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Chapter 1

Introduction
1.1 Context and rationale for formulation of Health Strategic Plan
The Ministry of Health Government of Southern Sudan prepared a Health Policy (2007-2011). The Health Policy was prepared through extensive consultations with key stakeholders in the health sector of Southern Sudan. The Vision of the Health Policy is a “Healthy and productive population, fully exercising its human potentials”. The Health Policy spells out the priority areas in health that require to be strengthened in order to achieve its vision. In order to operationalize the Health Policy and contribute to the attainment of its vision and mission, health sector stakeholders must prepare a strategic plan. The Health Strategic Plan will provide an overall framework that will guide ALL strategies or interventions that will be implemented by ALL stakeholders at ALL levels of the health system in Southern Sudan over the next five years (2011 – 2015). The scope of the strategic plan is therefore national.
This is the first five year Health Strategic Plan for Southern Sudan. The plan comes at an opportune time when Southern Sudan is emerging as a new and independent country. It therefore provides the foundation for the comprehensive and coordinated development of the health sector in the newly created Southern Sudan.
1.2 Process for development of the Health Strategic Plan

The Health Strategic Plan (HSP) was developed through a consultative and participatory process that involved all the key stakeholders in the health sector of Southern Sudan. A conceptual framework for the HSP was prepared, discussed and agreed with health sector stakeholders. The Ministry of Health-GoSS in consultation with key stakeholders formed Technical Working Groups (TWGs) in which health sector stakeholders participated in the preparation of the HSP. A Steering Committee for providing technical oversight and guidance and a Secretariat for providing overall coordination of the HSP preparation process were constituted. The TWGs that were formed for the preparation of the HSP included: Service Delivery; Human Resources for Health; Health Infrastructure Development and Maintenance; Pharmaceuticals and Medical Supplies; Supervision, Monitoring and Evaluation; and Finance, Leadership and Governance. Terms of reference for guiding the TWGs were provided. 
The TWGs conducted a review of available documents, some conducted specific assessments to obtain more update information and then prepared draft plans for the respective thematic areas. The different thematic draft plans were extensively discussed within the respective TWGs and were later integrated into the first draft Health Strategic Plan. The consolidated draft HSP then underwent a series of reviews and comment by health sector stakeholders to produce revised draft plan. 

The revised draft HSP was presented and further discussed during a joint retreat of all the TWGs, representatives of health related sectors of Government, SMoHs including CHDs, Development Partners and UN Agencies, NGOs/CSOs and the private health sector. The inputs from the joint retreat were incorporated to produce an updated draft HSP which was again circulated to stakeholders for further review and comment. The final draft HSP was presented and discussed in the Executive Board of MoH-GoSS. The final document was presented to the Council of Ministers for approval.
Chapter 2

Background
2.1 Introduction
Sudan has witnessed perhaps the longest civil war in modern Africa which broke out immediately after independence in 1956. The Comprehensive Peace Agreement (CPA) which was signed between Government of Sudan and the Sudan People’s Liberation Movement (SPLM) on 9th January 2005, brought nearly 50 years of civil strife in Southern Sudan to a halt. The civil war practically destroyed the whole infrastructure and social fabric of Southern Sudan along with deaths and displacement of over four million people. 

The public health system along with every other sector virtually collapsed leaving Non Governmental Organizations/Faith Based Organizations (NGOs/FBOs) responsible for providing the majority of health services to the population. Due to limited capacity of NGOs to cover the vast expanse of the country and insecurity, only a limited proportion of population (estimated at less than 25%) could be reached.  Since the signing of the CPA and the establishment of Ministry of Health (MoH), the Government of Southern Sudan with the support of Development Partners (DPs) is slowly rebuilding the health system. 
The Government of Southern Sudan developed a Health Policy, which emphasizes Primary Health Care as the cornerstone of the health system development and provision of equitable and quality health services, free of charge, for all. The policy took into consideration findings from the Joint Assessment Mission (JAM 2003) and the JAM “Framework for Sustained Peace, Development and Poverty Eradication”. The Government of Southern Sudan is emphasizing system wide and comprehensive development of all sectors in order to accelerate progress towards socio-economic development and poverty reduction in the country. 
For development to be sustainable, health and economic growth must be mutually reinforcing. Health is an essential prerequisite as well as an outcome of sound development policies. Without good health, individuals, families, communities and nations cannot hope to achieve their social and economic goals. The health sector will therefore play a key role in poverty reduction and overall socio-economic development in Southern Sudan. 

2.2 Political, demographic and socio-economic status
The Interim National Constitution of Sudan and the Interim Constitution of Southern Sudan, 2005 allows for a decentralized state with four levels of government mainly: National, Government of Southern Sudan, State and Local Government. The Interim Constitution of the Southern Sudan covers 10 states in Southern Sudan and about 90 Countries.

Figure 2.1: Map of Southern Sudan
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The population of Southern Sudan was estimated to be 9,480,000 (2009) and is expected to increase to 12 million by 2010 owing to high rate of natural population growth of  3% per annum, high total fertility rate of 6.7 children per woman and the return of refugees from neighbouring countries and internally displaced  populations in Northern Sudan. The majority of the population lives in rural settlements with the major economic activity being subsistence farming and cattle herding. Sedentary practices are however increasingly emerging with resettlement after the protracted war. Southern Sudan thus has wide variations in cultural beliefs and traditional practices but also a rapid transition through affluence. 

Southern Sudan is one of the poorest countries in the world. It is estimated that more than 90% of the population lives on less than 1 US$ per day and the poverty rate is estimated to be between 40% and 50%. However, the prospects of oil revenue promise future economic improvements.
2.3 Health Sector Organization. Functions and Management
2.3.1 Introduction on the National Health System

The National Health System comprises all the resources, institutions, structures and actors whose actions have the primary purpose of achieving and sustaining good health. It is made up of the public and private sectors. The public sector includes all Government health institutions under the Ministries of Health (MoH-GoSS and SMoHs) and other ministries (especially Defence and Internal Affairs). The private health delivery system consists of Non Governmental Organizations (NGOs) (private not for profit), private health practitioners (PHP), the traditional healers and the communities. 

The functions of a health system are: stewardship (leadership, governance or oversight); health financing (collecting, pooling and purchasing); generation and management of health resources (human and physical resources); and provision of health services. These functions are carried out by different aspects of the health system including government (public) and private; central and local government; and national, bilateral and multi-lateral partners. 
2.3.2 Health sector organization and management in Southern Sudan
The Ministry of Health-GoSS provides leadership for the health sector. It takes a leading role and responsibility in the delivery of health services to the people of Southern Sudan. The management and provision of health services in Southern Sudan has been decentralized with the State Ministries of Health (SMoHs) and County Health Departments (CHDs) playing a key role in the delivery and management of health services. The Interim Constitution of Southern Sudan, 2005 defines the three levels of government and The Health Policy (2007-2011) details the roles of Ministries of Health at different levels of government and health system.
a) Ministry of Health – Government of Southern Sudan
The roles of the Ministry of Health-Government of Southern Sudan (MoH-GoSS), as outlined by the Health Policy (2007-2011) are: Stewardship and Governance; Policy formulation, setting standards, and quality assurance; Setting level priorities, standards and guidelines; Development of a strategic, regulated, accountable and transparent organization, and deliverable programmes; Selective decentralization and effective delegation; Human resources capacity building and leadership development; Research and Planning; Monitoring and Evaluation; Health Management Information System; Regulation and legislation; Strong partnership; Sector wide and inter-ministerial coordination; Health financing and management of financial resources; and Contracting out services when viewed necessary.  
In addition to the above roles and responsibilities, the MoH-GoSS also manages the (3) Tertiary (Teaching) Hospitals. 

b) State Ministries of Health

Within each of the 10 states, the State Ministry of HHealth provides leadership for health service delivery and management. There are County Health Departments for each County, Payam Health Departments for each Payam and Boma Health Committees. The Health Policy provides the roles of SMoHs, CHDs, Payam Health Departments and Boma Health Committee in the management and delivery of health services.
The roles of the State Ministries of Health (SMoH) are: Stewardship and Governance; Implementation of the Health Policy; Planning and Management of State health services; Joint assessments, research and planning; Monitoring and Evaluation; Health Management Information System; Sectoral and inter-sectoral coordination; Annual management work-plans; Implementation of government health care and services; Supervision and guidance including contracted out services; Referral system; Epidemiological surveillance; and Efficient and cost effective use of resources.
The roles of County Health Departments (CHDs) are: Health coordination; Assessment and analysis of local health and managerial needs; Joint strategic planning based on local needs and problems; Contribution towards management of information systems; Implementation of health care and services; Monitoring and Evaluation; Referral system and epidemiological surveillance; and Efficient and cost effective use of resources.
The roles of Payam Health Departments (PYDs) are: Implementation of Primary Health Care packages; Referral system and surveillance; Monitoring and Evaluation; Monthly work-plans by PHC centres and units; Outreach health programmes; Health education and promotion; Health campaigns and awareness programmes; and Efficient and cost effective use of resources. 
The roles of Boma Health Committees (BHCc) are: Implementation of community health activities; Community participation and involvement; Community ownership and development of local leadership; Referral system and surveillance; Monitoring and Evaluation; Monthly work-plans by health committees; Outreach health programmes; Health education and promotion, Health campaigns and awareness programmes; and Efficient and cost effective use of resources.
c) Health service delivery in Southern Sudan
The health services are delivered through a three-tier system composed of hospitals, Primary Health Care Centres (PHCCs) and Primary Health Care Units (PHCUs). At the peripheral level, there is a Village Committee and other community-based networks. Health service delivery is carried out by both the public and private sectors particularly the Non Governmental Organizations (NGOs).
Hospitals
There are three levels of hospitals: Tertiary (Teaching), State and County Hospitals. 
Tertiary Hospitals: There are 3 Tertiary Hospitals (Juba, Malakal and Wau) also called Teaching Hospitals. Tertiary Hospitals are managed by MoH-GoSS and serve as referral hospitals for a group of states (or regions). Tertiary Hospitals provide specialist clinical services such as higher level surgical and medical services and clinical support services (laboratory, medical imaging and pathology). They are also involved in teaching and research. This is in addition to services provided by general hospitals.
State and County Hospitals: There are 7 State Hospitals and 30 County Hospitals. These are run and managed by the respective states. State and County hospitals are general hospitals and provide preventive, promotive, curative, in-patient health services and surgery. County Hospitals are expected to cover a catchment population of 300,000 people. 
Primary Health Care Centres and Units 
There are 270 PHCCs and 800 PHCUs in the 10 states of Southern Sudan. The PHCCs and PHCUs are run and managed by the respective CHDs in different states. They provide basic preventive, promotive and curative care. The service standards or norms that should be delivered at the PHCCs and PHCUs are defined in the Basic Package of Health Services. The PHCCs are the first referral centres for the payam. They also have provisions for laboratory services for diagnosis; maternity care and are expected to have a catchment population of 50,000 people. PHCUs provide the first level of interaction between the formal health system and the communities. PHCUs provide outpatient care and community outreach services and are expected to have a catchment population of 15,000 people.
Village Level Health Care
At the village level, a team of Home Health Promoters (HHP) and Mother and Child Health Workers (MCHW) provide health care under the supervision of Community Midwives and Community Health Extension Workers (CHEWs). The HHPs are selected by the community and trained as community health workers. There is no physical structure but a team of people (trained community health workers) which works as a link between health facilities and the community. Village Level Health Care facilitates health education and promotion, service delivery, community participation and empowerment in access to and utilization of health services. There are also community-based networks which have been established in some regions to deliver disease specific programmes such as onchocerciasis and Guinea worm eradication.
Private sector in health care delivery
The private sector, particularly the private not-for-profit which mainly comprises of the NGOs are major providers of health services in Southern Sudan. After the collapse of the public health care system during the many years of conflict, NGOs played a major role in the health sector by providing a range of services in accessible areas. In the post-war Southern Sudan, NGOs continue to provide the bulk of health services. It is estimated that NGOs are providing about 80% of health services in Southern Sudan. The NGOs involved in health service delivery include international NGOs, faith-based organizations and local NGOs.
Due to weak capacity of the SMoHs and CHDs to manage and deliver health services and the fact that there are very few functional government health facilities, the MoH-GoSS and partners agreed to contract out the management and delivery of health services to NGOs. Some Lead Agencies were contracted to manage and deliver health services in a number of states. The Lead Agencies are expected to provide advice, capacity building and management support to SMoH and CHDs. The function of the Lead Agencies is to support the SMoH and CHD in the following aspects: Subcontracting and paying NGOs/agencies to provide health services or to support health facilities in providing services to the population focused on high impact interventions; Undertake performance measurement of subcontracted NGOs/agencies; Transportation of supplies and medication kits to states and counties; Procurement of communication equipment and transportation means; Monitoring of stocks of medication; Support to data collection and reporting; Training and capacity building of SMoH and CHD staff in management, procurement, finances, data collection and analysis, performance, human resources for health.

The private for profit sub-sector (private health practitioners) is still small, but fast developing. There is wide spread use of traditional medicine in all the communities of Southern Sudan. 
d). Intersectoral Collaboration
Other sectors and actors besides health contribute to improve the health status of the population. Sectors like agriculture, animal industry, water, education, community development etc contribute significantly to the improvement of the health status of the population. The Ministries of Health at central, state and county levels therefore collaborate with all health related sectors in order to harness the significant contribution to health that reside in these other sectors. The MoH-GoSS, through the inter-ministerial committee and other channels, advocates to all these sectors to effectively carry out their constitutional mandates, roles and responsibilities some of which result in improving the health status of the population.  
 e). Community participation
Community participation has long been recognized to improve the delivery and management of health services.  The Health Policy reaffirms that each community in Southern Sudan has the right to participate individually or collectively in the planning and implementation of its own health care. Communities must however be empowered to actively participate in health service delivery and take responsibility for their own health. The Ministry of Health is the process of facilitating the established and training of Community Health Workers (Health Health Promoters and Maternal and Child Health Workers and others) at the village level and formation of Health Facility Management Committee, where community representatives are selected as members. These community structures facilitate the communities to participate in decision making processes and promote community ownership at all levels. 

Chapter 3
Situational Analysis of the health sector in Southern Sudan
3.1 Burden of Disease 
Southern Sudan has a heavy burden of disease. In general preventable, vector-borne diseases are the most important causes of morbidity and mortality nationwide. Figure 3.1 shows the major causes of morbidity in Southern Sudan. 
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It is estimated that malaria and respiratory diseases account for almost 50% of all reported diagnoses in health facilities.  Childhood malnutrition is endemic, 32.98% of under-fives are underweight, 13.5% of them severely, another 22.04% have moderate and 7.25 severe wasting; and only 17.03% of under-fives are fully immunized (SHHS 2006). Only 16.4% of all expectant women attend at least one antenatal care from a health professional and 13.6% deliver under the supervision of health professional. Less than half (48%) of the people in Southern Sudan use improved drinking water, and only 6.4% of the population uses sanitary means of excreta disposal. In addition to common illness, a range of rare tropical diseases (neglected tropical diseases) largely controlled in other countries, such as Kala Azar, Oncocerciasis Volvulus, Sleeping Sickness and Guinea Worm, remain endemic in Southern Sudan and account for a considerable proportion of the total burden of diseases. Infectious disease epidemics such as meningitis, measles and cholera are also still common. The annual incidence of Tuberculosis is estimated at 325 per 100,000 populations, among the highest in the world. 

3.2 Health status of the population
Southern Sudan has some of the worst health status indicators in the world. Table 1.1 shows the some of the key status indicators for Southern Sudan. The estimates for both maternal (2054/100,000) and child (135/1,000) mortality are the highest in the world.
Table 3.1: Key health status indicators for Southern Sudan

	Health Indicator
	Baseline (2006)
	Status (2010)
	MDG target (2015)

	Population (millions)
	8.00 
	12.00
	

	Life Expectancy at birth
	42
	
	

	Infant Mortality Rate/1,000 live births
	102
	
	

	Under 5 Mortality Rate/1,000 live births
	135
	
	

	Maternal Mortality Ratio/100,000 live births
	2,054
	
	

	Prevalence of underweight (wt/age) (moderate & severe)
	32.8%
	
	

	Prevalence of stunting (Ht/age)
	
	
	

	Prevalence of wasting (Ht/Wt) (moderate & severe)
	21.9
	
	

	Total fertility rate (%)
	6.7
	
	

	Modern contraceptive prevalence rate (%)
	3.5%
	
	

	Outcome indicators
	
	
	

	% pw receiving one ANC visit
	48%
	
	

	% births attended by skilled health workers
	10.02%
	
	

	Institutional deliveries
	13.6%
	
	

	% < 1 year having received DPT3
	
	
	


Source: 
Sudan Household Health Survey – 2006 and 2010 

Table 3.2 below shows Southern Sudan’s health indicators compared with the regional neighbours. 
Table 3.2:
Comparative regional health status indicators

	Health Indicator
	S. Sudan
	N. Sudan
	Uganda
	Kenya
	Tanzania

	Life Expectancy at birth
	42
	
	51
	
	

	Infant Mortality Rate
	102
	71
	76
	
	

	Under 5 Mortality Rate
	135
	101
	105
	
	

	Maternal Mortality Ratio
	2,054
	535
	435
	
	


Source: 
1.SHHS – 2006 and South Sudan Commission for Census, Statistics and Evaluation (2004), 2. Tanzania Demographic & Health Survey, 2006, 3. Kenya Demographic & Health Survey, 2006, 4. Uganda Demographic & Health Survey, 2006
The Government of National Unity (GoNU) and the Government of Southern Sudan (GoSS) initiated clear policy and programmatic initiatives that address international agreements such as the Millennium Development Goals (MDGs) in order to accelerate progress in poverty reduction and human development in all parts of Sudan. The framework for the MDGs specifically focuses on strengthening of basic services, including health, as a priority.  GoSS is committed to reaching the Millennium Development Goals (MDGs) for health. However at the current status of the health indicators, Southern Sudan is very unlikely to reach the MDGs by 2015.  

3.3 Coverage with Health Services
The health services in Southern Sudan, as broadly defined in the Basic Package of Health Services, are categorized under five clusters, namely:
· Health Promotion and Disease Prevention 
· Maternal. Neonatal, Child, Reproductive and Nutrition Services

· Control of Communicable Diseases

· Control of Non Communicable Diseases

· Essential Hospital Services/Clinical Services

It is estimated that currently only 25 percent of the population in Southern Sudan has access to health services. 

This section provides a situational analysis of the health service coverage under each of the health service delivery clusters. 
3.3.1 Health promotion and Disease Prevention

Health promotion aims at increasing awareness and demand for essential services, with major focus on prevention of disease and promotion of health. The biggest proportion of Southern Sudan’s disease burden is due to preventable diseases and is caused by poor hygiene and sanitation. Malaria, ARIs, diarrhoeal diseases, AIDS and vaccine preventable diseases can all be prevented as effective preventive measures exist. 

3.3.1.1 Health Education and Promotion

Knowledge and attitudes of the population are key determinants of health seeking behavior of communities. In Southern Sudan like most African countries, the commonest cause of morbidity and premature mortality is ignorance of causative factors of disease and measures to promote health and prevent ill health. The prevailing cultural beliefs and low literacy levels greatly contribute to poor health seeking behavior among the population. The 2006 Sudan Household Health Survey (2006 SHHS) revealed very low literacy rates especially among women aged 15-24 years (less than 1 percent in four of the ten states of Southern Sudan). Majority of the population seeks care from traditional healers before going to health facilities, a phenomenon that contributes to delay in seeking appropriate care in time.
The MoH-GoSS developed and is implementing innovative strategies to increase population awareness and the need to prevent disease and promote health. The key innovation to enhance health promotion and disease prevention has been the training and designating/commissioning of Home Health Promoters (HHP) and Mother and Child Health Workers (MCHW) as community health workers (CHWs) at the village level. The HHPs and MCHWs provide health education and promotion; dispensing of household level preventive health commodities such as condoms, water filters and a limited number of medications allowed for household level use for prompt treatment especially of children, which include, co-trimoxazole, ORS/Zinc and ACT. They also carry out active case finding for pregnant women and referral for ANC; active case finding and treatment and guidance for children with diarrhea, ARI and fever and referral of severe cases; and surveillance and notification of diseases.  

Some programmes especially HIV/AIDS and Malaria, have much more advanced planning and strategies for health promotion than other technical programmes. The HIV/AIDS stakeholders developed a Behavior Change Communication Strategy and Plan for HIV prevention, treatment, care and support across the country. Extensive work on programming and planning for health promotion on malaria prevention and treatment including behavior and practices has been carried out. In all other health programmes including Child Health, Reproductive Health, Nutrition and NTDs, Hygiene and Sanitation, most of the health promotion work has been carried out through targeted campaigns around health services like immunization and vitamin A supplementation or on emergency basis during outbreaks. Messages are disseminated through radio programmes, community meetings and distribution of posters, banners, and fliers etc. to raise awareness about the campaign or issue at hand. In addition CHWs and MCHWs provide health promotion and counseling to people attending health facilities and through Interpersonal Communication (IPC) outreach programmes. However, the coverage of HHPs and MCHWs activities are still limited and in the process of being scaled up, as most do not yet reach more distant communities.

Some international NGOs, such as Tearfund and World Vision have also established strong systems of health promotion, employing and training health outreach workers to leverage existing social structures, such as churches, schools, tribal councils, existing women’s and youth groups, to engage directly with communities in health promotion activities around a number of health topics.  

The capacity of Ministry of Health at all levels to provide health education and promotion is still limited. Much of the health promotion work, like many of the health services being provided, is carried out through efforts of NGOs and multilateral organizations such as UNICEF. With multiple partners implementing activities and producing materials, the health education messages are sometimes not harmonized and are disjointed. The MoH-GoSS in collaboration with key partners developed a National Policy for Health Promotion (2009) and Strategic Planning Matrices (Appendix 1) to guide programming and implementation of health promotion activities in Southern Sudan. 

Health education and promotion programmes activities in Southern Sudan are still driven and controlled by NGOs with limited control and leadership from Ministry of Health at all levels. Even though the National Policy for Health Promotion exists, it still has to be disseminated and used by wider stakeholders especially the NGOs and State Ministries of Health. Coordination of stakeholders especially the donor partners and NGOs/CSOs is still weak and resources committed to the health education and promotion especially for development and production of IEC materials and messages are still inadequate. 

3.3.1.2 Environmental Health

Poor hygiene and other environmental health factors which are often linked to disease and poverty are the major causes of ill health in Southern Sudan like in many other developing countries. The burden of several disease groups can be partly attributed to water determinants. 

Access to safe drinking water sources is still very low in Southern Sudan. The 2006 SHHS showed that on average only 48.3 percent of the population had access to improved drinking water sources (mainly water pump/boreholes). Only Warap, Lakes, and Upper Nile States had access to improved drinking water source at the level of 57.2 percent. The states of Jonglei, Western Equatoria and Central Equatoria had the lowest accessible to improved drinking water source of up to 22.2 percent only. The rest of the states use raw water from rivers for domestic use. The survey also found that the average meantime to drinking water sources was a high as 45.3 minutes. 
The long civil war in Southern Sudan negatively affected all water and sanitation activities. Following the signing of the CPA in January 2005, Government has taken steps to revitalize sanitation activities. Despite government and partner efforts to re-establish sanitation activities, there has been a series of out breaks from watery diarrhea in all the ten southern states. The towns of Yei, Aweil, Juba and Bor suffered more severely from waterborne diseases. 

Human excreta and lack of adequate, personal domestic hygiene have been the major implication in the transmission of many infectious diseases including cholera, typhoid, hepatitis, polio, ascariasis and schistosmiasts. Proper excreta disposals and minimum level of personal and domestic hygiene are essential for promoting public health. Safe disposal of excreta and handling acts are the primary barriers for preventing excreted pathogens from entering the environment. The 2006 SHHS found that only 6.4 percent of the population was using sanitary means of excreta disposal. 
3.3.2 Maternal, Neonatal, Child and Reproductive Health
3.3.2.1 Maternal, Neonatal, Sexual and Reproductive Health 

Sexual health

The contraceptive prevalence rate was very low at 3.5% (SHHS 2006). There is high teenage birth rate estimated at 200 per 1,000 women aged 15 – 19 years (Report on Situational Analysis of RH and ASRH in SS- 2007). The lack of interest in the use of contraceptives is also reflected in the low (1.2%) unmet need for family planning. Male involvement in Family Planning is extremely low.

