educating the community about the importance of immunisation. The Village Health Committee (VHC) members will assist the EPI teams in tracking defaulters.  UNICEF will supply vaccines and syringes.  
Tearfund will undertake Village Transformation Training in 10 villages as this model has proved effective in the past. Community meetings and Focus Group Discussions (FGD) will be held in villages and local schools to assess which health and hygiene topics are to be taught.  Tearfund will make a special effort to include herbalists in the VTT, as these people are respected and often the first point of consultation when people are sick.  The training sessions will include the use of videos, cassette tapes, dances, songs and role plays. 

The health education programme will include at least the following topics: HIV and AIDS, malaria, immunisation, nutrition, diarrhoea and personal hygiene
.

Medair will work with Home Health Promoters (HHPs) who will be supported by the VHCs.  Medair’s health promotion team will train the HHPs in key health and hygiene messages, and how to carry out focus group discussions (FGD). The HHPs will conduct FGD to assess what topics are appropriate, and then carry out training. All health staff training and community joint planning workshops will include training on health and hygiene promotion.  Medair will focus messages on HIV/AIDS, nutrition, diarrhoea, respiratory illnesses and safe motherhood practices. 
3.2 Direct and Indirect beneficiaries of the project
The direct beneficiaries of this project are those who make use of the health facilities, and who attend the health education sessions.  Indirect beneficiaries will be the family members of those who are able to return to work / education / support domestic activities once healthy again.  Many beneficiaries will benefit indirectly from the CHE program. Participants in VTT will be encouraged to communicate and model health messages to their neighbours, and children who receive CHE in the schools to pass on messages to their parents (shown to be successful in evaluations).
	Direct beneficiaries:-
	Tearfund
	Medair

	Out-patients treated in PHCUs and PHCCs:
	40,000 adults &  children
	22 500 adults and children

	Inpatients treated in the PHCCs    
	500 adults & children
	300

	Ante-natal care at PHCUs and PHCCs                
	1,500 women***
	1125***

	Women delivered by trained TBAs:
	1,000 individuals***
	750***

	Women of child bearing age immunised with TT2:
	500 women
	280***

	Children under 1 vaccinated with DPT 3:

	800 children
	500***

	Children screened for malnourishment
	3,000 children***     
	2 000 children***

	People provided with VCT services                      
	150 adults / children
	Not applicable

	Mosquito nets distributed:
	14,000 individuals **
	5 000 individuals**

	Health staff refresher trained:                  
	96 adults
	62 adults

	Health staff newly trained: 
	82 adults
	83 adults

	Health workers trained in Kodok training school:    
	38 adults
	Not applicable

	Members of the village health committees:             
	70 adults
	40 adults

	 SSMoH staff:                                                                      
	3 adult
	

	Community change agents:                                     
	70 adults
	Not applicable

	CHE at schools:                                                       
	1,000 school students
	Not applicable

	CHE at youth clubs:                                                
	500 youth
	Not applicable

	CHE in villages:                                                        
	520 adults & 300 youth
	Not applicable 

	Receive health promotion messages at least three times 
	
	8,300

	TOTAL:
	44,629
	31,285


**
assumes at least 2 family members sleep under each net. Already included in other beneficiary numbers

        ***assumes that these are already counted as outpatients attending the clinic

3.3 How the project will improve beneficiaries’ access to basic services

Two of the PHCUs will be relocated from their current positions to improve population coverage. The remainder of clinics will be in the same locations as in 2006.  Tearfund will take over one PHCC previously run by GOAL.  Medair will establish a further PHCC and 3 PHCUs from January 2007 which will cover 3 Payams who have to date no primary health care.
Sudanese volunteer community change agents will mobilise the community to upgrade/construct 4 PHCUs and one PHCC to permanent clinics in line with SSMoH recommended standards, including incinerators. These clinic designs will take into account the special needs of the disabled and safety of access for women so that they are not put at risk to reach the clinic.  The community will be provided with brick presses and concrete to enable then to make bricks for the new structures without needing to “burn” them, thus preventing depletion of the trees. Professional builders will be contracted to carry out the construction with the communities. 
3.4 Capacity building of the county health department, national health staff and community to support and deliver sustainable health services 

In order to move to a sustainable primary health care service, there is a strong and proactive emphasis on capacity building.  Lessons learnt from previous experience are that capacity building the local SSMoH to fulfil their responsibility to provide services, together with empowering local community groups to hold the SSMoH to account is the strongest model. 