There is a high prevalence of gender-based violence (GBV) and abuse including sexual violence, domestic violence, wife battery, emotional and psychological abuse, early (forced) marriages, sex trafficking, forced prostitution and sexual exploitation in Southern Sudan. Domestic violence and wife battery, even in pregnancy, are significant causes of abortion and maternal morbidity and mortality. There is no effective legislation to address gender-based violence.

There is inadequate access by women to MNRH information. Low levels of education of women and cultural practices, which include power dynamics at households and community levels, contribute to the low utilization of health services and the disparities in health service utilization
According to 2006 SHHS, Maternal Mortality Ratio was 2,054 per 100,000 live births. The survey also showed very low utilization of reproductive health services. Antenatal Care by skilful health personnel was 26.2 percent, delivery attended by skilful health personnel was 10.02 percent and institutional deliveries (delivered in the health facility) were 13.6 percent. Over 80 percent of deliveries therefore take place at home, either under the supervision of traditional birth attendants (TBAs) or village midwives or relatives. The percentage of pregnant women who attended ANC visits for one or more times was at 48%. 

The high maternal morbidity and mortality in Southern Sudan is largely due to haemorrhage, retained placenta, anemia, poor nutrition, obstructed labour/ruptured uterus, malaria, abortion, sepsis and poor state of health facilities for referrals and emergency response. The high maternal mortality is also associated with a high neonatal mortality rate of 51 deaths per 1,000 live births mostly due to infections, low birth weight and birth asphyxia. There is minimal access to health care and a limited number of facilities for managing obstetric and neonatal emergencies. There are less than 20 hospitals, about 100 PHC Centres and 550 very basic PHC Units all of which are in poor functional state.  

Access to Comprehensive Emergency Obstetric and Neonatal Care (CEmONC), one of the most important basic services provided by hospitals and vital for reducing the high rates of maternal and newborn mortality is very low in Southern Sudan. The rate of Caesarean Section (CS), a good indicator of access to CEmONC, in the three Teaching Hospitals of Juba, Malakal and Wau was under 0.5% in the population served by these hospitals (Report on Strengthening Hospital Management in Southern Sudan 2010). This is one of the lowest rates in Africa. If a minimum of 5% of deliveries are obstructed and require a CS, then at most only one out of every ten women who need a CS are getting one. There are insufficient numbers of hospitals providing CEmONC 24 hours a day. WHO recommends a minimum of 1 CEmONC facility per 500,000 people, though the poor roads and sparsely scattered population in Southern Sudan might require a lower minimum in some areas. Based on projected population of 12 million for 2010 (SSCCSE) and taking into account the scattered population, Southern Sudan may require about 25 to 30 CEmONC facilities, as long as they are appropriately distributed. 
Currently large areas are without well functioning CEmONC facilities. Almost all hospitals face a range of difficulties in providing good quality CEmONC (Report on Situational Analysis of RH and ASRH in SS- 2007 and Report on Strengthening Hospital Management in SS 2010) such as shortage of essential equipment, drugs and medical supplies; compromised standards of hygiene and sterilization with high rates of post-operative infection; shortages of qualified staff in particular midwives to maintain 24-hour coverage and avoid delays in providing care; inadequate clinical and nursing care; poor condition of buildings and available equipment; and limited laboratory and blood bank services. In addition to contributing to poor outcomes, these factors also discourage women from coming to hospitals.    

Basic Emergency Obstetric and Neonatal Care (BEmONC) is not yet available in many parts of the country. Like in most CEmONC facilities, The quality of care in the available BEmONC facilities is poor. Many of them lack basic equipment and most of the maternal and neonatal health workers (consisting of mainly village midwives, TBAs and maternal and child health workers) lack the necessary skills to perform simple life saving and nursing procedures. As a result, complications are overlooked leading to life-threatening obstetric emergencies. There is thus inadequate access to skilled care throughout the continuum of pregnancy, delivery, post-partum and post-natal periods. There are no maternity waiting shelters for mothers facing important risks to stay near CEmONC facilities in their final weeks of pregnancy. Referral of obstetric emergencies is very difficult. Roads and transport are difficult and there are no organized emergency ambulances or transport services and the cost of private transport is often too high for poor families. As a result there are frequently long delays for women in obstructed labour leaving home and getting to a CEmONC facility. 

Even though abortion is a major cause of maternal morbidity and mortality, post-abortion care (PAC) is poor. Only first trimester abortions are routinely evacuated in most health facilities.. At the current rates of access and utilization of health services, Southern Sudan is not predicted to meet the maternal and child health Millennium Development Goals. 

3.3.2.2 Child Health 

According to the 2006 SHHS, there are very high rates of morbidity and mortality among children aged 0-59 months. The Infant Mortality Rate (IMR) was 102 per 1,000 live births and under-five mortality rate was 135 per 1,000 per live birth. The survey also found that 44.7 percent of children had been ill with fever, 44.2 percent had suffered from diarrhea and 13.6 percent had had suspected pneumonia in the two weeks prior to the survey. In addition, child malnutrition was noted to be endemic, 32.9 percent of under-fives were underweight, 13.5 percent of them severely, 22.0 percent had moderate and 7.3 percent had severe wasting. 

Malaria, diarrhoea and Respiratory Tract Infections (RTI) mainly pneumonia are the commonest causes of morbidity and mortality among children under five years. Data from Torit Civil Hospital Paediatric Ward (2007) showed that 62.3 percent of the OPD attendance and 81.8 percent of admissions were due to malaria, diarrhoea and pneumonia. 
The high child morbidity and mortality rates in Southern Sudan are to a large extent due to failure to reach children with known cost effective life saving interventions. According to the 2006 SHHS, only 12 percent of households had at least one insecticide-treated net; only 3.6 percent of children with fever were treated with an appropriate antimalarial medicine within 24 hours of the onset of the fever; only 24.5 percent of the mothers/caretakers could recognize two danger signs of pneumonia; and only 17.03 percent of under-fives were fully immunized. The survey also showed that overall, 63.9 percent of children with diarrhoea received oral rehydration solution and/or an appropriate household fluid and 87.8 percent of the children with suspected pneumonia were taken to an appropriate health provider.

Access to immunization services, one of the most cost effective and high impact child health interventions, is still low in Southern Sudan with resultant very low immunization coverage. Figure 3.2 illustrates the DPT3 coverage since 2006 showing an increasing trend from very low levels albeit less than anticipated cMYP targets.  DPT3 coverage increased from 15 percent in 2006 to 43 percent in 2009. 
Figure 3.2: Immunization coverage for DPT3 since 2006 in Southern Sudan
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It is estimated that only 25% of the population in Southern Sudan is currently reached by health services. Even in the current state of very low access to health facilities by the population, not all the few available health facilities provide a full range of Basic Package of Health Services. According to the report on Peer Review of BSF Grant recipients in Primary Health Care, only 30 percent of the peer reviewed functional PHCUs were providing immunization by fixed strategy and 75 percent of functional PHCUs were providing immunization by outreach and fixed strategy. Elements of child health (acute respiratory infections, management of diarrhoea and treatment of malaria) and growth monitoring were reported in 45 percent and 25 percent of the PHCUs respectively. About 70 percent of PHCCs provide immunization on both fixed and by outreach, MCH, growth monitoring and basic curative care.  

The capacity of the health facilities to provide good quality and full range of child health and other basic health services is very limited due to gross understaffing and/or lack qualified health workers and basic equipment in the health facilities. The majority of the staff running the facilities are CHWs who have very limited technical skills but also poorly or not supervised at all. Many of the PHCUs and several of PHCCs do not have immunization equipment and logistics and therefore can’t conduct static routine immunization services. 

With such high childhood mortality (Infant and Under-five mortality) and morbidity rates, very low access to life saving child health interventions and poor functioning of existing few health facilities, achieving the fourth Millennium Development Goal (to reduce child mortality by two-thirds by 2015) remains a daunting task for Southern Sudan. 
In view of the limited access to health care, Southern Sudan has increasingly utilized community level approaches such as mass campaigns to rapidly scale up preventive interventions e.g. LLINs, measles and polio vaccination, deworming among others. However, apart from modest scale programmes implemented by a few partners, there are no systematic national community based disease treatment programmes at the moment. A mix of approaches that include public and private health care providers and community based providers could improve access to effective child health interventions. 
3.3.2.3 Nutrition Services

Comprehensive data on nutrition in Southern Sudan are not available. Results of most assessments are limited in coverage and are not representative and may be an underestimate of the extent of the nutrition problems.
The average prevalence of acute malnutrition among children under five years of age was about 19 percent of which about 3 percent were severe. These levels of acute malnutrition surpassed the WHO emergency threshold of a 15 percent. The prevalence varied with seasons and more substantially across regions. The 2006 SHHS reported stunting levels among children under five of around 19 percent, which was low relative to that for neighboring countries. Data on the prevalence of malnutrition among adults e.g., women, the elderly, and people living with HIV (PLHIV), are not available. Though there are no data on the prevalence of deficiencies in vitamins and minerals, the grim situation with undernourishment and the eating patterns in Southern Sudan, micronutrient deficiencies are almost certainly widespread and severe. Overweight and its effects on health are increasingly becoming a burden on the health system in Southern Sudan. 
Malnutrition in Southern Sudan is caused by different factors that change seasonally for different population groups; coping mechanisms may not always be effective enough to prevent seasonal malnutrition. Food insecurity in all its forms, e.g. lack of food availability, access and utilization, is a problem for most communities in Southern Sudan. People affected by physical insecurity and/or natural disasters are at high risk of food insecurity. Internally displaced persons (IDPs), returnees, groups that depends heavily on casual labour, and female-headed households also experience conditions that expose them to food insecurity. However, general lack of dietary diversity is a substantial contributing factor to reduced food utilization in Southern Sudan. 

Repeated illnesses and inadequate infant and young child care and feeding also have negative effects on childhood growth and nutritional status. The majority of infants are introduced to food or water before the age of six months, which, if coupled with inadequate water, sanitation and hygiene conditions, expose young children to pathogens that affect their health and nutritional status. Poor water quality, sanitation and hygiene practices are widespread and major causes of morbidity. Because most children reach clinics only when diseases or malnutrition have progressed to severe stages, many children present with advanced forms of acute malnutrition. 

The workload of women coupled with traditional beliefs also plays a major role in child care and health seeking behavior. Long separation of women from their children during the daytime compromise child care practices, while traditional beliefs about food overshadow nutritionally sound diets. Strong traditional beliefs and attitudes also often determine where and when to seek health services. 
There are many nutrition and health initiatives in Southern Sudan. The government is establishing structures to provide widespread quality health and nutrition services. The process will take time and the contribution of NGOs to health care provision in Southern Sudan will continue to be substantial in the coming years. Most NGOs continue to provide this support as they strengthen the capacity of the government to take over the service provision.

3.3.3 Control of Communicable Diseases

3.3.3.1 Malaria Control

Malaria constitutes one of the biggest causes of morbidity and mortality in Southern Sudan especially among women and children. It accounts for more than 40% of all health facility visits (Southern Sudan Commission for Census, Statistics and Evaluation (SSCCSE) - 2004).  

According to the malaria risk mapping (Mapping Malaria Risk in Africa), Southern Sudan has a suitable geography and climate for malaria transmission almost throughout the year, apart from a small area in the Southeast bordering Kenya. Malaria endemicity varies between meso-, hyper- and holoendemic in the majority of the country. Transmission is perennial with seasonal variations and peak malaria incidence occurring towards the end of the rainy seasons. Plasmodium falciparum is the dominant parasite causing more than 90% of all morbidity except for the border regions with Ethiopia where Plasmodium vivax does also cause malaria episodes although the exact proportion of these infections is not yet known. 

Malaria epidemics and more localized outbreaks occur and are caused by environmental and climatic factors (e.g. massive flooding) but also by movement of populations with little immunity into areas of high transmission (Internally Displaced Persons) as well as lack of access to any kind of anti-malaria treatment in some areas. 
Malaria prevention activities currently focus on distribution and promotion of the use of Long Lasting Insecticide treated mosquito Nets (LLINs). Beginning with targeted distribution of LLINs to pregnant women and children under five years of age, Southern Sudan has recently adopted a universal coverage approach. Between 2008 and 2010, more than 4 million LLINs were distributed with a target of providing one LLIN for every 2 members of a household. According to the 2009/10 Malaria Indicator Survey (MIS), 60.4% of households in South Sudan own at least one insecticide treated mosquito net (ITN) compared to 12% in 2005 (SHHS – 2006). While included in the current malaria control strategic plan (2006-2011), Indoor Residual Spraying (IRS) and Environmental Management including larviciding are currently not implemented due to limited technical capacity and collapse of required infrastructure and public service following the devastating civil war in the country. 
High levels of Plasmodium Falciparum resistance to chloroquine and sulfadoxine- pyrimethamine was documented through in vivo efficacy studies conducted in 2004. In line with World Health Organization (WHO) recommendations, Artesinin Combination Therapies (ACTs) have been adopted for treatment of uncomplicated malaria. Artesunate + Amodiaquine (AS +AQ) is the first line and Artemether/Lumefantrine the second line for treatment of uncomplicated malaria. Parenteral Quinine is the antimalarial of choice for treatment of severe or complicated malaria.

The proportion of under five years children who received appropriate antimalarial treatment within the first 24 hours of onset of fever  increased from 5 percent in 2006 (SHHS) to 12 percent in 2010 (2009 Malaria Indicator Survey (MIS). According to the 2006 SHHS, less than 5% of under five years children received appropriate antimalarial treatment within the first 24 hours of onset of fever, far below the target of, at least 60%. To expand access to prompt treatment, the Home Management of Malaria (HMM) program has been designed for treatment of febrile children under 5 years of age with Artesunate+Amodiaquine (AS+AQ) at community level. 
Parasitological confirmation of malaria diagnosis is required in all suspected malaria cases in patients above 5 years before treatment. Rapid Diagnostic Tests (RDTs) are utilized at peripheral health facilities particularly PHCUs while blood smear microscopy is the diagnostic method of choice at PHCC and hospital levels. In reality, RDTs are used to a variable extent at PHCC and hospital levels.
In addition to malaria prevention with LLIN, and prompt treatment with effective antimalarials, Intermittent Preventive Treatment (IPT) with Sulfadoxine-Pyrimethamine (SP) is also used as a key strategy to reduce the burden of malaria in pregnancy. 

Program management including partner coordination has improved; a malaria technical working group meets on a monthly basis at MOH GOSS. Monitoring and Evaluation systems are being strengthened with a Malaria Indicator Survey (MIS) completed 2009/10.  

3.3.3.2 HIV/AIDS and STI

HIV/AIDS is emerging as one of the major cause of morbidity and mortality in Southern Sudan. Since 2005, the leadership has focused on strengthening the peace process, establishing leadership and governance structures, development of policy and legal framework for the provision and delivery of services by the different sectors of government. Access to HIV and other health services is meager at best. Low levels of HIV/AIDS services represent a critical development challenge for treatment, prevention and care in the short and medium terms

Although statistical data on HIV/AIDS is generally limited to provide an accurate picture of the patterns and key drivers of the epidemic in the country, more recent data from the 2009 ANC Surveillance sites in Southern Sudan showed that overall prevalence of HIV was 3 percent. The epidemic in Southern Sudan is conceived to be low generalized because the prevalence exceeds 1 percent among pregnant women (ANC Surveillance – 2007 and 2009). This gives a critical indicator that transmission of HIV in Southern Sudan occurs in the general population and doesn’t rule out that transmission may be also concurrently occurring among Most At Risk Populations (MARPs) like commercial sex workers and most vulnerable groups like in & out of school youths, long distance drivers, uniformed personnel and ex-combatants. 

Although the available HIV prevalence data are neither representative of national figures nor has the desired scientific validity, there are important findings that can be drawn from in-depth analysis and these include: HIV prevalence vary in different states of Southern Sudan (HIV prevalence ranged from as high as 7.2% in Western Equatoria state to as low as no sero-positivity (0%) in Northern Bahr Ghazal states – ANC 2009); rates may be higher in areas which have experienced greater population mobility and possibly contact with other countries; rates appear to be higher in towns than in rural areas; prevalence in women are markedly higher than those in men. It also points towards an urgent need for prevalence data in groups perceived to be vulnerable or most at risk to establish a clear understanding of the epidemic in Southern Sudan.  

Like most countries in the sub-region, the major modes of transmission of HIV in Southern Sudan are sexual contacts (especially heterosexual sex among persons with multiple sexual partners and commercial sex workers), mother-to-child, medical injections and blood transfusion.

Although Southern Sudan has relatively low HIV prevalence, it is bordered by countries (such as Ethiopia, Kenya, Uganda and CAR and DRC) where the HIV prevalence rates are significantly higher. Given the high population mobility within the sub-region and the fact that these countries host thousands of Sudanese refugees who have either returned or are in the process of returning to Southern Sudan and the frequent mixing of sexual networks, there is heightened exposure to HIV. Other factors that could fuel the HIV/AIDS epidemic include extreme low knowledge of and misconception about HIV/AIDS, high levels of stigma, discrimination and denial regarding HIV/AIDS, the low status of women and girls, polygamy, widespread sexual and gender-based violence, inadequate attention to child rights and traditional practices. Knowledge of HIV and AIDS especially ways for preventing and transmitting the virus is very low in Southern Sudan. According to SHHS (2007), knowledge of methods of preventing HIV transmission was as low as 25% and 28% among women aged 15 – 49 years in Jonglei and Warrap states respectively. 

Currently HIV prevention interventions are concentrated in a few areas, usually areas with easy access, leaving a large part of Southern Sudan with minimal service coverage. A number of NGOs and some public sector ministries are implementing HIV prevention activities. Some NGOs have embarked on condom distribution activities and supporting community education and sensitization on HIV and GBV. There are counseling and testing service providers in some states and some PMTCT sites have been established. At least four hospitals ensure blood safety and some health centres offer services for treating sexually transmitted infections. Efforts have been made to establish services for PLHIV.

Access to Antiretroviral therapy continued to expand in ART centres in Southern Sudan. The ART centres grew from 1 site in 2006 to 9 sites in 2009 and 14 sites in 2010. With the estimated HIV prevalence of 3 percent and adult population of about 10 – 12 million in 2010, about 120,000-140,000 people are estimated to be living with HIV. Of the estimated 46,000-56000 people in immediate need of antiretroviral therapy (ART), only 2,166 were accessing ART by May 2010 in 14 treatment sites. Thus only about 2.3 – 4.7 percent of those in need of ART are receiving it. Despite the progress, a large number of people still need to be put on treatment to achieve universal access targets. TB/HIV collaborative efforts have been strengthened. There has been an increase in intensified TB case-finding and 175 TB/HIV cases have received treatment. The coverage of collaborative TB/HIV interventions however remains very low.   

The health service delivery system has witnessed gradual improvements in HIV service delivery over the last few years. Despite these efforts however, the sector still experiences instances of drug shortages, high attrition rates of professional health staff and gaps in HIV care and treatment information and education materials. The monitoring and evaluation system is weak and lacks national level baseline data for HIV. There is weak coordination of in-country HIV/AIDS partners and functional linkages between the central, state and county levels.
3.3.3.3 Tuberculosis Control

Tuberculosis is one of the major causes of morbidity and mortality in Southern Sudan. Although its exact burden is not known, its incidence is estimated to be 101 sputum smear positive cases per 100,000 population and 228 for all forms of tuberculosis.  Analysis of data from 2002 to 2007 cohorts indicated that the number of new sputum smear positive TB cases increased from 752 to 2,513 and 1,260 to 4,978 for new TB cases of all forms respectively (TB Strategic Plan). TB mortality is estimated at 65 per 100,000 people. According to analysis of data from 2002 to 2006, the death rate increased from 4.5% to 6.3%. The TB case detection rate is still low, at only 19 percent. 

HIV co-infection in TB patients is very high. A survey of HIV prevalence among TB patients conducted in 2005 in 10 randomly selected centres in Southern Sudan showed 11.2% HIV co-infection in TB patients, while routine data from six centres already implementing TB/HIV Collaborative activities in 2007 indicated an HIV prevalence of 18.6% (TB Strategic Plan). This dual TBHIV epidemic is likely to overstretch the already weak and under resourced health system and therefore requires urgent and effective control measures.

Although no formal survey has been carried out to determine the TB drug resistance patterns, there are indications of multi-drug resistant (MDR) TB in Southern Sudan. Four cases of MDR-TB were detected in Kajo-Keji in 2005 although these were returnees who had started TB treatment in Uganda. 

Southern Sudan has recorded relatively high TB treatment outcomes. TB treatment success rate was above 80% in 2002 and 86% in 2006. Other treatment outcomes were also favourable in 2006. TB death rate was 6.3%, failure rate was 1.7% and defaulter rate was 4.7% with no transfer out (TB Strategic Plan 2009). Despite the good treatment outcomes, the prevention and control of TB still experiences a number of challenges which include: slow expansion of the diagnostic and treatment centres limiting accessibility of the population to TB services, TB and HIV programmes are not expanding at the same pace posing difficulty in scaling up collaborative TB/HIV activities, limited availability and involvement of the private and public sectors in TB control, and slow integration of the TB programme into the Primary Health Care due to slow implementation of the Basic Package of Health Services. 

3.3.3.4 Neglected Tropical Diseases

Southern Sudan is affected by a high burden of so-called Neglected Tropical Diseases (NTDs) (also known as Diseases of Public Health Importance), most of which are easily preventable and/or treatable. The main NTDs in Southern Sudan include: Visceral Leishmaniasis (VL, also called kala-azar), Human African Trypanosomiasis (HAT), 
Trachoma, Soil-Transmitted Helminth infections (STH: hookworm, ascariasis and trichuriasis), Lymphatic Filariasis (LF), Onchocerciasis, Schistosomiasis (Schistosoma haematobium and S. mansoni), Drancunculiasis (guinea worm), Leprosy and Buruli Ulcer. Some of these diseases, such as VL and HAT, are major causes of death in endemic areas. The other diseases mainly cause chronic disability and morbidity in the afflicted populations. These diseases largely afflict poor and marginalized populations with limited access to health care. 

Disease burden and Epidemiology of major NTDs

Onchocerciasis is endemic in many parts of Southern Sudan. Its distribution has been estimated using the Rapid Epidemiological Mapping of Onchocerciasis (REMO), which shows that most states are endemic, though there, is considerable variation in endemicity between areas. The main endemic foci are located in Western Equatoria, Northern Bahr el Ghazal, and Western Bahr el Ghazal. In some villages >80% of individuals have palpable nodules and >12% are blind (Mukhtar et al. 1998). The total estimated population at risk is 4.1 million, which may have to be adjusted because of rapid population movements. The estimated ultimate treatment goal, which is the population that is eligible to receive ivermectin, is 3.6 million.
. 
According to surveys carried out by WHO and historical data, Schistosomiasis is endemic in the states of Unity and Upper Nile States. Hospital data from as far as 1949 indicated a prevalence of Schistosoma Mansoni of 44.3% in Eastern, Central and Western Equatoria as well as Jonglei state, while Bahr el Ghazal was 1-5%. The exact geographical distribution and present burden of Schistosomiasis are not known. 

Data on the burden and endemicity of STH is very scanty and old. Population-based estimates of STH prevalence are limited and indicate that in Central and Eastern Equatoria states the cumulative prevalence (prevalence of infection with at least on STH) ranges from 10 – 35%. The most widespread STH appears to be hookworm. 

Data on distribution and burden of trachoma is limited. Prevalence surveys conducted by The Carter Center (TCC) showed that in all surveyed locations the average prevalence of active trachoma (TF in children 1-9 years) was 47% (range 15-87%) (Amann 2002, Ngondi et al. 2005, King 2008) which is well above the 10% threshold recommended for interventions. It was estimated that overall 3.9 million people need antibiotic treatment and 206,000 people need immediate trichiasis surgery (Ngondi et al. 2005).
LF is endemic over large parts of Southern Sudan. Data from surveys conducted by Federal Ministry of Health, Khartoum (El Setouhy & Ramzy 2003) and from screening activities by NGOs indicate that LF is hyperendemic in Upper Nile, Western Equatoria, Central Equatoria and parts of Eastern Equatoria. Anecdotal reports on clinical manifestations received by WHO showed that LF also occurs in Jonglei, Lakes and Warrap. No surveys has been conducted in the remaining three states.   

HAT is endemic in Southern Sudan, along with Uganda and DRC (WHO 2001). Western Equatoria is the most endemic state, followed by Central Equatoria. The number of people at risk of HAT is estimated at 1-2 million, but reliable data are not available (Moore & Richer 2001). Large epidemics of HAT have occurred periodically in Southern Sudan: outbreaks occur, large-scale control reduces number of cases, the programme either then scales down or collapses, and disease resurgence occurs.

Dracunculiasis (guinea worm) is still found among the poorest rural communities in areas without safe water supplies in sub-Saharan Africa. 85% of all reported cases of Dracunculiasis in the world are found in Southern Sudan (Muller 2005, Ruiz-Tiben & Hopkins 2006). Dracunculiasis is endemic in eight of the ten states; only Western Equatoria and Unity have had no reports of indigenous cases. A large area of Upper Nile is also not endemic for the disease. There were 3,310 endemic villages in 2006 that reported cases of disease. Of the total cases reported in 2006 approximately 65% were reported from all the Kapoeta Counties of East Equatoria State, the major foci of disease

Control of NTDS

Of all the endemic NTDs, only Onchocerciasis and Dracunculiasis have benefitted from continued large-scale control. There are national programmes in place for both and are overseen by the Southern Sudan Ochocerciasis Task Force (SSOTF) and the Southern Sudan Guinea Worm Eradication Programme (SSGWEP) respectively. To date, control of other NTDs has been small scale and limited in geographical coverage.   

Onchocerciasis control using Mass Drug Administration (MDA) with ivernectin started in 1995 and was implemented through NGOs in hyper- and meso-endemic areas. Initially five projects for onchocerciasis control were developed with the African Programme for Onchocerciasis Control (APOC) and Christoffel Blindenmission (CBM) was selected as lead implementing NGO. The MoH-GoSS has now taken over the leadership of the intervention in partnership with CBM and local NGOs. Only 26% of the eligible population received treatment in 2006. 

Combinations of interventions are being used in the control and eradication of Guinea Worm. These include: provision of safe water supply, filtration of drinking water to remove copepods, searching for active cases and their proper management, ensuring that patients avoid contact with open water sources and killing or removing copepods in ponds. The programme has an extensive network of trained village volunteers and staff to implement the activities. The programme aims to have trained volunteers in all endemic villages to ensure full coverage of health education, surveillance and case containment. Since the CPA, considerable improvements have been made; 47.9% of cases were contained in 2006, compared to 3.5% in 2005 and by 2008, active surveillance was being carried out in seven states. However, only 15.9% of the endemic villages have safe water sources and many have not received filter clothes and pipe filters. Regular treatment of water sources with temephos insecticide to kill copepods is also progressing slowly.

Trachoma control projects were started in 2000 by CBM and TCC and are now implemented in close collaboration with the MoH-GoSS and a number of NGOs. The WHO-recommended SAFE strategy, which was initially targeted at villages around Malakal has since been extended to most of Eastern Equatoria and Jonglei. Azithromycin is distributed to the at-risk population annually. During the first year of MDA in 2001, 60,000 doses were distributed, which increased to 84,096 doses in 2005, covering 34% of the population in target areas. Treatment with topical tetracycline reached 23,035 people, covering 57.6% of the individuals with active disease in the identified endemic areas. Trachoma trichiasis surgeries and training of Sudanese staff in the surgical procedures have been carried out. The programme intends to continue training trichiasis surgeons in PHCCs, improve health facilities and provide regular supplies and supervision.    

Two rounds of MDA of Albendazole for STH control were conducted as a component of National Immunizations Days (NIDs) in all ten states. First round was conducted in 2006 and a total of 2.5 million doses were distributed, reaching an estimated 87% (1.9 million) of the targeted 1-5 years children, with the remainder being used to treat siblings above 5 years of age. Second round was conducted in 2007. Delivery of STH control to children over the age of five is meant to provide an interim solution. The long term strategy is to institute routine MDA through schools, once school coverage and attendance has increased, as used successfully elsewhere in the region.

HAT control is still organized vertically and implemented largely by international NGOs. These are often the only organizations that have the resources to operate specialized hospitals, and are able to procure supportive drugs, supplies and equipment for the intensive interventions required to control focal epidemics. The MoH-GoSS only supports treatment at Juba Teaching Hospital, but where older drugs and treatment regimes – melarsoprol – continue to be used as first-line for stage 2 patients, due to lack of human resources to be trained on the use of eflornithine, which is used in all other stage 2 treatment centres in Southern Sudan. There is an urgent need to upgrade treatment protocols at Juba Teaching Hospital. 
Despite the fact most of the NTDs have similar strategies for prevention and control and targeting almost the same population groups in many areas, they are implemented separately for each disease with minimal integration of their strategies.

3.3.4 Control of Non Communicable Diseases 

Non Communicable Diseases (NCDs) are the leading causes of death and disability worldwide and they represent a significant and growing burden on public health particularly in low- and middle-income countries including Southern Sudan. According to the Global Burden of Disease Study conducted in 2001, 20% of deaths in sub-Saharan Africa were due to NCDs, and this burden of disease is predicted to increase to 40% by 2020. The most common and important NCDs include: obesity, hypertension, diabetes mellitus, cardiovascular diseases, asthma, chronic obstructive pulmonary disease, cancer, epilepsy, and mental illness. They pose significant challenges in terms of management and follow-up especially in Sub-Saharan Africa. Most of the NCDs are linked to common preventable risk factors including tobacco use, unhealthy diet and low physical activity.
There is lack of local data on the types and magnitude of non communicable diseases in Southern Sudan. Studies conducted in neighbouring and other sub-Saharan countries point to a growing epidemic of non communicable diseases in all these countries. Southern Sudan being part of the sub-Saharan Africa is likely to be having a similar epidemiological disease trends. 

Some of the NCDs in particular mental illness have been exacerbated by the effects of war trauma due to the prolonged civil war in Southern Sudan which lasted over 21 years. The situation is even made worse by lack of appropriate facilities to manage and treat mental illness in the country. Mentally sick individuals are commonly detained in prisons for long and indefinite periods as protective measures against harming themselves or the public. This situation of the prison becoming the “default option” for many mentally ill individuals, who have not committed any offence, is infringement on their basic human rights which are enshrined in the Interim Constitution of GoSS. 

Injuries and disabilities encompass conditions that result in an individual’s deprivation or loss of the needed competency. This can be due to damage or harm done to or suffered by a person before or after birth. Such deprivation or loss of competency includes conditions like deafness, blindness, physical disability and learning disability. Due to lack of local data, the magnitude of injuries and disability in Southern Sudan is not known. However, given the high burden of tropical diseases (NTDs) such as Onchocerciasis that causes some of the disabilities, effect of prolonged civil war and increased road transportation following the return to peace after CPA, Southern Sudan is likely to have a high burden of injuries and disabilities. A number of challenges however exist that deter the effective prevention and control of injuries, disabilities and rehabilitative health in Southern Sudan. These include: weak health system for effective disease prevention and control, and management of accidents and injuries, lack of orthopaedic workshops and low priority accorded to disability at all levels
3.3.5 Essential Hospital Services

Hospitals in Southern Sudan are currently designed as county, state and teaching facilities with different levels of hospital care. There are 3 Teaching Hospitals (THs), 7 State hospitals and 30 County hospitals. The Ministry of Health however has not yet defined the service package that should be delivered by the different levels of hospital care. Currently, county and state types of hospitals provide general hospital care (level I) and primary level care. They are both on the same level in the referral chain. The teaching hospitals, with general specialist doctors, provide specialist care (level II). They therefore serve as referral facilities for state and county hospitals. Specialist care is however restricted by the limited quality and range of specialized support staff, instruments, equipment, facilities and support services (laboratories, blood bank, x-ray, pharmacy etc). Currently, the teaching hospitals also provide a large amount of level I Hospital care and Primary care, with about less than 10% of their patients receiving level II care.    

Access to basic hospital care is poor for most people in Southern Sudan. In addition to the recognized difficulties of distance, poor roads and transport, there are many other social, financial, cultural and other barriers, but in particular the frequent absence or low quality of essential hospital services prevents patients from getting the care they need. A valuable proxy indicator that can be used to show the level of access to essential hospital services is access to CEmOC, one of the most important basic services provided by hospitals and vital for reducing the high rates of maternal and newborn mortality. Hospitals that can provide CEmOC will have the facilities and capacity for many other essential services required from a general hospital. Access to good obstetric care, in particular CEmOC in hospitals is very low in Southern Sudan. According to the report on Strengthening Hospital Management in Southern Sudan, the rate of Caesarean Section in the three Teaching Hospitals of Juba, Malakal and Wau was under 0.5% in the population served by these hospitals. This is one of the lowest rates in Africa. 

Hospital services in Southern Sudan through the referral system provide the backbone of increasing levels of curative care, in support of PHC. Most hospitals largely provide general (Level I) care to in-patients and outpatients including CEmOC and primary care. Teaching Hospitals provide a limited amount of specialist (Level 2) care, which depends on the availability of specialists. All levels of hospitals are however hampered by severely restricted diagnostic capability and lack of specialized equipment and facilities. Standards of diagnosis, treatment and care in the wards and Out Patients Department (OPD) are compromised in many respects. According to the report on Strengthening Hospital Management in SS, a limited number of agreed treatment protocols are being followed during patient care and there are no written protocols for nursing procedures. The standards of patient record keeping are very poor. Most of the hospitals do not have patient folders and adequate stationery for patient records. Due to limited and erratic funding, there are shortages of cleaning materials, lack of running water and functioning sterilization capacity in most hospitals. Hospitals are therefore struggling to reach basic standards of infection control..  
The organization of OPD and screening and admission procedures especially at the Teaching Hospitals is inefficient and severely overcrowded. According to the report on Strengthening Hospital Management in SS, Medical Officers see every patient at the three Teaching Hospitals, resulting in very long waiting times, high case-load for doctors and limited time spent with each patient. There is no triage or screening of outpatients though the majority could probably be attended by lower cadres, leaving urgent and complicated cases for doctors. Handling of emergencies is ad hoc and completely inadequate.  
In spite of the three-tier health service structure, there is still no clearly harmonized referral system. The referral system at all hospitals is not functioning. There are no established procedures, little contact with other health facilities and virtually all patients are self-referrals. The referral system is characterized by the uncoordinated approach adopted by both the government and individual NGOs that operate health services. In addition because of lack of defined service standards for different levels of care, most of the health facilities from PHCCs to hospitals are not under any obligation to provide any level and quality services, in particular reproductive health services. The referral system is curtailed by poor transport and communication system and infrastructure throughout Southern Sudan. . 

Hospitals in Southern Sudan are not very well managed. All the managers of hospitals are not appointed but assigned to the job. They don’t possess basic training in management and administration of hospital services. Hospitals do not hold meetings; do not prepare any plans and budgets for the funds they receive or collect. The funds are spent on ad hoc basis, usually to cover the most pressing outstanding bills. There is no organized supportive supervision in all hospitals, no grand rounds, clinical meetings or maternal death audits. There are no established procedures for proper supervision and support by heads of departments or units, or even by senior managers. Hospitals are mainly managed from the top with very little delegated responsibility to mid-level managers. There are no agreed organizational structures for hospital management and no job descriptions for hospital staff. The three Teaching Hospitals are managed by Ministry of Health-GoSS, while the county and state hospitals are managed by the respective states. The takeover of the management of the three THs by MoH-GoSS has not improved their management, if anything, it has deteriorated. The three THs have only received limited outside support, supervision or oversight. 

Hospital services in Southern Sudan are grossly underfunded for the quantity and standard of services that hospitals are expected to provide. Government allocations are erratic and a large funding gap exists between what hospitals receive and what is required to deliver even basic services. Hospital services also face a shortage of trained staff, drug supplies are erratic and many essential items are often not available. The range of diagnostic tests and services are also very limited which compromises the standards of care and range of services provided. The MoH-GoSS uses the “push” supply system where allocations of drugs and supplies are based on MoH-GoSS estimates rather than the hospitals’ needs. Most of the hospitals theatres lack basic equipment and supplies and many need much stronger implementation of hygiene and aseptic procedures. The hospital infrastructure, particularly the buildings and equipment have greatly deteriorated as a result of little investment and inadequate maintenance for many years. Most hospitals were built more than 30 years ago and the lack of maintenance has resulted in the very poor condition. 

Specialized Hospital Services
Laboratory Services

Laboratory services are an integral and essential component of the health system. They are fundamental for developing and managing national and local health programmes especially for diseases of public health importance such as HIV, tuberculosis, malaria etc. The value of laboratory services is often overlooked despite its vital contribution to the provision of cost effective quality of health care. Overreliance on empirical treatment and syndromic management has contributed to the relegation of laboratory services in many African countries. 

Despite their importance, laboratories remain among the weakest aspects of the health system in Southern Sudan.  Laboratory services in theory operate at all levels to Primary Health Care Centres (PHCCs) level but no comprehensive data exists on the laboratory capacity in all these service delivery points. An assessment of laboratory services in Southern Sudan (National Laboratory Services Assessment Report - 2009) showed that laboratories are in poor state, lack basic equipment and are inadequately staffed with majority of laboratories at PHC levels being staffed with lower skilled cadres. Majority of the laboratories have insufficient space for the staff to store supplies or work, buildings are old and dilapidated, electricity and water available intermittently if at all. There is insufficient capacity to deliver laboratory services and offer testing supporting the full Basic Package of Health Services at all levels. Besides MoH-GoSS has not yet defined the range of tests for each level of the health system. Remote and isolated parts of the country are poorly served by laboratory facilities and have almost no access to diagnostics services. The laboratory referral system is almost nonexistent due to poor transport and communication networks. 

Lack of diagnostic capacity is also a critical barrier preventing an effective response to disease detection, surveillance and treatment. 
Blood Transfusion Services

Many lives are saved each year through blood transfusions. In many countries however people still die due to inadequate and unsafe supply of blood and blood products. This has a particular impact on women as a result of pregnancy related complications, children and trauma victims. The emergency of HIV and other infectious viruses highlights the importance of ensuring the safety as well as the adequacy of national blood supplies. Many recipients are put at risk of transfusion transmissible infections (TTIs) as a result of poor blood donor recruitment and selection practices and use of untested units of blood.

Blood transfusion services in Southern Sudan are not well coordinated. They are emergency driven hospital-based services, which are provided by hospital laboratories that are managed by government and NGOs. Despite the existence of Southern Sudan Blood Transfusion strategy document, the blood transfusion services still lack the required legal framework, organizational structure, infrastructure and systems to deliver adequate and safe supply of blood and blood products to the needy. 

Data on blood collection is lacking due to inadequate systems for recording and reporting. The blood services solely rely on replacement family donors whom even though they are screened for TTIs they are not counseled or told their results. Blood collection occurs after test results of potential donors are known, which might sometimes take more than 24 hours. There is no voluntary blood donor programme in Southern Sudan. Most hospital based blood services perform rapid tests for HIV, hepatitis B (HBV) and hepatitis C (HCV) on candidate family replacement donors, testing for syphilis using RPR and CATT for human African trypanosomiasis. Except for HIV, screening for Hepatitis B, hepatitis C, syphilis and sleeping sickness is not universal. 

Mechanisms for reporting, collection and analysis of data on blood utilization are non-existent. National guidelines on transfusion have not been developed and hospital transfusion committees are not in place. No standardized training has been conducted for personnel working in laboratories, blood banks or hospitals on various aspects of blood banking and transfusion medicine.

Radiology and Medical Imaging Services

Southern Sudan has been lacking radiological services for many years since the seventies. This has mainly been due to lack of equipment and trained personnel to operate them. X-ray services are available in only six hospitals of Juba, Wau, Malakal, Rumbek, Bentiu and Yei. The few available x-ray machines are old and need replacement. Ultra Sound machine is only available in Juba Hospital. There are only 14 Radiology Technologists in Southern Sudan.  
3.4 Integrated support systems
3.4.1 Leadership and Governance 

 Leadership and governance play key roles in the provision and management of health services. It covers a wide range of functions carried out by the government to achieve national health goals of improved health of the population. Achieving the population’s health goals requires the contribution of many stakeholders. Good leadership and governance requires: effective organization and management structures, strategic and policy framework and plan, effective communications, partnerships and coordination, harmonization and regulation.

Organization and Management of the health sector
Organization and management play key roles in health service delivery. They provide technical oversight, attention to system-design and ensure that the different levels of the health system carry out the defined roles and responsibilities and are held accountable for their implementation. 

The management and delivery of health services in Southern Sudan operates in a decentralized environment. The Interim Constitution and the Health Policy define the roles and responsibilities of MoH-GoSS, SMoHs and lower levels in the management and provision of health services. The MoH-GoSS is responsible for providing policies, guidelines, setting standards and monitoring and evaluation. The SMoHs are responsible for supervising County Health Departments and monitoring and evaluation of health service delivery, while County Health Departments are responsible for delivering health services. The Health Policy also provides the organograms for MoH-GoSS and SMoHs (see Annexes 1 and 2). The organogram for MoH-GoSS has 11 directorates and 1 medical commission while that of SMoH has 8 departments and 1 medical commission for carrying out the defined roles and responsibilities. The SMoH organizational structure mirrors the MoH-GoSS structure irrespective of the capacity and functions at that level. 

The organograms for MoH-GoSS and SMoHs however are not well aligned to their defined roles and responsibilities. There are many directorates and departments resulting in overlapping of roles and responsibilities and difficulties in coordination and communication among the directorates and departments. There are no established and agreed organograms for directorates and departments and nor are there defined job descriptions and tasks for the technical positions. While the Ministry of Health at both levels has filled a number of positions in the directorates/departments, many positions are either still vacant or filled with officers of inappropriate skills and experience. 

The Ministry of Health-GoSS has established leadership and governance structures. The Executive Board of MoH-GoSS, Chaired by the Under Secretary and attended by all Director Generals and Directors, is in place. However, it meets on an ad hoc basis and is poorly attended. Since the beginning of 2010, the Board has met only twice times. There is no designated Secretariat for the Executive Board and there are no records of its proceedings nor are decisions communicated to the rest of the MoH-GoSS. The MoH-GoSS directorates and departments don’t hold regular meetings. At state level, there are management structures that bring together technical staff at SMoHs headquarters. These structures are however very weak and don’t meet regularly, only convening when there is an urgent issue to be discussed. The system is further weakened through lack of established governance structures in place at the lower levels of the health system.  

There is weak capacity of MoH-GoSS and SMoHs to provide effective leadership and governance of the health sector. This results in inability to hold the respective levels accountable for their actions in fulfilling their defined roles and responsibilities. 

Policy and Planning

Since the CPA in 2005, MoH-GoSS has formulated a number of policies, key among them being the Health Policy (2007-2011), which spells out policy statements for priority areas in health, that require to be strengthened in order to improve service delivery. Many other policies for different programme and service delivery areas have been developed. Many of these policies however were developed with the support of external technical assistance and have also not been disseminated to stakeholders particularly at state level. 

The Ministry of Health-GoSS and State Ministries of Health, like all public sectors, are constitutionally required to prepare plans and budgets every year. The GoSS established mechanisms and processes for public sector planning and budgeting. Budget Sector Working Groups (BSWG) were established in all sectors, health inclusive, in 2006 to provide technical guidance to the planning and budgeting process and ensure that sectors prepare realistic and prioritized plans. The plans and budgets prepared by sectors are submitted to Ministry of Finance and Economic Planning (MoFEP) for compilation into the National Budget. With the support of external technical assistance, MoH-GoSS has been preparing Health Sector Budget Plans since 2006. The BSWG however is only active during the budget preparation process but doesn’t participate in the review of the budget performance during the year. The MoH-GoSS doesn’t prepare detailed implementation plans for operationalizing the Sector Budget Plans and neither is cash flow predictions provided by MoFEP. There are also weak budgetary ties between MoH-GoSS and SMoHs.

The capacity for policy and planning is weak at MoH-GoSS and extremely weak in the State Ministries of Health. State Ministries of Health don’t even have the capacity to prepare plans and budgets. To date, the MoH-GoSS doesn’t provide technical support to State Ministries of Health in policy and planning.

Communication

Effective communication is an important function and factor in the health sector. Clearly communicated policies and priorities provide direction and certainty for all actors and will contribute to effective implementation and achievements of organizational goals and mission. The dissemination of evidence, data and best practices informs and supports actions that have the most impact on health outcomes. At the centre of effective communication is a planned, managed process with clear systems, channels and processes.

The organograms for MoH-GoSS and SMoHs indicate the lines/channels of reporting and communications. The MoH-GoSS established a Coordination and Communication office within the Directorate of External Assistance and Coordination for streamlining and strengthening communication within MoH-GoSS Directorates and with State Ministries of Health. There is however still lack of clarity on channels of reporting and communications and lack of a functioning coordination or communication protocol between states, counties and MoH-GoSS. There are no plans or systems in place for regular, structured communication either with states or partner organizations. There is limited communication infrastructure (internet communication, telephones and computers) especially at the state level. VSAT/Intersat connection is being installed in all SMoHs, which will enable all SMoHs to access the internet. The GoSSHA, a good forum for information sharing, meets only once a year. Without adequate and timely communication, MoH-GoSS, states and county health management teams cannot effectively fulfill their oversight role. 

Communication across MoH-GoSS and SMoHs is weak and is characterized by inadequate and inconsistent reporting, information-gathering and feedback. This has resulted in a lack of clarity among health staff of key health policies, poor information sharing, and inadequate use of evidence to support planning and decision making, and insufficient support provided to staff. This undermines policy and planning development, stakeholder engagement and ownership, and implementation on the ground

Partnership and Coordination
The Health Policy emphasizes the need and importance of working in partnership with health partners in the delivery of health services. Effective partnerships create better capacity for the delivery of services. The Ministry of Health at all levels must work in partnership and networking with relevant government institutions, UN agencies, bilateral and multilateral partners, NGOs, FBOs, CSOs, private-for-profit organizations and communities. MoH-GoSS and SMoHs must be able to coordinate the activities of all its states/counties, its service providers (public, NGO and FBO), and other actors in the health system within their domain. 
The health sector of Southern Sudan has a plethora of donors, NGOs (both international and local) and other stakeholders involved in the financing and delivery of health services. The MoH-GoSS established a Directorate of External Assistance and Coordination to streamline and coordinate external assistance, private sector (NGO sub-sector) and coordinate activities within MoH-GoSS Directorates and with State Ministries of Health. An NGO Health Forum was established, which holds monthly meetings for all major NGOs. It also has a Health Forum Google Group where up to date information, new policy and notices about the sector are posted.

Ministry of Health-GoSS has established links and coordination procedures with external partners and NGOs that include the signing of Memorandum of Understanding with external partners. Frequently the SMoHs where partners implement their activities are not implicated on or informed of the agreement by either party. This has resulted in poor coordination at state level and a feeling by state authorities of being bypassed. 

Partnerships and coordination with stakeholders is still weak. The capacity of MoH-GoSS, SMoHs and CHDs to supervise and follow up on the partners and NGOs implementing activities is still weak. NGOs have not been provided with format/template for reporting on progress of implementation of their workplans and hence they don’t report. There is no forum that frequently brings together donor partners, NGOs, related public sector ministries together to discuss health sector issues like Health Policy and Health Strategic Plan implementation, health sector performance and other relevant issues in the health sector. There is poor coordination with and lack of feedback from health sector stakeholders.  

Alignment and Harmonization

The presence of many donor partners and NGOs brings in substantial resources for the delivery of health services but also comes with problems of ensuring that the different resources brought in are used to fund or support agreed priority areas of the sector as clearly spelt out in the Health Policy.