The focus on health worker training is a key strategy for building primary health care skills.  Members of the community will be trained into the positions necessary to support the range of PHC services, and as community change agents. In addition, the VHC members will be trained with the skills they need to manage the clinics in the long term. 
Thirty eight CHWs, community midwives and lab assistants will attend the training school in Kodok which Tearfund supports. The training school has been operational since 1995 and the seventh batch of students is expected to graduate in December 2006. The training course uses the curriculum approved by the SSMOH. In 2006 Tearfund began to upgrade the training facility in Kodok, and as part of this submission proposes to upgrade it further to a permanent training facility. Students will be accepted from Tearfund, Medair, and other NGOs. In addition various short courses will be run for various health staff at the training school.
TBA training will be carried out using the TBA training manual for Sudan and the TBA training video which Tearfund, in collaboration with other NGOs and the SSMoH is finalising.
Medair support English and Maths classes to help students, especially women, into vocational health training. Students will be selected from within the community and trained by a Sudanese tutor over 6 months to one year. 
Tearfund will provide ongoing support up to 70 change agents in a series of nine workshops. They will be key in mobilising communities to reconstruct the health units and support them in the long term. Tearfund will ensure women have a voice in all community discussions.
Training to the health department in IT and monitoring skills will improve data management & reporting with the aim to improve their ability to manage a health programme in the long term.
Medair will conduct joint planning workshops with the local authorities and community members to review all aspects of programme implementation.  
Medair and Tearfund incorporate accountability standards and seek to be accountable to beneficiaries
. 
3.5 Goal, Purpose, outputs and primary activities

Please see the attached log frame in Annex 1.
3.6 Improved health knowledge and practices of trained beneficiaries in the project area
Tearfund and Medair already collaborate closely with other service providers in the area to try and ensure an equitable and integrated approach.  Tearfund will continue to work closely with the local schools in the area, providing training and ongoing support to teachers to enable them to incorporate child focused health education methods in their schools.  In addition church youth clubs will be targeted with health messages.
3.7 Beneficiaries
The programme has been shaped in response to the felt needs of the community established through needs assessments carried out in April and June 2006 in Shilluk and in July and October 2006 in Melut. The findings formed the basis for selection of new clinic sites and the introduction of VCT services.  The community will provide input into the management of the clinic services through their participation in the Village Health Committees and will ultimately take over management from Tearfund and Medair. Both VHC members and SSMoH staff will be trained in management and monitoring of health services. In addition, the community will be strongly involved in the design of the CHE component.
3.8 Local health authorities in Malakal have been fully involved in the design of the programme, particularly the capacity building elements.  Consensus was reached on:

· SSMoH seconding 3 staff to Tearfund to strengthen their training of technical staff monitoring of health facilities, data management & reporting from July 2007.

· Absorption by MoH of technical staff trained over the years by NGOs through their respective Counties although discussions are yet to be finalized at SSMoH level.

· Setting up Basic Package of Health Services in county involving initiation of a  County Health Department in Melut and associated training and logistical support 

· Selection of location of all new clinics 

· Strengthening the MoH information technology by providing two computers (one for the Directorate of PHC & another for CHD) 
· In addition, the health authorities approved Tearfund and Medair support to PHC Services & issued a letter of recommendation to prospective donors for 2007
3.9 and 3.10  Conflict sensitivity and social inclusion

The programme has been designed to mitigate against potential tension and conflict arising between resident community members and returnees through making the project services accessible to all. Care is taken to ensure the appropriate inclusion of all vulnerable groups as project beneficiaries, whether resident or returnee, that criteria for participation in the project are clearly understood by all, and that participation in the programme does not heightens peoples’ vulnerability. Those with disabilities will be equally eligible for all services offered.  In addition Medair and Tearfund are committed to advocating for better private sector accountability. 
3.11 Risks and assumptions: 

	Critical Assumptions 
	Risk Factor
	Prevention / mitigation measures 

	Access to implementation sites
	Insecurity – low to medium depending on exact location
Wet season access – medium to high
	· Close coordination with local authorities and local informants.  