Alignment and harmonization of partner contribution in the financing and implementation of health programmes remains challenging due to the large numbers of partners and NGOs in the health sector of Southern Sudan. This results in some of the partners and NGOs funding and supporting activities that are already taken care of by other funding agencies especially GoSS or UPHSD budgets or supporting programmes or activities not considered as priority by government.

Legislation and Regulation

The Government of Southern Sudan through the Ministry of Health has the primary responsibility of ensuring that those providing health services safeguard public interest and do it in a professional and ethical manner. 

The systems for regulation and enforcement of professional practice are however still developing in Southern Sudan. Currently, there is lack of health sector specific laws, regulation and institutional capacity to regulate and enforce good medical practice at all levels of the health system. The private sector is largely unregulated resulting in the provision of sub-standard services

3.4.2 Human resources for health
Health workers are an essential input to service provision. Availability of qualified health workers is crucial for building a health system. Southern Sudan has gone through many years of armed conflict and civil strife with devastating consequences on the production and availability of qualified health workers. The health workforce in Southern Sudan, as in many post conflict countries, is a mixture of those who remained during the conflict and the returning refugees. Reintegrating these two groups and equipping them to deliver quality health services is a major task for rebuilding the health system of Southern Sudan. The conflict compromised competence of both groups. The skills and knowledge of health workers, who were trained in the pre-conflict period and who remained in post, are outdated. The quality of training during the crisis is likely to have been inadequate. The skills of health staff that remained through the post conflict period therefore are insufficient or inappropriate to address current priority health problems. The returning refugees, in turn, were trained in a variety of settings. A disparity invariably exists in the training of the various groups which will influence their practice and beharviour/attitudes in post conflict settings. 

The protracted civil war in Southern Sudan resulted in severe shortage of qualified health workers of all cadres and had a negative long term impact on the stock of different categories of staff. According to the inventory of human resources for health carried out during the Health Facility Mapping Exercise by MoH-GoSS in 2009/2010, there are 7,668 health personnel in the country (this is data from only 8 states, data for the remaining 2 states of W. Equatoria and Jonglei still being analyzed). Table 3.3 shows the inventory and distribution of health workers in Southern Sudan. 
Table 3.3: Inventory and distribution of human resources by States
	State
	Doctor
	Nurse
	MW
	CO
	CHW
	Pharm
	Lab. Tech
	Dental
	Theat. Attend
	EPI
	Others
	Total

	Upper Nile
	39
	476
	39
	38
	495
	18
	27
	6
	8
	67
	8
	1,221

	Unity
	3
	130
	8
	18
	1,110
	6
	15
	-
	2
	290
	8
	1,590

	N. B. E. Ghazal
	10
	66
	6
	25
	351
	17
	12
	3
	1
	41
	4
	536

	W. B. E. Ghazal
	12
	343
	51
	38
	250
	5
	15
	9
	20
	4
	4
	760

	Lakes
	17
	111
	13
	39
	503
	2
	13
	1
	4
	92
	3
	798

	C. Equatoria
	97
	557
	154
	75
	850
	23
	95
	12
	2
	38
	21
	1,924

	E. Equatoria
	5
	130
	36
	20
	569
	5
	
	-
	8
	32
	26
	839

	W. Equatoria
	
	
	
	
	
	
	
	
	
	
	
	-

	Jonglei
	
	
	
	
	
	
	
	
	
	
	
	-

	Warrap
	6
	30
	2
	16
	84
	
	2
	
	2
	
	
	-

	TOTAL
	189
	1,843
	309
	269
	4,212
	76
	179
	31
	47
	564
	74
	7,668


Source: Health Facility Mapping – MoH-GoSS – 2009

Note: 1. Doctors include Medical Officers (150) and Specialists of all categories (33)

2. Nurses include Degree nurses (14), Nurse Anaesthetist (45), Registered & Diploma Nurse (147), Certified and Enrolled Nurses (1,589) and Public Health Nurses (18)

3. Midwives include Registered Nurse Midwives (43), Certified & Enrolled Nurse Midwives (252) and Health Visitors (12)

4. Clinical Officers include Clinical Officers (238) and Medical Assistants (15)

5. CHW includes: CHWs (1,252), MCHWs (230), trained TBAs (1,262), Health Promoters (257), Auxiliary Nurses (409), Auxiliary N/Midwives (151), Community Midwives (113), Village Midwives (124), Assistant Health Visitors (11), Pharmacy Assistants (126), Lab. Assistants (150) and Auxiliary Lab. Assistants (31)     
6. Pharmacists include Pharmacists (reg.) (45), Pharmacist (intern) (11) and Pharmacists Technicians (20) 

7. Lab. Tech. include: Lab. Technologists (82) and lab. Technicians (104)

8. Dental include Dentists (18) and Dental Technicians (13)

9. EPI include EPI Supervisors (??469) and Cold Chain Managers (113)

10. Others include: Environmental Health Technicians (7), Physiotherapists (13), Nutritionists (19), Nutrition Supervisors & Assistants (4), Social Workers (1), Public Health Assistants (1) and Medical Storekeepers (29). 
The inventory which covered both government and non-government personnel showed that the current workforce consists of many low-level staff and a shortage of mid-and-higher-level cadres such as doctors, midwives and pharmacy staff. The ratio of qualified health workers to population is thus very high in Southern Sudan (for example the doctor: population ratio is estimated at 1:65,574 and midwife: population ratio estimated at 1:39,088), which are much higher than the WHO recommended ratios. Community Health Workers constitute 54% (4,116) of the current health workforce in Southern Sudan. The majority of existing health workforce therefore doesn’t have adequate technical capacity to deliver quality health services and address the priority health problems. The inventory also shows the inequitable distribution of health workers among the states with Central Equatoria having the highest number of health workers for most of the cadres. Even within the states, most of the qualified health workers are found in the urban areas, with very few health workers in rural areas where the majority of the population lives. It should be noted that these statistics change quickly as many of the health workers, especially doctors, are increasingly leaving the public service due to human resource for health current practices. 
The Ministry of Health-GoSS set human resource norms or standards for Primary Health Care levels to match with service standards in order to provide quality health services (Basic Package of Health Services). The human resources norms and standards however have not yet been finalized and will need to be harmonized with the revised service standards for different levels of health care. Human resources norms and standards for the different levels of hospitals have not yet been developed. 

According to the Inventory Survey of Human Resources for Health in Southern Sudan (2006), it was estimated that only about 10% of the staffing norms are filled by appropriately trained health workers. It should however be noted that this is an estimate. More reliable information on human resources in the sector will be provided by the on-going Health Facility Mapping when finalized. 

The conditions of service in the health sector, like most other public sectors of Southern Sudan, are still not conducive to attract and retain qualified health workers. There are poor human resource management practices at all levels. Wages are very low and irregularly paid. Many of the health workers in the health sector are not on government payroll. The NGOs, both international and faith-based, employ most of the health workers and a good number work as volunteers. A Civil Service Recruitment Board was established to recruit health personnel for all central level GoSS public sectors. The process of recruiting health personnel through the board however is very slow causing delays in recruitment and appointment of health workers. States have their own Recruitment Boards, but don’t have adequate resources for recruitment and retention of health workers. In addition there is poor supervision of health workers, especially in lower level institutions. 

There are 36 Health Training Schools in Southern Sudan. 23 are open and functioning, 6 are shut and 6 have been closed since 2006. Of the 23 schools which are open, 6 are under MoH-GoSS control, 3 are State MoH owned and 14 are owned and run by partners. The training schools are unevenly distributed among the states. The average number of existing training schools per state is 3.6, with Western Bahr El Ghazal and Lakes states having just above that average; Upper Nile and Central Equatoria states have over double the average; and the remaining six states have a below average number of schools as shown in Table 3.4 below. 

Table 3.4: Distribution of existing Health Training Schools, by state

	State
	GoSS run
	State MoH run
	Partner run (non CHW course)
	Partner run (CHW course)
	Total

	Lakes
	
	
	3
	1
	4

	Jonglei
	
	
	
	
	0

	Eastern Equatoria
	
	1
	
	
	1

	Central Equatoria
	3
	1
	3
	2
	9

	Western Equatoria
	1
	
	2
	
	3

	Western Be Ghazal
	
	2
	2
	
	4

	Northern Be Ghazal
	
	1
	
	
	1

	Warrap
	
	1
	
	2
	3

	Unity
	
	
	2
	1
	3

	Upper Nile
	2
	3
	1
	2
	8

	TOTAL
	6
	9
	13
	8
	36


Source: Mapping of Health Training Facilities in Southern Sudan 2010
There are 33 different training programmes/course offered in different training schools. There are 2 degree courses, 10 diploma courses, 10 certificate courses and 7 award courses. 

75 percent of MoH-GoSS school output is at certificate level, which explains why certificate level health workers (with than three years of health training) are over-represented in the national skills profile, while mid- and advanced level staff are too few. Total output from training school since 2006 is as follows: MoH-GoSS schools - 635; Sate MoH schools - 153 and partners’ schools - 202.

Only half of the training schools follow the MoH-GoSS designed (or at least approved) curricula. The different training schools set and determine the examinations for the different courses without MoH-GoSS guidance and oversight. There is therefore no consistency in examinations across training schools

The existing training schools are grossly understaffed, with high tutor: student ratios, much higher in state MoH owned schools than in GoSS owned schools. Many of the tutors are part-time and not well qualified. Partner owned and managed training schools have a much lower, more acceptable and consistent tutor: student ratios.

The Infrastructure and equipment of the existing training schools is greatly limited with many of schools having few and small classrooms, lacking practical rooms, limited or no library space, limited (and in many instance no) student accommodation and inadequate/lack of equipment. Many of the schools have inadequate or complete lack of computers, no internet facilities and very limited transport facilities. The situation is worse in state MoH owned and run training schools where most of them are housed in a single room building, no practical room, no library and no student accommodation. Partner owned and managed training schools have much better infrastructure and equipment and better maintained. Most of the partner schools have several classrooms, practical rooms, student and tutor accommodation, kitchen, computers and internet access. 
Training of health workers has been mainly funded, managed and staffed by NGOs and international agencies. Recently however this has changed and presently there is uncertainty about sources of funding for many training institutions, and lack of effective takeover of responsibility by MoH from NGOs in some cases.
3.4.3 Health Infrastructure

There is evidence to show that distance to health facilities is a significant barrier to access health care especially by the poor. Households living within a walking distance of 5 - 10 kilometre radius of a health facility have greater access to and utilization of the facilities. In Southern Sudan, access to health care facilities (geographical access) remains extremely low. It is estimated that over 75% of the population lack access to a health facility. Table 3.5 shows the distribution of various types of health facilities in each of the 10 states (data from the remaining 3 states still being analyzed). 
Table 3.5: Distribution of health facilities by type and State 

	State
	Teaching Hosp.
	State Hosp.
	County Hosp.
	PHCC
	PHCU
	Private Wings
	Special Hosp.
	Others
	Total

	Upper Nile
	1
	-
	4
	41
	104
	2
	5
	2
	159

	Unity
	-
	-
	-
	23
	89
	2
	-
	-
	114

	N. B. E. Ghazal
	-
	1
	1
	15
	88
	-
	2
	2
	109

	W. B. E. Ghazal
	1
	-
	1
	21
	80
	1
	1
	1
	106

	Lakes
	-
	1
	5
	20
	76
	-
	1
	-
	103

	C. Equatoria
	1
	2
	3
	53
	189
	6
	3
	2
	259

	E. Equatoria
	-
	2
	3
	41
	122
	-
	1
	2
	171

	W. Equatoria
	-
	
	
	
	
	
	
	
	-

	Jonglei
	
	
	
	
	
	
	
	
	-

	Warrap
	-
	3
	-
	21
	84
	-
	-
	-
	-

	TOTAL
	3
	6
	17
	214
	748
	11
	13
	9
	1,021


Source: Health Facility Mapping – MoH-GoSS – 2009

Substantial regional inequalities in access to health care lies within the low overall coverage. PHC coverage in Equatoria states is broadly in line with Sub-Saharan African averages while it is considerably lower in the Upper Nile and Bahr-el-Ghazal regions. 

The existing health infrastructure and equipment are extremely inadequate. As a result of many years of war and civil strife and neglect, the available infrastructure is old and dilapidated, which compromises efficiency, quality and therefore access. A substantial proportion of the available health infrastructure is therefore non-functional. According to the Health Facility Mapping – MoH-GoSS 2009), about 24% of all the existing health facilities are non functional (data from the remaining 3 states still being analyzed).  

The Health Facility Mapping exercise also provides the status and an accurate assessment of the physical structures of the existing health facilities. The preliminary report indicates that about 59% of the facilities are in temporary structures while 41% are in permanent structures (data from the remaining 3 states still being analyzed). Table 3.6 shows the assessment of existing physical structures of the existing health facilities.

Table 3.6: Assessment of physical structures of health facilities

	State
	Good condition
	Minor renovation
	Major renovation
	New building
	Total
	% minor
	% major
	% new

	Upper Nile
	77
	9
	17
	56
	159
	6
	11
	35

	Unity
	1
	60
	24
	29
	114
	53
	21
	25

	N. B. E. Ghazal
	27
	29
	16
	37
	109
	27
	15
	34

	W. B. E. Ghazal
	33
	31
	22
	20
	106
	29
	21
	19

	Lakes
	13
	18
	25
	47
	103
	17
	24
	46

	C. Equatoria
	97
	36
	27
	99
	259
	14
	10
	38

	E. Equatoria
	17
	60
	45
	49
	171
	35
	26
	29

	W. Equatoria
	
	
	
	
	
	
	
	

	Jonglei
	
	
	
	
	
	
	
	

	Warrap
	
	
	
	
	
	
	
	

	TOTAL
	265
	243
	176
	337
	1,021
	24
	17
	33


Source: Health Facility Mapping – MoH-GoSS – 2009

Out of the total 1,021 health facilities in the country, 24% require minor renovation, 17% require major renovation and 23% require new facilities. 

Table 3.7 shows the assessment of existing physical structures of the existing health facilities by level 

Table 3.7: Assessment of existing physical structures of health facilities by level

	Level of Health Facility
	Good condition
	Require major renovation
	Require minor renovation
	Require new building 
	% requiring major
	% requiring minor
	% requiring new building

	Hospitals
	
	
	
	
	
	
	

	Teaching 
	
	
	
	
	
	
	

	State 
	
	
	
	
	
	
	

	County
	
	
	
	
	
	
	

	PHCCs
	
	
	
	
	
	
	

	PHCUs
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	


Source: Health Facility Mapping – MoH-GoSS – 2009
Other health infrastructure issues which still beleaguer the existing health facilities include inadequate and/or complete lack of medical equipment, transport and communication equipment, water and energy, all of which are required for health infrastructure to be fully functional. 

The Government of Southern defined the standards of health service provision for different levels of care. One PHCU should serve 15,000 people, one PHCC (Basic Emergency) should serve 50,000 people (one CEPHCC to serve 150,000 – 200,000 people).  WHO recommends a minimum of 1 CEmONC facility per 500,000 people, but because of poor roads and sparsely scattered population, Southern Sudan will require a lower minimum in many areas.

Standards building designs and medical equipment lists for different levels of health facilities however have not yet been developed.  
3.4.4 Pharmaceuticals and Medicine Supplies (to be revised after assessment study)
Availability of adequate, safe and efficacious medicines and other health supplies is key and fundamental in the delivery of health services. All other health service delivery efforts will be in vain if there are no effective and efficient systems for appropriate selection, procurement, distribution, rational use of pharmaceutical and health supplies. It is also crucial that enabling policy, legislative and quality assurance frameworks exist alongside to regulate and assure availability of good quality medicines and provision of pharmaceutical services.
Since the signing of the Comprehensive Peace Agreement in 2005, the Ministry of Health-GoSS and partners have initiated and formulated a number of policies and guidelines to regulate and guide activities in the pharmaceutical sector. The MoH-GoSS developed and published the Southern Sudan Pharmacy Protocol (2007) which serves as a guide and reference for development of various policies, guidelines and laws, some of which have been finalized. The finalized documents however are still not widely distributed or disseminated. The Southern Sudan Essential Medicines List (SSEML) was published in 2007, which is expected to guide the procurement of medicines for public institutions. Guidelines for Donation of Medicines, Medical Devices and Equipment were developed but not yet disseminated to prospective donors and recipients of donations. Standard treatment guidelines for hospitals and primary health centres have been developed although not yet widely disseminated. 

As a young and nascent sector, there are still a number of critical challenges. The pharmaceutical sector is characterized by shortage of qualified pharmacy professionals and inadequate regulatory mechanisms which has left the handling of pharmaceuticals to untrained persons and unlicensed premises. Aspects of quality assurance such as inspection aimed at controlling the importation and distribution of medicines including registration and licensing of pharmaceutical outlets have still to be established. In addition, poor infrastructure and porous borders with the neighbouring countries contribute to the availability of substandard medicines in the country. Counterfeit products therefore circulate easily in Southern Sudan. According to the survey conducted in 2004 by MoH and stakeholders on the use of medicines, there is significant irrational use of medicines at all levels of care. 
Key among the challenges facing the sector at the time were: lack of medicines and medical supplies; 
· complex pharmaceutical supply management due to uncoordinated parallel procurement systems and/or poor donation practices, 
· lack of storage facilities, poor roads and communication infrastructure; 
· lack of suitably qualified pharmaceutical personnel at all levels;, 
· no quality assurance mechanisms; lack of applicable legislations and guidelines to regulate pharmacy practice, particularly in the private sector.

The current pharmaceutical selection and procurement processes in the public sector are based on commodity kits used as part of a push distribution system. Whereas the pharmaceutical and commodity kit system was well suited to respond to the population’s emergency health needs, it is increasingly apparent that kits are no longer responsive the specific requirements of most health facilities. The kit selection process gave little consideration to regional disease patterns and procurement doesn’t strictly adhere to the essential medicine concept, including many items on the MoH procurement list that are not on the Southern Sudan Essential Medicine List. Procurement of pharmaceuticals and medical supplies is carried out using Interim GoSS Procurement Guidelines, World Bank procurement procedures or procedures required by the donors. A number of international NGOs and vertical programmes also receive funding to support procurement of medicines and medical supplies for specific programmes. The procurement of medicines and health supplies however faces a number of challenges, which include: disparities in the number of facilities to be served, insufficient information on medicine and other supplies consumption at different levels leading to insufficient quantification, delays in receipt and irregular distribution to health facilities which results in frequent stock-outs especially of high-consumption items. In addition, other donors and NGOs manage their own pharmaceutical and supply chain systems that are not coordinated with MoH-GoSS.   

The Central Medical Stores (CMS) which is responsible for distributing pre-packaged kits to health facilities through a push system does not have enough space and resources to store and distribute the medicines. The Regional Medical Stores in Wau and Malakal and the sub-regional medical stores are in need of repair before they can store the medicines. The staff in the stores doesn’t have sufficient skills in storage practices. Guidelines on disposal of pharmaceutical waste, such as expired and unwanted medicines are nonexistent. Incineration facilities for appropriate disposal are lacking at the facility level. 
Traditional medicines are culturally acceptable and are used at community level using the known medicine men/women. These practices however are not regulated and standardized.  

3.4.5 Health Sector Financing
Health financing is central and critical to health service. It facilitates the acquisition of essential inputs required for the delivery of health services. Due to the large number of stakeholders involved in the provision and consumption of health care, the financing arrangements for the health sector are quite complex. Attempts however should be made to quantify all the financial flows into the sector i.e. types of income and expenditure accounts for the health sector (also known as National Health Accounts). 

Health Financing and funding mechanisms for the health sector
The health sector of Southern Sudan is supported by four principal financing mechanisms i.e. GoSS budget, pooled funding (which include GoSS/MDTF Umbrella Programme for Health Systems Development, BSF and CHF), the UN and its partners’ work-plan and bilateral donor mechanisms which include humanitarian programmes. Often donors contribute through more than one channel. 

The GoSS budget provides substantial resources for health service delivery. According to the report on Southern Sudan Health Financing Study (2009), GoSS budget allocation to the health sector has experienced a declining trend during the past three years. The budgetary allocations to the MoH as a percentage of the GoSS budget decreased from 7.9% in Fiscal Year 2006 to 4.2% in Fiscal Year 2010 with the lowest allocation of 2.5% occurring in Fiscal Year 2008 (Figure 3.3). 

Figure 3.3: Percentage of GoSS budget allocation to the Ministry of Health
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Actual GoSS budget allocations to the health sector declined from US$109.4 million in 2006 to US$82.5 million in 2007 and to US$70 million in 2008, but increased to US85 million in 2009.  This translates to a per capital GoSS allocation to the health sector of US$6.3 in 2008 and US$7.6 in 2009 (using a population of 11 million). These spending levels on health are well below the recommended US$12 per capita by World Bank and US$34 per capita by WHO for developing countries (WHO Commission on Macroeconomics and Health 2006) and the 15% Abuja Declaration on health sector budgetary allocation. The GoSS budget also disproportionately funds tertiary care at the expense of Primary Health Care.
The GoSS/MDTF, established after the signing of the CPA in 2005, is used to channel donor financial resources for the development of Southern Sudan. The Umbrella Programme for Health System Development (UPHSD) was signed with the total cost of US$225 million originally expected to be funded by the GoSS and MDTF with a ratio of 2:1 respectively. This ratio was revised to 1:1 in 2008 so that the MDTF could supplement the GoSS budget allocation with additional funding. 

The UN agencies (UNICEF, UNFPA, WHO, WFP, UNHCR), bilateral agencies and donors (notably USAID), GFATM, GAVI and international NGOs provide funding to the health sector. The exact amounts of funding from international agencies and NGOs were unknown until 2008 when they started participating in the Budget Sector Working Group. The external funding to the health sector amounted to US$191 million in 2008, US$214.8 million in 2009 and US$169 million in 2010 (MoFEP).  The health sector is the only GoSS sector that receives more funding from donors than the GoSS budget allocation. 

The main source of revenue for the SMoHs is the GoSS budget through block grants and conditional grants transfers from MoFEP-GoSS to the states. Each year the MoFEP-GoSS sends a block grant of equal amounts to the 10 states, irrespective of population size or the needs of the state and county level health institutions. MoFEP also allocates conditional grants to SMoHs to cover salaries, operating or capital expenditures. In addition to the GoSS budget allocation, some states and counties receive support from external sources most of whom are NGOs.

The total expenditure on health (GoSS plus external funding) is estimated at $21 per capita per year. This level of health expenditure is well above the average for countries in the region given the very low coverage of health care interventions and minimal impact on health status of the population. Total health expenditure in Uganda is estimated at US$18 per capita and Kenya spends US$--- per capita and both countries have much higher coverage and impact of health care interventions.
User fees are charged in nearly all facilities as an alternative mechanism for raising additional revenue for running health facilities. This is contrary to the GoSS’s free health care policy. Health facilities are forced to levy fees because the GoSS budget allocations to the health facilities, which largely target salary payments and provision of medical supplies, are grossly inadequate but also irregularly and in many instances not released at all to health facilities. Experience from other countries has shown that charging user fees is a significant barrier to expanding access to and coverage of health services to those most in need. A National Health Insurance Fund is also being implemented but has a very low coverage. 
The predictable sources of funding for the health sector are the GoSS budgetary allocation and the MDTF. Other sources of funding such as bilateral donors, NGOs and UN agencies are off-budget and therefore unpredictable. 

Budget process and financial management

The State Ministries prepare their budgets and submit them the State MoFEP. The majority of SMoHs prepare their respective budgets with no consultations and collaboration with the CHDs. The Central Ministries at the GoSS level also prepare their separate budget with guidance from MoFEP-GoSS.  There are no budget collaborations between the MoH-GoSS and the SMoHs; the SMoHs are not involved in the budget preparation process of the MoH-GoSS. This situation does not facilitate strong budgetary interrelationship between the MoH-GoSS and the SMoHs and therefore affects establishment of effective and efficient resource allocation mechanisms to meet the needs of the health sector. 
The financial management capacity in the health sector is weak. While the MoH-GoSS’s capacity to execute budgets has improved remarkably over the last two years, the SMoHs and CHDs capacities has remained extremely weak. 
Procurement management in the health sector
The procurement system of the health sector is currently guided by the Interim Procurement Regulations of Southern Sudan, 2006 and is managed by the Procurement Unit in MoH-GoSS. The Ministry has made significant progress in improving the procurement system, notably, technical advisors have been recruited to support and build capacity of the Ministry staff and procurement staff have undertaken training courses in procurement at various levels. The procurement system however is still faced with a number of challenges, key among them being: inadequate technical capacity to manage specialized procurement such as medical equipment, drugs etc; inadequate experience in handling large procurements of international level; absence of clear instruments to regulate the procurement process internally (there are no standard manuals and Bidding Documents except those by the World Bank); absence of roles and responsibilities of other offices involved in the procurement process; and shortage of storage space for procurement and contract documents.
3.4.6 Monitoring and Evaluation Systems 
Monitoring and Evaluation (M&E) systems provide information for assessing the performance of the health sector. The Health Information System is the heart of any monitoring and evaluation system of the health sector. The HIS is composed of the two systems: Routine Health Management Information System (HMIS) and Non-routine data collection methods including surveys, assessments and reviews. 

Routine Health Management Information System

The MoH-GoSS has undertaken initiatives to establish an HMIS based on both routine and non routine systems. The MoH-GoSS prepared the M&E Framework which identifies 104 indicators to be collected at various levels of the health care system and the method for collecting them. The indicators include impact, outcome and outputs measurements. MoH also developed a HIS Implementation Procedures manual which contains proposed data collection tools and data flow, aggregation and analysis at various levels and indicators to be obtained at central level for the production of Health Sector Report and Information Bulletin. Monthly and quarterly reporting formats for health facilities, CHDs and SMoHs have been developed and agreed for roll out.
The MoH-GoSS developed a total of 74 tools for data collection, which include registers and requisition forms used in hospitals as well as specific vertical programmes registers and reports such as the ones for EPI, Tuberculosis and HIV/AIDS, NTDs or eye care. Five registers were pretested; two of them were found useful and required minor changes (ANC and delivery) and two were found to be complicated (under 5s). All the registers have been reviewed but will require further adjustment. The MoH-GoSS and stakeholders have agreed on a list of 36 priority indicators for central and state level and 44 numerical indicators for health facilities. The MoH has developed a Quantified Supervisory Checklist (QSC) with measurable scores and Guidelines for Supervisory Checklist which is expected to improve the quality of care in health facilities. The scores will identify areas of weakness and proposed actions for improvements. The MoH is in the process of introducing the District Health Information System (DHIS) database and software for routine HMIS. The DHIS, designed by Health Information System Project (HISP) is being used in a number of African countries. DHIS allows for standardization of data records, aggregation and analysis of data to obtain indicators and reports. Preliminary integration of priority indicators and vertical programme and epidemiological surveillance into the DHIS database is currently on-going. 

At present, routine HMIS is however largely not operational in Southern Sudan. Data or information for action is currently obtained by means of assessment, mapping exercises and surveys. Only partial communicable diseases and vertical programme information is received from health facilities at the MoH-GoSS level, frequently bypassing the lower management levels of County Health Department and State Ministry of Health. 
There are no standardized data collection tools for the routine data collection procedures. There is no unified system (registers) for collecting information from patients in health facilities in Southern Sudan. Currently, health facilities use the GoSS registers, Federal Ministry of Health registers, NGO and health care staff made registers. Apart from partial collection of some vertical programme indicators and the epidemiological surveillance report or Integrated Diseases Surveillance and Response (IDSR), there is no routine reporting on health services priority indicators. Currently only a few facilities send a mortality and morbidity report to SMoH; well funded vertical programmes obtain reports by virtue of programme data collectors or contracts for services provision that link funds to performance and monitoring. Compliance reports for TB, HIV and EPI programmes ranges from 50-75 percent
There is very limited capacity for data collection and analysis and M&E knowledge in the counties. About 50 percent of County Health Departments (CHDs) don’t have CHD officers and even where they exist have low capacity in M&E knowledge. Data collection and basic aggregation and analysis does not happen in health facilities. Assessments by partners and agencies indicate that only numerical simple indicators can be obtained by the health facilities staff (LATH-MoH M&E Scooping Mission report). Capacity for M&E at SMoHs and MoH-GoSS is much better. There are a number officers designated for M&E at both SMoH and MoH-GoSS that have been trained in M&E and could provide support and training to lower health care system levels in the states. Without operational CHDs, data collection and data flow (reports and feedback) of the Routine HMIS do not follow the management lines of the health care system. Data flows from health facilities to the central level or from partners to donors and programs. States and CHD are bypassed on the assumption of their low capacity. Feedback to lower levels is mostly absent. Supportive supervision and review of possible actions based on Quantified Supervision Tools or analysis of indicators collected, is not happening. 
In addition, the M&E system has the following challenges: poor coverage of Information Technology (IT) equipment to analyze and process data in the states; limited power sources outside main towns; communication and transportation problems for data to be transmitted from the collection to the processing points and no effective delegation for decision making and action.  
Epidemiological Disease Surveillance

The Integrated Disease Surveillance and Response (IDSR) was developed and implemented since 2008 to monitor high burden diseases or diseases targeted for eradication and to detect and respond to outbreaks of epidemic prone diseases. The IDSR emphasizes that the epidemic prone and other priority diseases are reported using a common approach. The IDSR identified 12 diseases for immediate or weekly reporting and 14 for monthly reporting. IDSR reports should be sent from facilities to CHD, SMoH and MoH-GoSS. 

Data (weekly and monthly) on communicable diseases is collected in all health facilities and sent to MoH-GoSS/WHO by e-mail, phone or radio. According to the weekly epidemiological bulletin, 65-68% of counties send weekly reports of 12 communicable diseases with epidemic potential under surveillance although not all the health facilities report in each county and worse still not on time.
Non Routine Health Information System
Data or information for action in Southern Sudan is currently being obtained through non routine Health Information System by means of conducting assessments, mapping exercises and surveys. 

The MoH-GoSS and Federal Ministry of Health (GoNU) in collaboration with SSCSE and development partners have so far conducted two country-wide Household Health Surveys. The first Sudan Household Health Survey (SHHS I) was conducted in 2006 and field exercise for data collection for the second SHHS II has just been completed. Data entry and analysis is currently on-going and results of the SHHS II are expected to be available by October 2010. 

The MoH-GoSS conducted two country-wide health system assessments. The first one was conducted in 2008 as part of the development of a GAVI proposal and another one in 2009 as part of LATH Inception report. The Health Facility Mapping exercise for Southern Sudan was completed in 2010. Data analysis for seven states has been completed and analysis for the remaining three states is on-going. 

The MoH-GoSS undertakes annual HIV Surveillance among pregnant women and has completed HIV Behavioral Surveillance Surveys in some counties. A behaviour monitoring survey was conducted in 2008 in selected counties. A number of surveys are also undertaken by vertical programmes. For example Malaria Control Programme conducted the Malaria Multi-cluster survey in 2009 (data still being processed) and bed net use survey in 2008 for certain selected areas. EPI conducted vaccination survey in selected counties in 2009. MoH-GoSS and partners also conduct surveys in which the prevalence of various diseases (Schistosomiasis, Trypanosomiasis, Lymphatic Filariasis and Guinea Worm) is studied systematically.     

There are a number of surveys and partial assessments that have been conducted in Southern Sudan by development partners and organizations. However the absence of a documentation centre makes it difficult to retrieve and use such information. 

A number of surveys and assessment are being planned. The Knowledge Attitude Practice and Behaviour (KAPB) surveys are planned to be conducted every two years. The Health Facility Assessment (HFA) to measure quality of care provided by the health services is planned for 2010 and the Lot Quality Assurance Sampling (LQAS) for performance assessment is planned for 2011. The two exercises are expected to be undertaken yearly and every two yearly respectively.

There is however no document for guiding the planning and completion of studies although Southern Sudan has identified the indicators to be collected by surveys and assessments.

Health Research
Research is a critical tool for evidence based policy and decision-making. It provides an informed basis for guiding and rationalizing implementation of the health policies and plans. Health research is a vital element for evolving rational approaches for solving specific health problems many of which have multi-factorial causes embracing social, behavioral and economic determinants. Evidence based management of health sector reforms is essential to the improvement of health care delivery. 

The MoH-GoSS established a Directorate of Research, Planning and Health System Development with one of its core functions being to streamline health research in the country and determine the most cost-effective interventions and strategies for health research. Much operational research currently takes place in Southern Sudan, both initiated from within the country and from outside. However there is no existing mechanism for quality control to ensure reliable evidence and no existing forum for disseminating findings and for ensuring that findings filter through into improved policy and practice.  Many of the researches being undertaken are donor driven and do not respond to the priority health problems in the country. The capacity for coordinating and undertaking health research is still weak.
3.5 Strength, Weakness, Opportunities and Threats analysis of the health sector
There are a number of strengths and weaknesses within the health sector and there also opportunities and threats in the external environment to the health sector.  

Strength
· The Government of Southern Sudan has a Health Policy (2007 – 2011), which provides the foundation and basis for formulation of the Health Sector Strategic Plan. The Health Policy, which is the first policy reflecting the Comprehensive Peace Agreement, envisions the Ministry of Health’s (both GoSS and State levels) leadership, governance, and responsibility on the development and implementation of pro-poor policies for Southern Sudan.
· The Government of Southern Sudan endorsed the Basic Package of Health Services as the main focus for health care delivery at all levels of health care. The Basic Package of Health Services is one of the key guiding principles in the implementation of the Health Policy. All implementing partners, both public and NGOs therefore have an agreed standard package of health services that should be delivered to the population of Southern Sudan. 
· There exists good partnership among health authorities and their international (mostly NGOs) and local (mostly faith-based) implementing partners in the delivery of health services. The NGOs, Civil Society Organizations (CSOs) and faith based organization are very active in health service delivery and have filled the vacuum amidst and often non existent government owned health facilities. 
· Existence of many Technical Advisors at the Ministry of Health-GoSS and in State Ministries of Health contracted to build the capacity of the National Health Systems to effectively deliver health services. 
Weakness

· Inadequate and inequitably distributed qualified health workers. There is an acute shortage of qualified personnel in all health facilities of Southern Sudan. The existing personnel especially in government facilities are either nearing retirement age, inadequately trained or lack the capacity to provide effective health services
· Poor health infrastructure in the country. Many of the health facilities are in need of repair, rehabilitation, and replacement of basic capital equipment essential to effective and efficient provision of quality health care.
· Inadequate information on the health sector, donor partners’ resources for the health sector, activities and resources from health related sectors and other sectors not directly controlled by Ministry of Health. There is lack of baseline data on most of key indicators of health service delivery.
· Inadequate financial resources to support the health sector, coupled with poor predictability and release of funding.
Opportunities

There are a number of opportunities in Southern Sudan, which the health sector can harness to rebuild its system. Some of the key opportunities include:
· The Government of Southern Sudan has signed agreements, enacted enabling laws and policies that should enhance the delivery of social services, health inclusive, to the population of Southern Sudan. The Comprehensive Peace Agreement provides a historic opportunity for the health sector to address the devastation and the neglect of human and social infrastructure development   The Interim National Constitution, the Interim Constitution for South Sudan, the Bill of Rights and Decentralization of government and health services all favour increasing access to basic social services, health inclusive. The Constitution states that Health is basic human right that should be enjoyed by everybody and that it should be provided free of charge to all. 

· The Multi Donor Trust Fund (MDTF) which was set up following the CPA brings much needed additional resources and strengthens dialogue between GoSS and key stakeholders on sector development and priorities and offers the potential to develop into full brown Sector-Wide Approach to health development. MDTF also provides a framework for harnessing support from other sectors to accelerate improved health outcomes by working closely with other MDTF supported projects in Agriculture, Governance, Water and Education. 

· Strong Government commitment and willingness to adopt implementation mechanisms, particularly in the area of contracting, which was designed to bypass existing capacity constraints;

· Strong Government political will and willingness to support the health sector as one of the government key priorities

· Existence of potentially significant resources (from international and national sources) since the Comprehensive Peace Agreement in 2005 coming to the health sector. The prospect of increased oil revenue makes the future very promising for increased resources available to Government for allocation to social services. Health being one the priority sectors of Government is expected to receive increased allocation.

Threats

There are a number of conditions that threaten the building and strengthening health systems in Southern Sudan. 

· Low budgetary allocation to the health sector by Ministry of Finance and Economic Planning. The budget allocation to the Ministry of Health-GoSS, as a proportion of the overall GoSS budget is very low and has been decreasing over the last three years. It decreased from 7.9% in Fiscal Year 2006 to 4.7% in Fiscal Year 2009 with the lowest allocation of 2.5% occurring in Fiscal year 2008. 
· Over reliance on oil revenue, with no other sources of revenue generation exposes Government to unexpected shocks due to international oil price fluctuations. For example the current global economic crisis has led to significant decline in oil prices. As a result GoSS has experienced a significant reduction in its oil revenues.  

· Donors provide the biggest proportion of resources financing the health service delivery in Southern Sudan. At the same time, donor resources are very unpredictable. Over dependency on donor resources to finance most of the health programmes raises questions of sustainability of health programmes.

· While the Interim Constitution demands a decentralized economic and social and welfare development framework, the legislative framework to support such a decentralization is inadequate

· There is uncertainty of the political future of the country especially after the referendum in 2011 with fears of insecurity (civil war) erupting again. 
· The cost of delivering health services in Southern Sudan is very high especially due to very high transport costs. Most parts of the country are impassible during certain periods of the years due to floods; some have no roads and only rely on travel by air, which is usually very high. 
· There are frequent and unpredictable outbreaks of emergencies – epidemics and natural disasters, with associated high morbidity and mortality. Such emergencies require a lot of resources to contain and manage.  

· Southern Sudan has the lowest levels of literacy, especially women, in the region. This presents big challenges to health education and uptake of health programmes. 

· Influx of large number of immigrant populations returning to Southern Sudan presents additional strain on the already weak health system to provide much needed health services. 
· The good tropical climate of Southern Sudan provides a conducive environment for hosting many of the tropical parasites responsible for the Neglected Tropical Diseases, largely controlled in most other countries
· The nutritional status of the population, especially women and children, is poor. The poor nutritional status increases the vulnerability to poor health and diseases   
· Southern Sudan has a high population growth rate, estimated at 3.4%, that is not commensurate with the economic growth rate. In the current situation of virtually no family planning services, this will soon result in a population explosion that will further strain the country’s meager resources and social infrastructure. 
Chapter 4
Vision, Mission, Values, Goal, Objectives, Guiding Principles, Desired Results and Main Assumptions
The Government of South Sudan prepared a Health Policy (2007-2011) for guiding health system development in the country. The Health Policy provides the Vision, Mission, Values, Goals, Objectives and Guiding Principles for the health sector of Southern Sudan.

4.1 Vision

The vision of the health sector is a healthy and productive population, fully exercising its human potentials, 
4.2 Mission

The Mission of the health sector is to improve the health status of the population and ensure a sector wide quality health care to all the people of Southern Sudan, especially the most vulnerable women and children. 
4.3 Values

The values of the health sector include the right to health equity, pro-poor, community ownership, and good stewardship and governance

4.4 Goals

The Health Policy of Government of Southern Sudan is guided by three overarching goals that focus on improving people’s health and wellness, providing needed health care and services, and ensuring the health system is managed effectively and efficiently
4.5 Objectives

The main objective of the policy is to reduce morbidity and mortality through a strategic approach that takes into consideration the following:

· Strengthen health systems and services to provide effective and equitable health care that is accessible, acceptable, affordable, sustainable, and cost effective;
· Scale up communicable and non communicable disease prevention and control programmes, while recognizing unprecedented challenges caused by HIV/AIDS, Tuberculosis and Malaria;
· Mobilize and effectively use adequate sustainable resources to strengthen the health system;

· Develop effective partnerships with local communities and relevant institutions nationally, regionally and internationally;

· Strengthen and scale up programmes to reduce the burden of conditions related to pregnancy and child health
4.6 Guiding Principles

The MoH-GoSS recognizes the importance of setting up principles that will guide the implementation of the health policy and strategic plan. The policy and plan will be driven by the following principles that are critical success factors for the health sector:

· PHC shall remain the foremost strategy for health development in Southern Sudan, with the Basic Package of Health Services as the main focus for health care delivery services;

· Health is both a social and economic asset that shall be invested in and prioritized by the Government of Southern Sudan;

· Equitable distribution of and access to health care services shall be assured, and priority shall be given to ensure decentralization of the health care delivery system;

· Good quality health care system that is capable of providing a fully comprehensive range of preventive, curative and rehabilitative health care shall be assured through intervention that is cost effedctive, sustainable, efficient and acceptable to all, especially the most disadvantaged communities;
· Effective partnerships, coordination, collaboration, and inter-sectoral action with all major health partners and relevant institutions, both in the public and private sector, shall be facilitated and strengthened to enhance provision of health care
· A gender sensitive and responsive health system shall be implemented by mainstreaming gender in all health programmes and interventions;

· Efficiency and accountability shall be maintained in development of strategies and management of the health system;

· The Ministry shall ensure that development  of the health care system receive good political will and commitment;

· Community involvement/participation shall be promoted to enhance decisions on priorities for access to and provision of health services;

· Professional ethics and human dignity shall be key to implementation of health care services;

· Evidence based information shall be promoted to enhance effective planning.

4.7 Desired Results by 2015
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4.8 Main Assumptions

During the implementation of the Health Sector Strategic Plan (2011-2015), things may happen that can affect the successful implementation of the plan. The following assumptions therefore have to be taken into consideration for the successful implementation of the GoSS-HSP:

· As stipulated in the Interim Constitution of Southern Sudan, The Referendum on Self-Determination shall take place in 2011 and the majority people of Southern Sudan shall vote for secession from the Government of National Unity.
· The current peace that was ushered in by the signing of the CPA will continue to prevail in Southern Sudan after the 2011 referendum.
· The current low international oil prices will soon recover following the promising global economic recovery which will result in significant increase in the country’s oil revenues to finance social and economic development.

· Government of Southern Sudan, through its Ministry of Finance and Economic Planning Sudan, will prioritize the health sector and increase budgetary allocations to the health sector once again. 

· Donor partners will continue to provide financial resources for health service delivery in Southern Sudan and will be more predictable to enhance effective and efficient planning

· Prudent financial management, accountability and transparency shall be key in order to attract financial and other resources into the health sector

· As stipulated in the Interim Constitution of Southern Sudan, 2005 it is assumed that all levels of government in Southern Sudan shall continue to promote public health, establish, rehabilitate and develop basic medical and diagnostic institutions and provide free primary health care and emergency services for all citizens.

· The policy statements for priority areas in health will not change substantially when a new Health Policy is developed after the expiry of the current Health Policy in 2011.
In particular the focus in the health sector shall continue to be the delivery of the Basic Package of Health Services.

Chapter 5:
Framework for the Health Strategic Plan 

5.1 Introduction
The GoSS Health Strategic Plan (HSP) will operationalize the Health Policy and contribute to the attainment of its vision and mission. The HSP spells out the priorities; provide objectives, targets and priority strategies/interventions for addressing the critical issues identified in the situational analysis of the health sector and indicators for assessing progress of implementation. 
5.2 Conceptual Framework for the Health Strategic Plan
The Health Strategic Plan has been constructed to reflect more clearly that the primary purpose of the National Health System is to improve the health status of the population. The HSP provides a framework for strengthening the identified priority areas in health and facilitate the National Health System to effectively contribute to the achievement of the Health Policy objective of “reducing mortality and morbidity” thereby contributing to the attainment of the Vision of the Health Policy of “a healthy and productive population, fully exercising its human potentials”.
In order to achieve the objective and vision of the Health Policy, the GoSS-Health Strategic Plan has been constructed to have three strategic objectives which include:

1. To consolidate, expand and improve services for the prevention of disease and promotion of health 
2. To improve demand for and accessibility to quality maternal health, family planning, reproductive health and child health care services
3. To consolidate, expand and improve services for the treatment and control of communicable and non-communicable diseases.

The three strategic objectives of the Health Strategic Plan contain all objectives and outputs directly related to improving the health of the population (vision and mission of the health sector (Health Policy) and primary purpose of the National Health System. 

Although the different interventions of Maternal and Child Health Care can be classified as prevention or treatment programmes, they have been separated into their own objective to illustrate their critical importance to the health sector and the country as a whole during the Health Strategic Plan period.
Figure 5.1 above illustrates the Conceptual Framework of the Government of Southern Sudan Health Strategic Plan (GoSS-HSP) and how it will contribute to the attainment of the objective, mission and vision of the Health Policy or purpose of the National Health System. The programme areas will support the delivery of the Basic Package of Health Services (the three health service delivery clusters), which is the health service strategy or main approach for achieving the health sector objective of reducing morbidity and mortality and thereby contributing to the attainment of the vision and mission of the Health Policy or health system of a healthy and productive population fully exercising its human potentials.  
Figure 5.1: Conceptual Framework for the Health Strategic Plan
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Six priority programme areas were identified by the Health Policy as critically important in supporting the delivery of Basic Package of Health Services. The six priority programme areas are: Leadership and Governance; Human Resources for Health; Health Infrastructure; Pharmaceuticals and Medical Supplies; Health Financing; and Monitoring and Evaluation (Health Information Management). The programme areas are cross-cutting (support) issues that provide an enabling environment for service delivery to be optimally effective and efficient. These components all relate to health system strengthening and improvements in these areas are essential to ensure the three strategic objectives of the HSP are met. 
The six programme areas have the following corresponding programme objectives:
1. To strengthen the health sector’s leadership and governance capacity

2. To increase the availability and quality of human resources for health

3. To improve functionality of existing health infrastructure and ensure geographical accessibility to health services for all

4.  To ensure (universal) availability and rational use of quality and efficacious drugs, vaccines and consumables at all levels

5. To ensure financial accessibility to health services for all & sustainable and equitable financing of the health sector

6. To establish and operationalize the Monitoring and Evaluation systems (Health Management Information System) at all levels of the health sector
The programme objectives (1-6) are seen as the means to achieving the desired Strategic Objectives of GoSS - Health Strategic Plan (health outputs and outcomes) but not as an end in themselves.

Levels of interventions
The HSP will support the delivery of priority interventions of the three clusters of Basic Package of Health Services (highlighted in the framework). All the interventions that will be implemented in the health sector are divided into three service delivery modes:

· Family oriented community based services (including household beharviour change activities, community health workers service and social marketing)

· Population oriented scheduled services (i.e. outreach services and campaigns for standardized services, and 

· Individual oriented clinical services (requiring decisions on diagnostic and treatment)
Family-oriented community based services consist of what families/households and communities can practice by themselves when provided with information and education by health workers. These intervention mostly include preventive and promotive measures as well as some management of neonatal and childhood illness. The responsibility of the health system is to empower the community through information, education and other strategies as well as accessible commodities and supplies.

Population-oriented scheduled services include disease-prevention services delivered to all individuals. The delivery strategy includes both periodic outreaches to communities and /or scheduled services at health facilities.

Individual-oriented clinical services include all types of individual curative care and delivery services that need to be offered by trained health care professional in a health facility. 
These interventions will be offered in a continuous manner so that they can respond to unpredictable health emergencies. The HSP also emphasizes integrated delivery of interventions at all levels of health care.

5.3 Service Delivery 
The three strategic objectives of the HSP are all related to improving health service delivery and hence the health status of the population. The strategic objectives will be achieved through implementation of the three main clusters or programmes of the Basic Package of Health Services:
Strategic objective 1: To consolidate, expand and improve services for the promotion of health and prevention of disease will include all services related to the promotion of health and prevention of disease.
Strategic objective 2: To improve demand for and accessibility to quality maternal health, family planning, reproductive health and child health care services will include all services related to maternal, neonatal, child and reproductive and nutrition services. 
Strategic objective 3: To consolidate, expand and improve services for the treatment and control of communicable and non-communicable diseases will include services related to the control and treatment of communicable and non communicable diseases plus Essential Hospital Services (tertiary care).