· Proactive communication of objectives to improve acceptance
· Choosing locations that maximise both access to population and access for staff during wet season.
· With boats 12 health facilities will be reachable throughout the year.

	Health staff available
	Appropriately trained staff frequently difficult to recruit in sufficient numbers - medium
	· Good coordination with MoH

· Recruit  staff from other locations

· Strong investment in training for staff and potential staff

	Availability of suitable candidates for training 

Potential students are accepted for enrolment in various courses (enough places)


	Low to medium


	· Levels of education among the general population are very low.  Medair will support basic education to help lift those with some education to an acceptable level.

· Close coordination with those providing training courses

· Internal training 
· Tearfund run school at Kodok.

	Community participation
	Experience has been that the great majority of communities are very willing, but traditional voices and competing priorities can be a challenge.  Sometime community leadership is weak and sufficient community cohesion does not exist – Low to Medium
	· Joint community/agency planning workshops to review programme implementation
· Dialogue with traditional healers and community leadership
· Training / capacity building with volunteers from the community

	Community accept “western medicine”.  
	Low
	· This is generally not a problem, but dialogue is sought with local traditional healers to avoid conflict and discuss harmful practices.

	Provision of PHCU (drug) kits, TBA kits and vaccines by PSF/UNICEF or SSMoH.  
	Low 
	· A well established relationship is in place for the provision of these essential inputs.  On going close coordination with PSF and UNICEF in planning


3.12 Building on existing projects

This project will significantly build on the existing primary health care services in the project area already implemented by Tearfund and Medair. It will expand services through the introduction of new clinics and through the relocation of some existing clinics to improve the population coverage, will improve existing health facilities (by upgrading them to permanent structures), will reinforce health education messages to those already exposed to them and increase the population who have received any exposure at all to community health education.
Further it will reinforce training of many health staff, and where possible help them to continue in their professional development.

3.13 Monitoring and evaluation

Monitoring and supervision of health activities and progress will occur at various levels:-
· Tearfund and Medair nurses will provide regular monitoring and supervision at the clinics and provide on the job training for all staff as needed
.

· Monthly analysis of field level data such as: health records, epidemiology, lab, vaccination, TBA, KA and TB reports.
· Monthly morbidity reports will be provided by all clinics
.
· IECHC health facilities surveys - at least twice a year

· Regular meetings and workshops with beneficiaries to ensure feedback at least twice a year

· The VTT will be monitored throughout the year with revision trainings decided upon in conjunction with village leaders. Follow up visits will also be carried out to consolidate health messages and to assess the long-term effectiveness of the training.
· Tearfund will carry out a baseline KAP survey before commencing CHE activities and a final KAP survey after completion of the activities to measure impact. 

· There will be an external consultant will be employed to carry out an evaluation on the health and health education aspects towards the end of the project period.  The consultant will be expected to use a gender-aware, participatory approach.
A baseline survey was done in one of the payams of Melut county in 2005, with the intent that after 3 years a follow up survey would review and measure reductions in morbidity and mortality. A baseline survey is intended for areas that new PHC services will be implemented before the end of the project period, so that morbidity and mortality can be measured.