Chapter Three provided a comprehensive situational analysis of health status of the population and priority health services in Southern Sudan. This chapter will concentrate on the priorities, overall objectives, targets, priority interventions for service delivery during the Health Strategic Plan period under the three health service delivery strategic objectives and the corresponding health service delivery clusters/programmes. 

5.3.1 Health Promotion and Disease Prevention

Health promotion aims at increasing awareness and demand for essential services, with major focus on prevention of disease and promotion of health. Health promotion emphasizes the improvement of health and social status, prevention of disease and disability. 
Health promotion and disease prevention supports all the three health service delivery clusters and the corresponding health programmes through creating awareness about diseases and health in general, strengthening community capacity for health promotion, improving service delivery and promoting community participation in the delivery and management of health services. Health promotion and disease prevention is therefore is a cross cutting cluster/programme and will be implemented as an essential and integral component of all health programmes.

5.3.1.1 Health Education and Promotion

Infectious diseases are the top ten leading causes of morbidity and mortality in Southern Sudan. Most sickness in developing countries is preventable, while the impact of chronic and or non communicable diseases can be significantly reduced through the adoption of healthy lifestyles. Health education and promotion focuses on promoting personal and community practices that enhance good health and prevent disease. Health education empowers individuals, families and communities to take responsibilities for their own health. 

During the HSP period, the health sector will prioritize health education, promotion of good health and disease prevention. The health sector will prioritize the establishment and facilitation of Home Health Promoters and other CHWs in all villages for health promotion and disease prevention at household and community levels. The sector will establish Health Committees at different levels, where community representatives are selected as members, to facilitate community participation in decision making processes and promote community ownership at all levels. The sector will strengthen the capacities of Ministries of Health to provide leadership and coordination of stakeholders and health education programmes at all levels. The sector will disseminate the National Policy for Health Promotion to all stakeholders in order to streamline development and implementation of health education and promotion tools by all stakeholders especially partners and NGOs. The sector will develop a Communication Strategy to facilitate the operationalization of the policy. The sector will further prioritize IEC/BCC activities to promote behavioral change and common practices known to improve the health of the population.    
Objective and targets for health education and promotion during the plan period

The overall objective of the health education and promotion programme is to promote individual and community responsibility for better health and to advocate for the Health Strategic Plan.

Key targets to be achieved during the plan period include:

· Increase the proportion of villages with trained Home Health Promoters and CHWs from ---% to --% by 2015 

· Increase the proportion of health facilities and community institutions with health promotion materials (IEC) by 40%

· Increase the proportion of political and religious and cultural institutions promoting health by 50%

Strategic objectives and priority interventions 

Strategic objective 1: To strengthen community capacity for disease prevention and health promotion 

Priority interventions:

· Complete the establishment and training of HHPs and other CHWs (e.g. MCHWs) in all villages of Southern Sudan

· Provide adequate tools (e.g. registers, IEC materials) and supplies to make HHPs and CHWs operational

· Provide necessary incentives to HHPs and CHWs 

· Establishment of Health Committees at all levels 

· Advocacy for participation of political, religious and cultural institutions in promoting health

Strategic objective 2: To increase community awareness on disease prevention and health promotion

Priority interventions:

· Development, production and distribution of appropriate IEC materials in national and all major local languages 

· Intensify community mobilization for health awareness and behavior change for disease prevention and health promotion using IEC/BCC materials through multiple channels and opportunities such as interpersonal communication, mass media etc.  
Strategic objective 3: To strengthen the leadership and coordination of the health education and promotion in Southern Sudan

Priority interventions:

· Dissemination of National Policy for Health Promotion to all key stakeholders 

· Development and dissemination of the Communication Strategy for Health Education and Promotion to all key stakeholders 

· Setting standards and guidelines for the production of IEC materials and messages among organizations and institutions responsible for such activities

· Capacity building of the Ministry of Health at central, state and CHD levels in leadership and coordination of health education and promotion 

Strategic objective 4: To strengthen capacity for health communication at all levels

Priority interventions:

· Development of tools for effective communication for health promotion

· Capacity building for health managers (central, State and CHD management teams), health workers and Community Health Workers (HHP, MCHWs) in health education and promotion and use of tools for effective communication for health promotion
Strategic objective 5: To strengthen intersectoral linkages for health promotion

Priority interventions:

· Identification of the roles of different government ministries and departments in health promotion and advocate for their implementation by the respective sectors

5.3.1.2 Environmental Health/Sanitation
Environmental health factors such as availability of safe water, safe human excreta, solid and liquid waste disposal facilities, health care waste management, practicing good personal domestic and food hygiene, occupational health and safety including disease vector control, and at the same time promoting behavioral change and practices to improve hygiene and sanitation are major determinants of health outcomes. 

Objective and targets for environmental health during the plan period

The overall objective of environmental health programme is to contribute to the attainment of a significant reduction of morbidity and mortality due to environmental health and unhygienic practices and other environmental health related conditions. 

Key targets to be achieved during the plan period include:

· Increase the proportion of the population accessing safe drinking water sources from 48.3 percent in 2006 to – percent in 20105

· Decrease meantime to drinking water sources from 45.3 minutes in 2006 to --- minutes in 2015

· Increase proportion of households in Southern Sudan with pit latrines from the current --- percent to --- percent in 2015

· Increase the proportion of population using sanitary means of excreta disposal from 6.4% in 2006 to ---% in 2015

Strategic objectives and priority interventions
Strategic Objective 1: To strengthen policy and legal environment for the environmental and public health in Southern Sudan

Priority interventions:

· Development and dissemination of Environmental Health Policy
· Development and enactment of Public Health Act
Strategic objective 2: To advocate and promote improved sanitation and hygiene

Priority interventions:

· Capacity building of Community Health Workers (including HHPs) and other health workers engaged in hygiene promotion

· Conduct home improvement campaigns and establish model villages in all the states 

· Sensitization of political, religious and cultural leaders on the importance of sanitation and hygiene promotion

Strategic objective 3: To strengthen the capacity of public and private health care providers in health care waste management 

Priority interventions:

· Development of guidelines for health care waste management 

· Sensitization of health workers and private health care providers in health care waste management

· Provide health care waste management facilities at all health facilities 

Indicators

5.3.2 Maternal, Neonatal, Child, Reproductive Health and Nutrition Services
Several reports including the Child Survival Lancet papers, multi-country evaluation of IMCI and Cochrane reviews on maternal and perinatal mortality indicate that cost effective and life saving maternal, neonatal and child interventions are already known. The need for systematic scale up of sets of proven, cost effective and high impact interventions and ensuring adequate national coverage while reducing inequality between the least and most poor and marginalized is urgent for Southern Sudan. The priority health care programme under Maternal, Neonatal and Child Health Services include: Maternal, Neonatal and Reproductive Health Services; Integrated Essential Child Health Services; and Nutrition Services

a). Maternal, Neonatal and Reproductive Health Services

In order to improve maternal and neonatal health, the health sector will scale up interventions aimed at addressing the three delays that lead to high MMR and NMR in Southern Sudan during the five years of the HSSP. The three delays are: delays in deciding to seek care; delay in identifying and reaching health facilities; and delay in receiving adequate and appropriate care at the health facilities. The health sector will focus on increasing the capacity of individuals, families and communities to understand the essential care required during pregnancy, labour, delivery and post natal period. Community based maternal and newborn care programmes or initiatives will be supported and strengthened through training and supervising existing TBAs, village midwives, village health volunteers and community health workers. The sector will prioritize the provision of Comprehensive and Basic EmONC services at all appropriate levels of the health care delivery system through establishment, renovation/rehabilitation and equipping of EmONC facilities. The sector shall increase access to skilled attendants through deployment and retention of adequate numbers of qualified midwives and training on life-saving skills and authorization of mid-level cadres namely nurses, clinical officers/medical assistants to function as Non Physician Clinicians (NPC) to provide essential obstetric care (Task-Shifting/Sharing). The sector will develop and implement innovative ways of improving referral of obstetric emergencies. The sector will also increase access of women of child-bearing age including young people to appropriate Family Planning services, immunization, ANC and other maternal health services and programmes and also promote male involvement in Family Planning.   

Objectives and targets for Maternal, Neonatal and Reproductive Health during the Health Strategic Plan
The overall objective of the MNRH services is to improve reproductive health status of the population of Southern Sudan through the provision of a universally accessible, comprehensive, quality, integrated, equitable and sustainable maternal, neonatal and reproductive health care package. 

Key targets to be achieved over the plan period include:

· Reduce maternal mortality ratio from 2,054 to 1,550 per 100,000 live births by 2015; by increasing access to quality MNRH care;

· Increase the percentage of deliveries attended by a skilful health personnel from 10.2% (2006) to 35% by 2015;

· Increase the percentage of pregnant women who deliver in health facilities from 13.6% (2006) to 30% by 2015

· Increase the attendance (??once or more times at) for 4 ANC visits per pregnancy from 48% to --% by 2015

· Increase the Contraceptive Prevalence rate from 3.5% (2006) to 10% in 2015 

Strategic objectives and priority interventions

Strategic objective 1: To increase access to quality Emergency Obstetric and Neonatal Care at all levels of the health care delivery system
Priority interventions: 

· Provision of Comprehensive and Basic Emergency Obstetric and Neonatal Care services including referrals at all appropriate levels of the health care delivery system

· Promotion of four ANC visits during pregnancy, including provision of PMTCT services

· Capacity building on life saving skills and authorization of mid-level cadres namely nurses/midwives and clinical officers/medical assistants to function as Non- Physician Clinicians (NPC’s) to provide essential obstetric care (Task Shifting/Sharing);

· Advocacy for training, recruitment and retention of qualified midwives

· Community mobilization and capacity building for community and home-based initiatives on life saving skills through training and supervision of existing TBAs, Village Midwives, Village Health Volunteers and Community Health Workers on maternal, neonatal and reproductive health care
· Support supervision to improve capacity at state and county levels to deliver RH services.
Strategic Objective 2: To increase community demand for and utilization of maternal, Neonatal and Reproductive Health Services

Priority interventions:

· Provision of IEC stating the importance and availability of maternal, neonatal and reproductive health services 

· Advocacy for community commitment and responsibility for maternal, neonatal and reproductive health services among political, religious and opinion leaders
Strategic Objective 3: To increase demand for and utilization of Family Planning Services to women and men including adolescents/youths

Priority interventions:

· Provision of information needed for both women and men including adolescents to make informed and voluntary choices in family planning

· Provision of appropriate package/choices of effective  Family Planning services/methods to both women and men including adolescents in the reproductive age group

· Advocate and introduce Healthy Timing and Spacing concept and reduce the incidence of early marriages.

Strategic Objective 4: To establish and expand Adolescent Reproductive Health Services

Priority interventions:

· Gender and sexuality education

· ABC promotion

· Voluntary Counseling and Testing/PICT

· SMSTI 

Strategic Objective 5: To eradicate all forms of gender-based discrimination and violence and accord equal rights and dignity to citizens of both sexes throughout Southern Sudan

Priority interventions:

· Establishment of a National Reproductive Health Rights programme

· Development and enactment of an enabling legislation on gender-based violence including sexual offences 

· Community sensitization on harmful practices and GBV issues in reproductive health 

Indicators for assessing the progress of implementation of MNRH care priority intervention:

· Maternal Mortality ratio

· Percentage of pregnant women attending at least (??once or more times at) 4 ANC visits

· Percentage of deliveries taking place in health facilities

· Percentage of deliveries conducted by skilled health professional

· Contraceptive prevalence rate

· Adolescent fertility rate

b). Integrated Essential Child Health Services

In order to improve child survival, the health sector will prioritize scaling up of the integrated child survival programme that delivers treatment for malaria, pneumonia and diarrhoea and key messages for other common child hood illnesses. The sector will use a mix of approaches that include public and private health care providers and community based providers. The sector will roll out a Home Management of Malaria (HMM) programme as part of a comprehensive community based child survival strategy fashioned around community Integrated Management of Childhood Illness (IMCI) principles. The sector will in addition expand access to immunization services by all children under-five years of age.  

The integrated community based child survival programme will comprise of three main technical strategies: treatment of malaria, pneumonia and diarrhea by community providers, improved capacity to treat childhood illnesses at heath facility level, and improved quality of care in the private sector. Increased access to effective treatment of malaria, pneumonia and diarrhoea, is vital for achieving the MDG 4 of reducing under-five mortality by two-thirds by 2015
Objective and targets for integrated child survival programme
The overall objective of the integrated child survival programme is to contribute to the reduction of mortality and morbidity in children under five years through prevention, improved treatment and appropriate referral of children with common childhood illness in particular malaria, pneumonia and diarrhea at community, health facility and private sector. 
Key targets to be achieved over the plan period include:

· Reduce Infant Mortality Rate from 102 (in 2000)to 51 per 1,000 live birth by 2015

· Reduce Under five Mortality Rate from 135 (2006) to 68 live birth by 2015

· Increase from 3.6 (2006) to 60 percent the proportion of children under five years suffering from fever/malaria who receive Artesunate+Amodiaquine ccombination within 24 hours, by the end of 2015

· Increase the proportion of children under one year who are fully immunized from 17.03 (2006) to ---- percent in 2015 

· Increase the proportion of children under one year who receive third dose of DPT3 from --- percent in 2010 ---percent in 2015

· Increase from --- percent in 2010 to 60 percent the proportion of children under five years suffering from cough/pneumonia who receive Amoxycillin within 24 hours, by the end of 2015  

· Increase from --- percent in 2010 to 60 percent the proportion of children under five years suffering from diarrhea who are treated with ORS and Zinc within 24 hours, by the end of 2015  

· Increase from --- percent in 2010 to 70 percent the proportion of children with severe illness (as indicated by danger signs) who are promptly referred to formal providers, by the end of 2015  

Strategic objectives and priority interventions
Strategic objective 1: To scale up child survival preventive services

Priority interventions:

· Provide LLINs and promote their use

· Expansion of immunization service delivery, including introduction of new vaccines into the routine programme

· Promote exclusive breastfeeding in the first 6 months

Strategic objective 2: To increase access to quality and effective management of common childhood illness at community and health facility levels.

Priority interventions:

· Selection and training of community providers (Community Drug Distributors (CDD) in a community health package

· In-service training of health personnel at health facilities to improve clinical skills to better manage common childhood illness

· Equipping of health facilities with basic equipment such as laboratory diagnostic equipment and reagents, cold chain equipment etc

· Regular supply of essential medicines and health supplies to CDDS and health facilities

· Regular supportive supervision and monitoring of CDDs and health facilities

Strategic objective 3: To improve quality of care in the private sector

Priority interventions:

· Develop strategy for harnessing the potential of the private sector

· Training of the private health providers in the integrated child survival strategy and to improve their clinical skills to better manage common childhood illness  

· Provision of subsidized medicines to the private sector

· Regular supervision and monitoring

Strategic objective 4: To increase community awareness on the common childhood illnesses and the integrated child survival programme

Priority interventions:

· Development of a communication strategy for child survival strategy/prgramme

· IEC/BCC for community mobilization through multiple channels and opportunities to communicate key messages to caregivers such as interpersonal communication, mass media and print media 

Indicators for assessing progress of implementation of priority child survival programme

· Infant Mortality Rate 

· Under five Mortality Rate 

· Proportion of children under five years suffering from fever/malaria who receive Artesunate+Amodiaquine ccombination within 24 hours

· Proportion of children under one year who are fully immunized  

· Proportion of children under one year who receive three dose of DPT3 

· Proportion of children under five years suffering from cough/pneumonia who receive Amoxycillin within 24 hours  

· Proportion of children under five years suffering from diarrhea who are treated with ORS and Zinc within 24 hours  

· Proportion of children with severe illness (as indicated by danger signs) who are promptly referred to formal providers

. 
c). Nutrition Services

The health sector will prioritize improvement in the nutritional status of the population. In particular the sector will aim at improving maternal, infant and young child feeding behaviors and create awareness to increase demand for the essential nutrition actions, healthy sanitation and food and water safety at the individual and household levels. The health sector will enhance nutrition programmes, particularly at the community level, and improve the nutritional status of the people by increasing access to nutrition services through an integrated health programme.. The sector will partner with the civil society to establish community-based programmes that create awareness of the optimal behaviours and supportive activities that promote and protect good nutrition
Objective and key targets for nutrition services during the plan period

The overall objective of nutrition services is to improve the nutritional status for the people of Southern Sudan, providing the needed health nutrition care and services, and ensuring structures supporting these nutrition services are coordinated and managed effectively and efficiently.
Key targets to be achieved during the plan period

· Increase prevalence of exclusive breastfeeding from --- to ---%
· Reduce the prevalence of underweight among under fives from – to ---%

Strategic objectives and priority interventions

Strategic objective 1: To promote nutrition at community and health facility levels
Priority interventions:

· Development and production of IEC materials and messages with concrete nutrition messages for all levels

· Promote use of different channels of communication (mass media, drama, local dialogue, social marketing, and use of local clubs/groups) to mobilize communities to identify and solve their nutrition challenges

· Supporting the establishment of demonstration sites (eg. For food diversity and quality, preparation, preservation and safety) and shows, or open days to promote good nutrition at the individual and community levels

Strategic objective 2: To promote growth monitoring and malnutrition screening at the community and facility levels

Priority interventions:

· Capacity building of community members in the use of growth monitoring equipment, use of simple screening tools and referral mechanisms

· Mobilization of communities in organizing and conducting community-based growth monitoring and promotion and screening for acute malnourished and micronutrient deficient individuals and referring them for treatment

· Integration  of acute malnutrition and micronutrient deficiency screening into existing health programmes such as IMCI and EPI
Strategic objective 3: To prevent malnutrition 

Priority interventions;

· Advocacy for implementation of interventions and initiatives that promote, protect and support appropriate and healthy maternal, infant and young child feeding and care practices at the facility and community levels

· Increasing the coverage of micronutrient supplementation and deworming

· Promotion of exclusive breast feeding for the first 6 months

· Promotion of fortification of commonly consumed manufactured foods and/or partner with regional trade groups to ensure major foods are fortified with recommended micronutrient  
Strategic objective 4: To effectively manage malnutrition and its effects

Priority interventions:

· Establishment of integrated services to manage severe and modest acute malnutrition at health facility and community levels

· Provide treatment for all forms of micronutrient deficiencies

· Development and dissemination of guidance on the management of malnutrition among PLHIV/TB patients and in addition in malaria prone areas and for children born with low-birth weights

·   Development, production and dissemination of guidelines for feeding children born to parents with HIV

· Establishment of clinical nutritional care and support for patients with non-communicable diseases.

Strategic objective 5: To provide nutritional technical support
Priority interventions:
· Provide technical support to organizations and institutions in integration of nutrition into relevant aspects of operations

· Establishment of safety standards and specifications for all supplementary and therapeutic foods and nutritional supplements

· Research and creating awareness among local food manufacturers of possible complementary foods or supplementary foods that can be produced using local inputs

5.3.3 Control and Treatment of Diseases and Essential Hospital Services

5.3.3.1 Control and Treatment of Communicable Diseases

Communicable diseases are responsible for the biggest proportion of the total disease burden in Southern Sudan. The Health Policy prioritized the prevention and control of Malaria, HIV/AIDS and Tuberculosis and other diseases of public health importance (also called Neglected Tropical Diseases - NTDs). This will be achieved through integrated deployment of evidence-based and cost effective strategies/interventions, especially aspects of case management and vector control. The priority health care interventions in the Cluster of Prevention and Control of Communicable Diseases include Prevention and Control of Malaria, STI/HIV/AIDS, and Tuberculosis and Elimination and/or Eradication of some NTDs such as Guinea Worm, Onchocerciasis, Trachoma, Trypanosomiasis, Lymphatic Filariasis and Schistosomiasis.
a). Prevention and Control of Malaria

During the next five years, the health sector will strengthen and expand the coverage of effective malaria preventive and curative interventions.  The sector will prioritize universal coverage  and use of LLINs; rapid expansion of access to prompt diagnosis and effective treatment of malaria cases; establishment of adequate capacity for quality Indoor Residual Spraying (IRS); , increasing awareness of communities on malaria prevention; and, strengthening M&E systems to document impact of scaled up implementation.  

Objective and targets of malaria control

The overall objective of the prevention and control of malaria is to reduce malaria related morbidity and mortality in Southern Sudan and minimize the socio-economic impact of malaria.

The key targets set for the prevention and control malaria control during the five year period are:

· Increase the proportion of households having at least one Long Lasting Insecticide Treated Mosquito Nets (LLINs)  from 60%% in 2010 to 90% by 2015

· Increase the proportion of children under five years sleeping under an ITN from ----% in 2010 to 80% in 2015

· At least 80% of  structures in targeted areas are sprayed with quality indoor residual spraying (IRS)

· Increase the proportion of children under five years of age with fever that receive anti-malarial treatment according to the national treatment guidelines within 24 hours of onset of fever from ---% in 2010 to 60%  in 2015

· Increase the proportion of health facilities that have malaria diagnostic equipment (microscopy or RDTs) from 28.7%% in 2010 to --% in 2015

· Increase the proportion of pregnant women attending ANC services that receive 2 or more doses of IPT from 18% in 2010 to 40% in 2015

· Increase the proportion of pregnant women sleeping under an ITN from ---% in 2010 to 80% in 2015.

Strategic Objectives and priority interventions
Strategic Objective 1: To increase the population coverage with effective malaria prevention as part of an integrated vector control strategy 

Priority interventions:

· Selective vector control strategies including LLINs, Indoor Residual Spraying (IRS),  and environmental management
· Behavior Change Communication (BCC) to promote use of interventions 
Strategic Objective 2: To provide wide access to appropriate diagnosis and treatment to all affected by malaria

Priority interventions:

· Improved access to confirmatory malaria diagnosis 
· Consistent availability of efficacious antimalarial medicines 

· Health workforce trained and skilled in appropriate management of malaria

· Improved alignment of private sector practices to national malaria control policies
Strategic Objective 3: To deliver a package of preventive and effective treatment to pregnant women

Priority interventions:

· Integration of IPTp into Reproductive Health  services 

· Behavior Change Communication (BCC) to promote ANC utilization 
Strategic Objective 4: To mobilize communities and all sectors of society to promote malaria control and increase adoption of positive behavior.

Priority interventions:

· IEC/BCC for malaria prevention and control

Strategic Objective 5: To detect early and respond rapidly to malaria outbreaks and epidemics. 

Priority interventions:

· Build state level capacity for malaria epidemic preparedness and response

Key indicators for assessing progress of implementation of malaria control strategic interventions

· Proportion of children under 5 who slept under an ITN/LLIN the previous night

· Proportion of children under 5 years of age with fever who received anti-malarial treatment according to the national treatment guidelines within 24 hours of onset of fever

· Proportion of pregnant women attending ANC services receiving at least 2 doses of IPT

· Proportion of pregnant women who slept under an ITN/LLIN the previous night

· Percentage of households with at least one/two ITNs
b). Prevention and Control of HIV/AIDS and STIs
During the next five years, the health sector in collaboration with the Southern Sudan AIDS Commission (SSAC) will focus on six priorities areas for action to address HIV/AIDS: enabling environment; HIV prevention, HIV/AIDS care, treatment, support and impact mitigation; HIV prevention, control and treatment in post-conflict situations and groups; capacity building and monitoring and evaluation. The health sector and SSAC will prioritize strengthening of HIV prevention, care and treatment HIV/AIDS interventions. The sector and SSAC will expand HIV counseling and testing services throughout the country for promoting and providing basic HIV prevention services, increase the participation and engagement of PLHIV (“Prevention with Positives”) in reducing stigma and discrimination in HIV prevention efforts. Use of condoms will be promoted; PMTCT and VCT sites will be expanded and strengthened to ensure equitable distribution of the services throughout the country. The sector will ensure safety of blood for transfusion and universal precautions and infection prevention standards are adhered in all health facilities. Management of Sexually Transmitted Infections will be strengthened through training of health workers in all states and traditional practices that have potential for risk of HIV transmission will be addressed. The sector will prioritize strengthening of the health care delivery system through continuous capacity building of its health workforce and equipping the health facilities to provide timely and quality antiretroviral therapy and management of opportunistic infections and will strengthen the monitoring and evaluation systems for HIV/AIDS. 

Objectives and targets for HIV/AIDS in the Health Strategic Plan

The overall objectives of the HIV/AIDS programme is to contribute to the reduction of morbidity and mortality related to HIV/AIDS and its impact on the development of the country and the livelihood of its population 

Key targets that will be achieved over the plan period are:

· Reduce the HIV prevalence rate among the adult population aged 15 – 49 years from 3% in 2009 to below 1% in 2015

· Increase the percentage of eligible HIV infected people accessing ART from 4.7% in 2010 to 60% in 2015

· Increase percentage of pregnant women who attend ANC that are tested for HIV and know their test results  from --% (10) to --% (15) 

· Increase percentage of women and men aged 15 – 49 years who reported using a condom the last time they had high risk sexual intercourse (non-married, non-cohabiting partner) increased from --% (10) to --% in (15) 

· Percentage of HIV positive pregnant women who received antiretroviral treatment to reduce the risk of mother to child transmission increased from --% (10) to --% (15). 

· Percentage of estimated HIV positive incident TB cases that received treatment for TB and HIV increased from --% (10) to --% in (15) 

Strategic Objectives and priority interventions

Strategic Objective 1: To reduce new HIV infections in Southern Sudan

Priority interventions:

· Information, Education and Communication/Beharviour Change Communication (IEC/BCC) for HIV

· HIV Testing and Counseling (HTC)

· Condom promotion  

· Prevention and management of Sexually Transmitted Infections

· Prevention of Mother To Child Transmission (PMTCT) of HIV

· Universal precaution and Blood safety

· Post Exposure Prophylaxis 

Strategic Objective 2: To provide accessible and utilized care, treatment, support and impact mitigation services

Priority interventions:

· Clinical management of HIV/AIDS including Antiretroviral Therapy (ART) and management of opportunistic infections

· Nutrition in HIV and AIDS

· Home-based Care including Palliative Care

· Scaling up HIV/TB Collaboration 
Strategic Objective 3: To conduct surveillance and research activities to monitor and evaluate the epidemic status  

Priority interventions:

· Annual surveillance activities to monitor the epidemic status

· Conduct targeted surveys like AIDS Indicator Survey

· Monitoring and evaluation

Strategic Objective 4: To strengthen institutional capacity for management of HIV/AIDS epidemic at all levels 

Priority interventions:

· Strengthening management and coordination of HIV/AIDS health sector response at national and decentralized levels (state, counties and payams). 

· Integration of HIV prevention and care in the pre-service curricula

· Procurement and management of commodities, laboratory and logistics for HIV/AIDS

Indicators for assessing progress of implementation of HIV/AIDS interventions:

· HIV prevalence among the adult population

· Percentage of pregnant women who attend ANC that are tested for HIV and know their test results

· Percentage of women and men aged 15 – 49 years who reported using a condom the last time they had high risk sexual intercourse (non-married, non-cohabiting partner)

· Percentage of HIV positive pregnant women who received antiretroviral treatment to reduce the risk of mother to child transmission. 

· Percentage of adults and children with advanced HIV infection (eligible) receiving antiretroviral therapy

· Percentage of estimated HIV positive incident TB cases that received treatment for TB and HIV

· Number of hospitals and PHCCs providing ART and PMTCT services
c). Prevention and Control of Tuberculosis

During the next five years, the health sector will prioritize the expansion and enhancement of community-based Directly Observed Treatment Short course (DOTS) to increase accessibility of TB care to the majority of the population through intensified advocacy for political commitment with increased and sustained financing. TB diagnostic services will be strengthened and expanded to ensure easy access to quality assured diagnostic services. The sector will ensure regular supply of high quality anti-TB drugs and improve TB patient access to free of charge, standardized TB treatment and patient support. Monitoring and evaluation system for TB will be strengthened to have regular comprehensive information on performance and progress on TB care. The sector will systematically address the challenges of the TB/HIV co-infection and MDR-TB through scaling up integrated “One-stop TB services” for TB patients with HIV and will improve early detection of MDR TB by introduction of new diagnostic techniques. All health care providers including public and private providers and traditional healers will be engaged and people infected with TB and communities will be empowered through advocacy, communication and social mobilization. 

Objective and targets for Tuberculosis Control during the Health Strategic Plan 

The overall objective of the Tuberculosis control programme is to reduce the burden of Tuberculosis by 2015 in line with the MDGs and the Stop TB partnership targets.

Key targets to be achieved by 2015:

· Detect at least 70% of new sputum positive TB cases by 2015

· Maintain TB treatment success rate of higher than 85%

Strategic objectives and priority interventions 
Strategic objectives 1: To consolidate and expand the prevention and control of TB services

Priority interventions:

· Pursue high quality DOTS expansion and enhancement

· Address TB/HIV, MDR TB and other challenges 

Strategic Objectives 2: To increase the participation of stakeholders in the prevention and control of TB services

Priority interventions:

· Engaging all health care providers (both public and private providers)

· Empowering people with TB and communities to participate in TB prevention and care and contribute to human rights and gender equity.

Indicators to assess progress of implementation of TB priority strategic interventions:

· Proportion of Tuberculosis cases notified compared to the expected (Case detection rate)

· Proportion of Tuberculosis cases that are cured (TB treatment success rate)

d). Neglected Tropical Diseases 
The Health Policy prioritized the prevention and control of Neglected Tropical Diseases because of their particularly high burden in Southern Sudan. The Health Sector Strategic Plan will thus prioritize the control, eradication or elimination of onchocerciasis, Guinea Worm, and trachoma respectively. At the same times, resources will be availed for the control of Human African Trypanosomiasis and visceral leishmaniasis. The MoH will remain committed to the implementation of integrated control of NTDs using the preventive chemotherapy (PCT) and complementary approaches, as recommended by WHO. This approach targets soil-transmitted helminthes (causing ascariasis, trichuriasis and hookworm diseases), schistosomiasis, lymphatic filariasis, trachoma and onchocerciasis through mass drug administration. This approach will provide a highly cost-effective means to control or eliminate seven diseases by building on existing delivery mechanisms, particularly community-based networks and reduce duplication of efforts

Objective and targets of integrated NTDs control. 

The overall objective of the integrated control of NTDs is to markedly reduce NTD related morbidity and mortality in Southern Sudan and minimizes the socio-economic impact of these diseases.

Key targets that will be achieved during the plan period will be:

· By 2015, all counties in Southern will have been mapped for NTDs

· Proportion of target population reached with an integrated approach of preventive chemotherapy in each round MDA increased from --% in 2010 to --% in 2015

· By 2015, all counties endemic for both onchocerciasis and lymphatic filariasis reached with at least one round of integrated MDA 
Strategic objectives and priority interventions
Strategic objective 1: To develop a comprehensive map of the geographical distribution of the NTDs targeted through an integrated control approach.

Priority interventions:

· Mapping the distribution and endemicity of NTDs in all the counties of Southern Sudan

· Dissemination of maps showing NTDs distribution and endemicity to legislators, key government policy and decision makers, state governments and development partners.

· MDA data collected, collated, analyzed, summarized and disseminated to stakeholders within three months after each MDA round
Strategic objective 2: To increase the geographical coverage of the eligible population with preventive chemotherapy (PCT) to 50% by combining delivery of PTCs under one structure.

Priority interventions:

· Integrated delivery of Mass Drug Administration and SAFE strategy

· Disability management

· Vector control
· Social mobilization

· Capacity building for health workers 

Strategic objective 3: To increase community awareness on the targeted NTDs

Priority interventions:

· Conducting operational research to assess community perceptions and misconceptions on NTDs

· Development and dissemination of of the communication strategy for NTDs

· Implementation of the communication strategy using a variety of communication channels

Strategic objective 4: To ensure integrated NTD control results in health system strengthening by providing the necessary support to existing and new NTD delivery structures at all levels. 

Priority interventions:

· Capacity building of health workers on the integrated NTD delivery approach

· Establishment/strengthening of community-based networks (for example recruitment, training and motivation for village volunteers)

· Integrated supportive supervision

· Strengthening logistics and supplies systems especially drug supply chain
Strategic objective 5: To ensure evidence-based integrated NTD control, through monitoring and evaluation, as well as operational research.

Priority interventions:

· Routine data collection, flows and analysis through the routine HMIS  

· Establishment of sentinel sites for Lymphatic Filariasis in every endemic state (to monitor progress towards elimination) (sites will also provide opportunity to monitor progress in control/elimination of the other target diseases)

· Conduct post-MDA surveys 

· Conduct specific operational research studies  
Indicators for assessing progress of implementation of the priority NTD strategies

· Proportion of Implementing Units submitting MDA records in time (by MDA round)

· Percentage of Implementing Units submitting complete MDA records on time (by MDA round)

5.3.3.2 Control and Treatment of Non Communicable Diseases

The Health Policy recognizes that while infectious diseases must be given priority, attention must also be given to all the key determinants of ill health in Southern Sudan including unhealthy lifestyles, non communicable diseases, mental health and the rising accidents and injuries and disabilities associated with them. 

During the next five years, the health sector will conduct a study/survey to obtain local data on the magnitude of non communicable diseases/conditions in Southern Sudan. The health sector will focus on creating awareness of the general population on the causes, prevention, control and management of Non Communicable diseases/conditions in order to promote healthy lifestyles and behaviors. The sector will also strengthen the health system through provision of appropriate equipment and medicines and health supplies, training of health workers in the prevention, control and management of NCDs/conditions. The sector will enhance collaboration with relevant sectors in the prevention, control and management of NCDs/conditions.

Objective and targets for prevention and control of non communicable deases

The overall objective of the prevention and control of non communicable diseases is to reduce the morbidity and mortality attributable to Non-communicable diseases/conditions through appropriate health interventions targeting the entire population in Southern Sudan. 

Key targets to be achieved during the plan period

· The burden of disease and main risk factors for non communicable diseases/ conditions in Southern Sudan established by 2015

· Increased community awareness on Non Communicable Diseases/conditions increased by ---% by 2015

· All states/counties implementing  social mobilization for the prevention and control of Non communicable diseases/conditions by 2015
Strategic objectives and priority interventions 

Strategic objective 1: To obtain local data on the magnitude of non communicable diseases in Southern Sudan

Priority interventions:

· Conducting a baseline study/survey on risk factors and magnitude of non communicable diseases/conditions in Southern Sudan

·  Dissemination of the study/survey findings to especially policy makers, legislators and development partners 

Strategic Objective 2: To strengthen policy and legal environment for the prevention and control of Non Communicable Diseases/conditions

Priority interventions:

· Development and dissemination of national policy and medium term strategic plan for the Non Communicable Diseases and conditions 

· Advocacy for enactment and enforcement of protective legislations e.g restricted smoking, use of seat belts, drunken driving, rights of the mental ill among others.

Strategic objective 3: To increase and sustain people’s awareness about Non Communicable Diseases/conditions

Priority interventions:

· Development and implementation of an information and advocacy strategy on public health importance of non communicable diseases/conditions

· Creating awareness about the causes, prevention and treatment of Non Communicable Diseases/conditions at community level 

· Enhancing collaboration with other sectors in the prevention, control and management of Non-communicable Diseases/conditions especially Community Development (community based rehabilitation), Transport, Police etc. 

Strategic objectives 4: To strengthen the capacity of the health system to manage Non Communicable Diseases/conditions

Priority interventions:

· Equipping health facilities to manage Non Communicable Diseases/conditions including provision of assistive devices for people with disabilities

· Procurement and supply of medicines for NCDs/conditions

· Training of health workers on the prevention, control and management of Non Communicable Diseases/conditions

· Integration of management of Non Communicable Diseases/conditions into primary health care 

Indicators for assessing progress of priority interventions

· Report/data on burden and main risk factors for NCDs/conditions in Southern Sudan

· Community awareness on NCDs/conditions

· Proportion of the population reached with messages on NCDs/conditions

· Burden of some NCDs/conditions in the general population of Southern Sudan

5.3.3.3 Essential Hospital and Clinical Services

The Health Policy emphasizes the provision of essential hospital services/clinical care in particular provision of emergency care especially Comprehensive Emergency Obstetric Care (CEmOC), and care of common injuries. Hospitals constitute an important and integral component of the National Health System. They provide continuum of care from the first contact and referral hospital care which is an essential integral part of PHC. They are the only health facilities that provide 24-hour services in particular, CEmOC. The health sector will therefore strengthen and improve access to and utilization of hospitals services through the definition of a standardized service package for hospitals, improve the quality of hospital care. The sector will reorganize the OPD and emergency units of hospitals in order to effectively manage outpatients and emergencies and will strengthen the referral of patients between different levels of hospitals. The sector will work closely with relevant sectors and development partners to establish a reliable road, air and river transport system as well as an ambulance service to facilitate referral. The sector will strengthen the management of hospitals through a thorough and comprehensive review of the roles and responsibilities and the organizational structures of different levels of hospitals. The sector will deliberately build the capacities of the hospital staff in planning and management of health services.

Objective and targets for hospital services 

The overall objective of hospital services during the plan period is to provide equitable access for all Southern Sudanese to good quality and affordable hospital services.

The key targets to be achieved by 2015 include:

· Increase Caesarean Section Rate from 0.5% in 2010 to 2% in 2015

· 10 Rural Hospitals, 7 General Hospitals and 3 Teaching Hospitals providing accessible CEmONC and other emergency care 24 hours a day 
The strategic objectives and priority interventions for hospital services
Strategic objective 1: To improve quality of patient care in all hospitals

Priority interventions:

· Development and introduction of a basic package of hospital services 
· Introduction of a quality improvements programme in each unit of the hospitals (e.g. clinical audit, nursing audit, proper nursing records)
· Gazette the national referral network with designated levels of health facilities with requisite capacities and services 

· Reorganization of OPD and emergency care at teaching and other hospitals 
Strategic objective 2: To improve the organization and management of hospital services

Priority interventions:

· Development of framework for hospital services for guiding the growth and development of hospital services in Southern Sudan

· Establishment of management structures for different levels of hospitals (Hospital Management Committees and other relevant management committee for state and county hospitals) 

· Review the management of Teaching Hospitals and establishment of Teaching Hospital Boards
· Capacity building of hospital senior and middle level managers in management and planning

Strategic objective 3: To strengthen internal and external support supervision of hospitals

Priority interventions:

· Strengthening of external and internal supervision to/in the hospitals and communication between all levels of the health care system
· Establishment of hospital information systems including improvement in medical record keeping
Indicators for assessing the progress of implementation of hospital services priority interventions

· Bed occupancy rate

· Hospital beds per population

· Cesarean Section rate

Specialized Hospital Services

Laboratory Services

During the next five years, the health sector will strengthen laboratory services through establishment/renovation, equipping and appropriate staffing of laboratories at all levels of the health system. The Ministry of Health will also develop a Policy on Laboratory Services and define the range of tests for each level of the health system so that required diagnostic capacities in terms of staffing, equipment and reagents are matched with the expected volumes of service. Where opportunities exist in laboratories with good physical infrastructure and personnel, automated equipment such as haematology analyzers and chemistry analyzers will be introduced

Strategic objective and priority interventions for laboratory services
The strategic objective 1: To expand and improve functionality of laboratory services in Southern Sudan.  

Priority interventions:

· Establishment and upgrading of laboratory infrastructure (building and equipment) at respective levels of the health system

· Development of quality standards for laboratories, standardization of equipment and reagents for laboratories 
· Development of Laboratory service policy

Indicators for assessing progress of implementation of laboratory service priority interventions:

· Number of laboratories established/renovated, equipped and staffed with appropriately qualified staff

· Proportion of laboratories providing a full menu of tests supporting the full Basic Package of Health Services at each level of the health system.
Blood Transfusion Services

Priorities for blood transfusion services during the plan period

Strategic objectives and priority interventions
Strategic objective: To ensure the provision of safe and adequate blood and blood products to all the population in need. 

Priority interventions:

· Establishment of a National Blood Transfusion Programme with appropriate organizational structure, human resources and logistics to operationalize it

· Expansion of the blood transfusion infrastructure (blood banks) in all Teaching and State hospitals

· Development and implementation of a strategy for increasing the annual blood collection necessary to meet requirements of all patients in the hospitals

Indicators or measuring the progress of implementation of the blood transfusion priority strategies

5.4 Programme Areas 
Effective delivery of health services requires strengthened and integrated support systems and inputs/programme areas. These components all relate to health system strengthening and improvements in these areas are essential to ensure the three strategic objectives of the Health Strategic Plan are met. The main components of the programme areas or support systems that will be strengthened during the Health Strategic Plan in order to effectively deliver health services include: Leadership and Governance; Human Resources for Health; Health Infrastructure Development and Maintenance; Pharmaceuticals and Medical Supplies; Health Sector Financing; and Monitoring and Evaluation systems (Health Information Systems)

Chapter Three provided a comprehensive situational analysis of integrated support systems in Southern Sudan. This chapter focuses on the priorities, overall objectives, targets, priority interventions for the priority programme areas during the Health Strategic Plan. 

5.4.1 Leadership and Governance 
“Governance (or stewardship) is responsible attention to something entrusted to one’s care”. In the context of health this covers a wide range of functions carried out by the government to achieve national health goals of improved health of the population while ensuring equity in access to health services, assuring quality of services and patients’ rights. Committed Ministry of Health leadership and good governance is very critical in building Southern Sudan’s health system in order to contribute to the achievement of the Vision and Mission of the health sector.
During the HSP period, the health sector will prioritize the establishment and strengthening of leadership and governance structures at all levels of the health systems. The sector will review and rationalize the organizational structures of both MoH-GoSS and SMoHs and prepare job descriptions for all the proposed positions. The sector will build the capacity of MoH-GoSS, SMoHs and CHDs for leadership and management, policy development and analysis, planning and budgeting and will strengthen collaboration mechanisms/ties for planning and budgeting between MoH-GoSS and SMOHs. The health sector will strengthen partnership, coordination and communication with donor partners, NGOs, other public sectors and communities in the implementation of health services. The health sector will strengthen the harmonization and alignment of donor and NGO funding and activities with that of the government in order to minimize duplication of the activities. 

Objective and targets for the leadership and governance of the health sector

The overall objectives of the leadership and governance programme is to improve the leadership and governance of the health sector in order to deliver quality and equitable health services to the population of Southern Sudan. 

Key targets to be achieved:

· Establish at all levels of health system (MoH-GoSS, SMoH, CHDs and Payams) appropriate and functional governance structures to perform their defined roels and responsibilities

· Existence and use of institutional work-plans at all levels of health system

Strategic objectives and priority interventions
Strategic objective 1: To establish and strengthen leadership and governance structures at all levels of the health system
Priority interventions:

· Review and agree roles and responsibilities at all levels of the health system

· Review the organizational structure of Ministry of Health at GoSS and State levels in line with agreed roles and responsibilities and prepare job descriptions for agreed positions.

· Capacity building for leadership and governance at all levels especially at MoH-goSS and SMoHs.

· Mentoring and career development

Strategic objective 2: To strengthen the capacity for policy and planning at all levels  

Priority interventions:

· Capacity building for policy and planning at all levels (especially MoH-GoSS, SMoH and CHDs)

· Development of planning manuals/guidelines for developing appropriate plans and budgets for different levels of the health system
Strategic objective 3: To strengthen the coordination and communication mechanisms within MoH-GoSS and with SMoHs, donors and private sector (especially NGOs) 

Priority interventions: 

· Development and dissemination of a coordination and communication protocol between (and within) the central MoH-GoSS and the State Ministries of Health
· Capacity building in communication skills for senior managers at central and state levels

· Establishment of consultative/coordination forum for health sector stakeholders (under MoH-GoSS leadership) for regular and frequent dialogue among stakeholders
· Development of policy on Public Private Partnership in Health

Strategic objective 4: To establish and implement an effective legal and regulatory framework that will ensure the best professional and ethical health care practice

Priority interventions:

· Review of the current legislation relating to the health sector 

· Development of new health sector legal framework
· Establishment and operationalization of relevant professional councils 

· Capacity building for legal and regulation of the professional councils

Indicators for assessing progress of implementation of the Leadership and Governance priority interventions:

· Proportion of MoH-GoSS Executive Board/SMoH/CHD Management meetings held and key decisions taken and implemented

· Proportion of SMoHs and CHDs preparing and implementing Annual Work-plans

· Number of professional councils established and functional
5.4.2 Human resources for health

Availability of skilled and adequate numbers of health workers is essential for the delivery of health services. The health sector will therefore prioritize the production, recruitment and retention of qualified health workers during the HSP period. The health sector will prioritize strengthening of the Health Training Schools through upgrading, equipping and in some cases meager of some training schools and deployment of adequate numbers of trained tutors in order to increase the production of quality health workers. 

The sector will prioritize recruitment, deployment and retention of trained health workers to ensure adequate numbers and equitable distribution across all the states through development and implementation of an appropriate incentive package, making sure that the majority of health workers access GoSS and State MoHs payrolls and provision of regular supervision at all levels. 
Based on identified skill gaps in the existing health workforce through Training Needs Assessment, the sector will design appropriate in-service training programmes for building the capacities of the existing health workers through Continuing Professional Development. Such in-service training programmes will continuously enhance technical capacity to deliver quality services by developing and using integrated training modules, incorporating necessary updates of all disease programmes, thereby also increasing efficiency of training efforts. 
The sector will strengthen the institutional capacity of the central and state levels for HRH policy, planning and management and establish HR information systems. States will be trained and supported to produce HRH capacity development plans in order to improve their HRH management capacity. At GoSS level, the HRH information system will be established. 

The Ministry of Health-GoSS has already prepared a Policy on Human Resources for Health (South Sudan Policy for Human Resources for Health) and Human Resources Strategic Plan (2007 – 2017) which further articulate the above priorities.
Objective and targets for HRH during the plan period
The overall objective of the human resources for health plan is to increase availability of trained and motivated health workers that are equitably distributed throughout the country for effective delivery of the health services. 

The key targets of the HSP include:

· increase the proportion of human resource for health staffing norms that are filled with appropriately qualified health workers from ??10% (in 2010) to ----% by 2015

· Increase the ratio of Medical Doctor to population from ---- to ---- per 10,000 population

· Increase the ratio of qualified nurse to population from ---- to ---- per 10,000 population
· Increase the ratio of qualified midwife to population from -- to -- per 10,000 population
Strategic objectives and priority interventions
Strategic Objective 1: To strengthen institutional capacity for HRH policy, planning and management at all levels

Priority interventions:

· Capacity building for HRH policy, planning and management at centre and state levels

· Establishment of human resource information systems

Strategic Objective 2: To Strengthen the capacity of health training institutions/schools to produce adequate and quality health workers
Priority interventions:

· Expansion and rehabilitation of infrastructure of health training schools

· Upgrading the skills and numbers of the tutors
· Harmonization of training curricula/programmes and examinations across training schools and hence consistency in qualification
· Establishment of an accreditation system for training schools 
Strategic Objective 3: To improve management practices for human resources for health

Priority interventions:
· Deployment and retention of qualified health workers

· Design and implement employment packages for attracting Southern Sudanese health professional in the diaspora

· Strengthening supportive supervision for human resources for health

Strategic Objective 4: To improve capacity of existing health workers (continuing professional development) in both management and clinical skills through in-service training.

Priority interventions
· Training Needs Assessment to establish gaps in skills of health workers 

· Development of appropriate training modules for in-service training of health workers

· Implementation of appropriate in-service training of health workers

Indicators for assessing progress of implementation of human resources for health priority strategic strategies:
· Proportion of human resource staffing norms that are filled with appropriately qualified health workers

· Ratio of medical doctors to 25,000 inhabitants (population)

· Ratio of qualified nurses to 10,000 inhabitants
· Ratio of qualified midwives to 5,000 inhabitants
· Percentage of health facilities with a midwife present

5.4.3 Health infrastructure development and maintenance

Availability of functional and easily accessible health infrastructure greatly determines population utilization of health services. During the HSP period, the health sector will prioritize rehabilitation/renovation and equipping of existing health infrastructure to improve their functionality. The sector will develop standard building designs and medical equipment lists for all levels of health facilities and undertake construction and equipping of new health facilities at different levels in order to improve geographical accessibility of the population to health facilities and equity in distribution of health facilities. Priority will be given to geographical areas where no health services exist and populations living in underserved areas.
The health facilities and their equipment must be regularly maintained so as to minimize the negative impact on the cost of renovation and repair and delivery of the Basic Package of Health Services. Guidelines and procedures regarding routine maintenance of plant and equipment will be provided.