Section 4:  Project Sustainability

The aim of this project will be to equip the community and the SSMoH to take over primary health care services when Tearfund and Medair leave the area. Strengthening the VHCs, the community change agents and the county health department will be a high priority.
Tearfund’s & Medair exit strategy, developed from experience on the ground, is centred around capacity building the local Ministry of health and community level civil society to hold the SSMoH to account. It is our intention to apply for MDTF to continue this work through to a successful exit.
  MoH has agreed to second staff to start this process.
Medair is seeking to coordinate with and build the capacity of Upper Nile Women’s Welfare Association in HIV/AIDs training.
The SSMoH has not given a time frame for taking over health management in South Sudan, but it is expected to be several years. It will take at least two years before the PHCUs and PHCCs can fully implement the Basic Package of Health Services.  The SSMoH will take at least a year to put the central drug supply system in place, to develop their county health departments to a functional state and to finalise health related policies. It is anticipated that Tearfund and Medair will need to support primary health care in these areas for a minimum of two years and are applying for Multi-Donor Trust fund support to sustain the work beyond this BSF application.  Medair intend to use other funds to support 6 months of clinic staff salaries.
Section 5: Project Management Arrangements
The programme will be managed by a skilled senior team of twelve Tearfund and 11 Medair Sudanese and expatriates on ground. All clinic staff will be Sudanese with the exception of some clinical officers and midwives who may need to be imported from outside South Sudan until sufficient Sudanese staff are available. The Kodok training school principal will be Sudanese.  Additional support will be provided by senior managers and health technicians based in Juba or Malakal who will visit the project site regularly, including the organisations’ highly experienced medical coordinators.
Monthly reports received from the field will be analysed by the technical sector advisors (health, nutrition and CHE) and feed-back provided to the community. 
Tearfund will act as the lead agency for managing contractual arrangements.  The agencies will share experience and learning, in particular on training approaches relating to community structures and CHE.  At a more strategic level the agencies will coordinate on communication to the Ministry of Health at both south Sudan wide and state level as Tearfund is developing its main programme office in Juba, whilst Medair will establish Malakal as a primary operating base.
Both reports and Cash Requests will be submitted to DfID in country, but will pass via Tearfund’s UK office as per standard practice. This is for reasons of quality assurance and to ensure good practice is being applied. Cash transfers would be made to Tearfund’s UK bank account.

Section 6: Budget

The Finance Manager will have overall responsibility for all financial matters concerning the project, including the keeping of all accounting records, the production of timely and accurate financial reports and the undertaking of internal audits. She will provide monthly management accounts for use by those managing and monitoring the project.  Tearfund engages professional Kenyan auditors who check the accounts at the Nairobi level on an annual basis.
On 1st November, Hon. Julian Nyawello Dak, the former SRRC secretary, currently the area member of UN State parliament, visited the programme office in Oriny. He was interested in community empowerment activities and especially the information gathered during the process. He requested to take the information with him for discussion in the assembly and to endorse the suggestions and recommendations for development of the area. 


“Tearfund is really committed to serve the community. This information will help us when planning what projects to start in this community. We will organise a field visit to come and meet the community and work together. The trained mobilisers will be very useful to this community; they can lead us towards the right direction of improving lives in general,” he concluded.








Bioch Kor, former commissioner in northern upper said “if we have another war, I am sure it will start from there”


















































































































































� Current population estimate is 70.000, but local authorities have indicated the population is growing by around 10.000 people per 6 months.  85,000 is thus a calculated average for the period.


� In line with SPHERE indicator for health systems and infrastructure-“All members of the community including vulnerable groups have access to priority health interventions”


� Returns Tracking and monitoring project – IOM / ADRA


� The Sphere Project, Humanitarian Charter and Minimum Standards Response, 2004, Geneva: The Sphere Project


� Ibid, ‘Picture of Health’


� Figures from the Melut County Local Authority Sustainable Returns Team (SRT)


� Sarah Nyanath, MP for Longochok, Upper Nile state, quoted during ECOS conference on oil in Sudan, 01 Nov 2006


� In line with SPHERE indicator under health systems and infrastructure standard 2 - “Health services incorporate or adapt existing national standards and guidelines of the disaster-affected or host country” 


� In line with MDG, 4: Reduce infant mortality rate, MDG 5 Improve Maternal Health and MDG 6 Combat HIV/AIDs, malaria and other diseases.  


� In line with SPHERE indicator under health systems and infrastructure standard 5 - “A standardised essential drug list is established by the lead health authority and adhered to by health agencies” 





�In line with SPHERE control of communicable diseases standard 1-“Community health education messages provide individuals with information on how to prevent common communicable diseases and how to access relevant services”


� Both organisations are founder members of the Humanitarian Accountability partnership international 





� In line with SPHERE indicator under health systems and infrastructure-standard 2-“Local health facilities are supported and strengthened by responding agencies”


� In line with SPHERE indicator under health systems and infrastructure standard 1-“The major causes of mortality and morbidity are identified, documented and monitored” and standard 6-“Health facilities and agencies submit surveillance data to the designated HIS coordinating agency on a regular basis.”


� Tearfund had been working with a local NGO, but when reviewing their strategy their senior management articulated a preference for working in education.
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