Objectives and targets of Health infrastructure during the plan period
The overall objective of the health infrastructure development and maintenance programme is be to improve functionality of existing health infrastructure and to increase accessibility to health services to the population in Southern Sudan

Key targets to be achieved by 2015: 

· Percentage of settlements (households) living within 10 kilometre radius of a health facility (geographical accessibility) increased from ------ (?? Year) to ------ in 2015
· Proportion of health facilities providing a full range of Basic Package of Health Services increased from -----% in ---- to -----% in 2015.

· Proportion of health facilities fully equipped with basic equipment for health service delivery increased from ----% in ---- to ----% in 2015.

Strategic objectives and priority interventions
Strategic objectives 1: To improve the functionality of existing health facilities 

Priority interventions:

· Rehabilitation/renovation of existing health infrastructure

· Equipping of existing health infrastructure 
Strategic Objective 2: To increase geographical accessibility of (population) households to health facilities

Priority interventions:

· Development of standard building designs, definition of minimum physical standards and medical equipment lists for different levels of health facilities

· Development of capital investment plan for health infrastructure

· Construction of new health facilities in selected grossly underserved and densely populated areas

· Provision of appropriate medical equipment for health care 

Strategic Objective 3: To establish a functional referral system

Priority interventions:


· Development of national referral policy

· Provision of appropriate transport means for referral

· Provision of appropriate communication facilities 

Strategic Objective 4: Provide a sustainable maintenance programme
Priority interventions:
· Development and dissemination of routine maintenance procedures for plant and equipment

· Building capacity in health facility infrastructure and equipment maintenance
Indicators for monitoring progress of implementation of Health Infrastructure priority interventions:

· Percentage of population (settlements/households) living within 10 kilometers radius of a health facility (or percentage of population within less than one hour walking distance to a health facility)

· Percentage of health facilities with a maintenance tracking system
5.4.4 Pharmaceuticals and medical supplies (to be revised after assessment study)
During the next five years, the health sector will prioritize strengthening of the pharmaceutical regulatory mechanism and quality assurance systems at all levels. The sector will strengthen systems related to the procurement, storage, distribution and accountability of drugs and commodities. Central, Regional and State Medical Stores will be expanded and or constructed to improve the storage capacity for pharmaceuticals and medical supplies and active distribution of pharmaceutical will be encouraged. The sector will explore the option of transitioning the public health sector from the push to pull distribution system based on facilities placing individual orders with Central Medical Stores. Equally important is to ensure rational use of pharmaceuticals, by ensuring that the drugs procured adhere to the Essential Medicine List and standard treatment guidelines and service providers are trained in rational use of medicine. Rational drug use will also be promoted at the community level. In addition the sector will establish and strengthen Drug Therapeutic Committees in hospitals and a national pharmacovigelance system. Use of secure and effective traditional medicine will be promoted.  

Objective and targets of the Pharmaceuticals and medical supplies during the HSP

The overall objective of the Pharmaceuticals and Medical Supplies programme Area is to ensure that every person in Southern Sudan has equal opportunity and access to quality, safe, effective pharmaceutical products and medicine supplies, which are continuously available, affordable and put into rational use.  

Key targets to be achieved by 2015: 

· Increase overall national pharmaceuticals and medical supplies budget from US$ --- per capita in 2010 to  US$ --- per capita in 2015

·  Increase the proportion of health facilities without any stock outs of any tracer medicines (core set of essential medicines - to be determined by MoH) at any time of supervision visit from ----% in 2010 to ---% in 2015
Strategic objectives and priority interventions
Strategic Objective 1: To ensure sound and effective pharmaceutical regulatory mechanisms and a quality assurance system are maintained at all levels.

Priority interventions:
· Establishment of pharmaceutical regulatory systems 

· Strengthening quality control and quality assurance systems for drugs

Strategic Objective 2: To ensure constant availability of quality, safe, and efficacious medicines according to international standards to all segments of the population.

Priority interventions:

· Strengthening medicine selection based on regularly updated Essential Medicine List
· Strengthening partner coordination in quantification, procurement and distribution planning
· Development/review of a national Pharmaceutical Management Information System
· Development and operationalization of  the pull distribution system for pharmaceuticals and medical supplies (Design and pilot the pull distribution system for pharmaceuticals and medical supplies)
Strategic Objective 3: To ensure equitable distribution, storage and affordability of medicines to all areas of the country whether by the government, private or non-governmental organization

Priority interventions:

· Improvement of storage capacity at the Central, Regional Medical and State Stores to ensure the quality and safety of medicines

· Capacity building in storage and inventory management
Strategic Objective 4: To facilitate and actively promote rational use of medicines 
Priority interventions:

· Capacity building of health providers (prescribers and dispensers in both public and private sectors) and provision of correct medicine information to communities on rational use of medicines

· Establishment of Drugs and Therapeutic Committees in hospitals
· Supportive supervision to states and counties
· Establishment and strengthening of pharmacovigilence activities
Monitoring indicators for assessing progress of implementation of pharmaceuticals and medical supplies interventions will include:

· Per capita (in $) expenditure on pharmaceuticals and medical supplies

· Percentage of health facilities without any stock outs of any tracer medicine at any time of supervision visit 
· Number of Drugs and Therapeutic Committees in hospitals established and functional

· Percentage of facilities submitting pharmaco-vigilence reports

5.4.5 Health Financing

During the next five years, the health sector will mobilize additional resources from Government, donor partners and NGOs to improve the financial resources available to the health sector and increase the per capita expenditure on health that is commensurate with international recommended levels. 

In order to efficiently and effectively utilize the additional funding from donors and NGOs, the MoH-GoSS will strengthen the coordination mechanisms with donors and NGOs to minimize duplication of the activities that are already taken care of in the GoSS budget. As part of its stewardship role, the MoH-GoSS will establish effective and efficient resource allocation mechanism to different levels of care in order to meet the needs of the entire health sector. The Ministry of Health-GoSS in collaboration with MoFEP-GoSS will establish and strengthen budgetary interrelationships between SMoHs and MoH-GoSS. Such mechanisms will ensure that sector priorities are budgeted and coordinated at all levels of the health system through a comprehensive sector budget, incorporating inputs from all levels.

 In order to increase access of the poor to health care, the MoH-GoSS will continue to advocate and implement the policy of free health care especially at the Primary Health Care level. The Ministry of Health will continue to build capacity for improved financial management at all levels of the health system. The sector will also strengthen the procurement system to improve the procurement of goods and services for the health sector.
Objective and targets for health sector financing during the plan period
The overall objective of the health sector financing programme area for the HSP is to raise sufficient financial resources to fund the plan whilst ensuring equity and efficiency in resource mobilization, allocation and utilization during the plan period. 

The key targets to be achieved over the next five years;

· Increase the per capita GoSS health expenditure from US$7.6 in 2010 to US$15 in 2015 
· Increase the proportion of GoSS budget allocation to the health from 4.2% in 2010 to 12% in 2015

· Increase budget expenditure rate from 56% in 2010 to 90% in 2015

· Increase percentage of MoH budget allocation to states (conditional grants) from 24% in 2010 to 65% in 2015
Strategic objectives and priority interventions

Strategic Objective 1: To mobilize sufficient resources for the health sector
Priority interventions:

· Formulation of the Health Financing Strategy for Southern Sudan

· Development and implementation of resource mobilization strategies

Strategic Objective 2: To ensure effectiveness, efficiency and equity in resource allocation and utilization. 
Priority interventions:

· Establishing and strengthening collaboration mechanisms for planning and budgeting between MoH-GoSS and SMoHs/CHDs

· Improvement of resource allocation of the health sector budget in line with the GoSS’s health care priority of focusing on Primary Health Care 
· Monitoring financial disbursements and budget performance at all levels 

· Improvement of alignment and harmonization of donor aid/funding

Strategic Objective 3: To ensure transparency and accountability in resource utilization. 
Priority interventions:

· Capacity building for financial management at the national, state and county levels

· Strengthening of financial information management at all levels of the health system

Strategic Objective 4: To strengthen the procurement systems for the health sector  
Priority interventions:

· Capacity building for MoH staff at central and state levels in procurement 

· Development of manual to guide procurement in MoH

· Establishment and operationalization of a Procurement Committee in MoH to oversee the procurement system 

· Regular monitoring of procurement contracts implementation 

Indicators for assessing progress of implementation of health financing strategic interventions:
· Per capita health expenditure

· Government expenditure on health as percentage of total government expenditure

· Donor expenditure on health as a percentage of total health expenditure

· Out of pocket expenditure as a percentage of total health expenditure 
5.4.6 Monitoring and Evaluation Systems
Monitoring and Evaluation (M&E) systems help in assessing the relevance and impact of the health sector policies and strategies on the health status of the population. They also help in monitoring health system and health services indicators to ensure progress towards universal access to the basic package of health services. This means assessment of the accessibility, equity, effectiveness and efficiency of the health care system in its provision of services to the population. 
The health sector will prioritize strengthening of the M&E systems during the HSP period. The health sector will roll out the revised Monitoring and Evaluation framework at all levels of the health care delivery system. Data collection tools and reporting formats will be standardized and integrated and rolled out to all the states and counties. The sector will build the capacities of health workers at all levels in the use of data collection tools, data analysis and use in decision making and planning, and communication. The sector will introduce DHIS at central, state and county levels to facilitate the analysis of the data collected. It will also build capacity of especially MoH-GoSS and SMoHs in carrying out health sector surveys and evaluation studies. The sector will set up communication mechanism to support data flow and feedback, strengthen supportive supervision of the health sector at all levels through the use of Quantified Supervision Checklists and conduct regular reviews at all levels to track progress of implementation of the priority interventions. The sector shall streamline and support research in the health sector that will provide evidence for the use of policy and decision makers and ensure that research activities are related to its priorities and/or contribute towards improving the health status of the people of Southern Sudan (determine health research priorities). 
Objective and targets for Monitoring and Evaluation system during the plan period
The overall objective of the Monitoring and Evaluation system is to provide information at all levels of the health care system to guide evidence based policies, strategies and services provision to ultimately improve the health status of the population of Southern Sudan.

Key targets to be achieved over the plan period:
· By 2015 all functional health facilities in Southern Sudan will be collecting data using MoH-GoSS registers and reporting on time to higher management levels
· By 2015 data flow will be following management levels with unified routine HIS report and feedback provided to all (10) states, 75% of functional counties (30) and 50% of functional health facilities
· By 2015 fully functional M&E systems and databases with DHIS platform well established for data entry, analysis and report at MoH-GoSS, in all 10 states and selected counties in Lead Agency States, paper HIS feeding the system in health facilities and counties
Strategic objectives and priority interventions
Strategic objective 1: To roll out the Monitoring and Evaluation framework at all levels of the health system in Southern Sudan

Priority interventions:
· Standardization and integration of data collection tools for routine data collection procedures
· Production, distribution and dissemination of routine data collection tools at all levels

· Development of standardized non routine data collection tools and procedures
· Capacity building for health workers at all levels on routine data collection tools (registers), analysis and use of information for action and capacity building for MoH-GoSS and SMoH to undertake health sector surveys and evaluation studies (non routine)
· Data collection, analysis, dissemination and use in decision-making and planning at all levels
Strategic objective 2: To streamline data flow following management levels
Priority interventions:

· Develop and disseminate plans for data flow of the routine HMIS (from health facilities to CHD, SMoH and MoH-GoSS)
· Undertake necessary management changes in the management system to allow effective decentralization and decision making to lower levels of the health system particularly counties

Strategic objective 3: To strengthen systematic supportive supervision, communication for action and feedback at all levels
Priority interventions:

· Establishment of regular communication and feedback at all levels by means of a Health Bulletin distributed to all levels of health system and partners.
· Supportive supervision at all levels of the health system by using the Quantified Supervisory Checklist.
Strategic objective 4: To develop and promote health research as a tool for an innovative and creative response to health problems; and for the planning, development, and evaluation of health polices and strategies 

Priority interventions:

· Establishment and operationalization of the Research and Ethics Review Board to review and approve research proposals

· Undertake strategic and operational research in the health sector that tests hypothesis within the domain of health and social sciences at all levels of the health system

· Establishment of a framework for the dissemination of research findings and provide an enabling platform for the use of the findings to assist in policy formulation and decision making
· Capacity building for MoH staff especially at central and state level in research 
Indicators for monitoring progress of implementation of M&E priority interventions
· Routine data collection tools standardized and integrated

· Non routine data collection tools developed

· Percentage of health facilities that have the 6 basic registers, reporting formats and supervisory checklist in place 

· Percentage of health facilities reporting timely

· Percentage of counties/states reporting timely

· Health Bulletin developed and distributed regularly to stakeholders

Chapter 6
Implementation Arrangements for the Health Strategic Plan

The GoSS HSP was developed through a consultative and participatory process with all the key stakeholders in the health sector. The process was led by MoH-GoSS and with the participation of development partners, NGOs and State Ministries of Health. The HSP will be implemented by all the stakeholders in the health sector of Southern Sudan. The scope of the strategic plan is therefore national. As such achievement of its targets is the collective responsibility of ALL stakeholders and service providers. This chapter details some of the key implementation arrangements for the HSP.

6.1 Decentralization 
Southern Sudan has a decentralized system of government. The Interim Constitution of Southern Sudan, 2005 defines three levels of governments: a) the government of Southern Sudan level which exercise authority in respect of the people and states in Southern Sudan; b) the state level of government, which exercise authority within a state, and render public services through the level closest to the people; and c) local government level within the state, which is the closest level to the people. The Health Policy (2007-2011) details the roles of Ministries of Health at different levels of the governments and health system, which are spelt out in Section 2.3.2 of this strategic plan 
The different levels of government and health system will therefore implement the HSP in line with the respective roles and responsibilities as defined by the Interim Constitution and Health Policy.

6.2 Roles of different stakeholders

The roles of Ministries of Health at different levels of government have been spelt out in Section 2.3.2. In order to achieve the objectives of the HSP it is important that the Ministries of Health at different levels work in partnership with other government departments/agencies, partners, NGOs and private sector. 
Other government sectors/departments/agencies will have roles to play in the implementation of HSP depending on their constitutional/organizational mandates and responsibilities. Activities of health-related sectors/departments/agencies in particular agriculture, livestock and animal industry, fisheries, water development, education, community development, transport and roads, gender etc, have positive impact on the health of the population and hence contribute to the achievement of HSP objectives. The Ministries of Health (GoSS and State), will have to harness the contribution of these sectors/departments/agencies towards the achievements of HSP objectives through strong and effective intersectoral collaboration.
Development partners (bilateral, multi-lateral and UN agencies) will be responsible for contributing financial resources and technical assistance towards the implementation of the HSP.
The civil society organizations comprising of international and national NGOs, community and faith-based organizations will be responsible for providing health services (preventive, promotive, curative and rehabilitative health services) through the hospitals and health facilities or work directly with communities. Their responsibility is to follow government guidance, provide advocacy and community mobilization, sensitize communities and provide health services.  

The private sector, which can be divided into two groups; for-profit health care providers and manufacturers and distributors of health related products, will be responsible to provide appropriate, affordable and high quality health products and services; follow government guidance and contribute to positive behavior change by advertising.

The communities, their leaders (political and religious) and their community health workers are crucial partners in the implementation of the HSP. They will be responsible to advocate and mobilize, actively participate in and contribute to HSP activities and consume health services or products in accordance with the guidance provided by MoH.  

6.3 Annual operational plans

The Health Strategic Plan is a national strategy that guides implementation of priority strategies/interventions in the health sector that will lead to the achievements of the targets as set in the national plan and MDGs. The plan does not provide details on activities that will be implemented by different levels of government and health system and stakeholders over the five year period. In order to operationalize the HSP, the MoH-GoSS and its various central level departments/technical programmes, SMoHs and key stakeholders will develop strategic plans and annual operational plans and set targets for each year in line with the HSP and GoSS/State Planning and Budgeting Guidelines. 

At state level, annual state implementation plans will be prepared with technical guidance from State Budget Planning Committees and input from the County Health Departments, payams and health facilities. The annual work-plans that will be prepared will form the basis for budget allocations and disbursements to SMoHs, CHDs, payams and health facilities for their operational functionality.  Health needs and priorities differ between different states. It is therefore appropriate that the development of operational plans is institutionalized at decentralized levels for the identification of priorities, which are state specific. 

Operational plans will show detailed activities and a schedule of when and by whom they will be carried out, logically linked to each output. Each activity will specify a budget, based upon a calculation of required inputs. In this way, the activities of all actors at decentralized levels will be consistent with overall strategic direction of the HSP and ensure all components of the health system work towards the same objectives and goals.

The annual operational plans at different levels of governments will respect the Government of Southern Sudan’s budget cycle timetable and be prepared in time to inform the budget for the following year’s activities. 

6.4 Contracting-out health service delivery

Under the Interim Constitution and the Health Policy, the responsibility for service delivery lies with Local Governments. The state level governments render public services through the level closest to the people (local government). The CHDs and Payams are therefore responsible for health service delivery. Due to limited capacity of the CHDs and Payams to deliver health services and limited capacity of SMoHs to support them as a resulted of many years of armed conflict and the resultant collapse of the public sector, the NGOs have been providing the bulk of health services. 

After the CPA in 2005, the MoH-GoSS entered into formal agreements (contracts) with a number of NGOs to provide health services in some states. The MoH-GoSS therefore contracted-out some Lead Agencies to support a number of states in the management and delivery of health services. During the HSP period (2011-2015), MoH-GoSS will continue to contract-out the management and delivery of health services. The MoH-GoSS will procure the services of credible and experienced Lead Agencies (either national or international) and sign contracts with them for the management and delivery of health services in each state. The Lead Agencies will then sub-contract NGOs to deliver health services in the counties. The MoH-GoSS and SMoHs will concentrate on the stewardship role of providing oversight, policy and planning, and monitoring and evaluation. The MoH-GoSS will also continue to build capacities of SMoHs and Local Governments (CHDs and Payams) to take over their constitutional role of service provision in future. As part of the transition, the MoH-GoSS and SMoHs/CHDs will gradually take on more responsibility of service provision. 
6.5 Aid Architecture

Like in most sub-Saharan countries, external funding to the health sector from development partners and NGOs represents the biggest source of funding to the health sector in Southern Sudan. The way external funding is therefore managed and utilized will greatly influence the effectiveness and efficiency of service provision within Southern Sudan. After the CPA in 2005, GoSS and major development partners established the MDTF to channel donor financial resources for the development of Southern Sudan. The establishment of MDTF facilitated the pooling of substantial resources from development partners and enabled GoSS to deal with one single entity (World Bank which was selected to manage the MDTF funds) rather than dealing with each individual development partner. This resulted in reduced transaction costs, minimal duplication of effort and targeting of donor resources to priorities of government as spelt out in respective sector policy documents like the Health Policy. 
Pooling of donor resources through the MDTF has greatly improved donor aid effectiveness in Southern Sudan. The MDTF arrangement is however coming to an end in June 2011. During the HSP period, a similar mechanism of pooling financial resources, like the MDTF, will be established with the MoFEP leading the process. The development partners and GoSS will pool their resources into a Basket Fund which will be managed by a mutually agreed in-country organization/agent. Development partners and GoSS will indicate the amount of funds they are going to contribute to the Basket Fund over the three year Budget Sector Plan period. This is important in ensuring the predictability especially of donor resources in financing government programmes. The Basket Fund could initially be managed by a management agent, but in the medium to long term, the fund should be managed by GoSS preferably in MoFEP  

In order to facilitate the process of building the capacity of government, promote alignment of development aid with the priorities of GoSS and ensure government leadership and ownership, the basket funds will be planned and budgeted for using the GoSS system. During the annual budget preparation process, MoFEP will allocate the available basket funds (from both development partners and GoSS) to agreed priority sectors. The amount to be allocated to each sector will depend on the amount of resources committed to the basket from all sources for that year, priorities of government and ability of sectors to articulate its priorities. The amount allocated to each sector will be communicated to sectors through the Budget Call Circular issued by MoFEP during the course of the budget preparation process. MoH-GoSS, in consultation with its development partners, will then allocate its share of the funds to MoH-GoSS directorates and programmes and SMoHs. The allocations to SMoHs will include funds for Lead Agencies contracted to manage and delivery health services in the respective states.

Chapter 7
 Monitoring and Evaluation of Health Strategic Plan

Health sector stakeholders will participate in the monitoring and evaluation of the HSP to assess progress of implementation of agreed priority strategies and achievements of the set targets. 

7.1. Mechanisms for Monitoring and Evaluation
A set of indicators shown in Table 7.1 below is the selected key indicators for measuring the health sector performance in the next five years. Included are some of the key indicators which aim to measure progress towards the attainment of the HSP objectives and outputs/outcomes and MDGs. The main source of data for monitoring and evaluation of the health sector shall be the HMIS, which is an integral part of the M&E system. During the implementation of HSP, one of the major priorities will be to strengthen the HMIS through harmonization and integration of data collections tools, provision of the requisite tools to all levels of the health system and in-service training of all staff involved in data collection and analysis. The M&E Department of MoH-GoSS will be responsible for production of quarterly and annual reports using data from the HMIS. Other sources of data or information for measuring the sector performance include sentinel site surveillance systems, household surveys, MICS, Health Facility Assessments, LQAS, Supervision reports and specially commissioned surveys and studies such as National Health Accounts, Health PER, client satisfaction surveys, and disease programme reports.
7.2
Joint Sector Review
Stakeholders will carry out health sector performance review annually. The review will be led by the MoH-GoSS, as part of the joint health sector review. The meeting will be attended by both internal and external stakeholders in the sector and will use the annual and periodic performance indicators as the basis for assessment. The MoH-GoSS will prepared a report on health sector performance and present it during the joint sector review annually. The report will highlight the progress made and challenges experienced in the health sector for the year. 
The main aim of the joint sector review is to assess progress made in the sector, identify challenges and reasons for them. A joint review will harmonize the annual reviews of development partners and thereby reduce the transactions costs of multiple external missions. The results of the reviews will be used to inform future strategies and plans and to reconcile plans with available budget by agreeing on the most pressing priorities.

In addition to the joint sector review, the Health Assembly (GoSSHA) will also be held annually. The two meeting will be held one after the other, with the output of one feeds into the other. Membership of the GoSSHA will comprise of much wider representation of all the key stakeholders in the health sector.
Table 7.1 Key indicators and targets for monitoring of the HSP
	No.
	Indicator
	Purpose (what it measures)
	Baseline Value (2010)
	Target for MDG 2015
	Target for HSP 2015
	Data Source
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7.3. Evaluation

As discussed above, Joint Sector Reviews with all development and implementing partners will take place annually using all information available. HSP will be externally evaluated at mid-term (mid 2013). A final external evaluation will be planned in the last half of 2015, in time for the results to feed into the planning process for the next HSP (HSP II).
7.4. Communication on progress of HSP implementation 
Each year after the Joint Annual Review and Health Assembly (GoSSHA), a report will be produced with findings and recommendations, which will be widely distributed to all partners and stakeholders at national, state and county levels. Similarly results of any external reviews or evaluations will be disseminated. The M&E Department of the MoH-GoSS will monitor the implementation of the recommendations resulting from the annual reviews and external evaluations and prepare a report that will be presented and discussed at the following year’s review.
Chapter 8:
Costing and Financing of the Health Strategic Plan

8.1 Costing of the Health Strategic Plan

8.2 Financing of the Health Strategic Plan
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Annex 1: Logframe for Monitoring and Evaluation Framework for the Health Strategic Plan
	Programme 
	Objective Verifiable Indicator
	Baseline Value (2010)
	Target (2015)
	Means of Verification
	Assumptions

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Malaria Control
	Proportion of children under 5 who slept under an ITN the previous night
	
	
	
	

	
	Proportion of households owning at least one ITN
	
	
	
	

	
	Proportion of structures in targeted areas sprayed with quality IRS
	
	
	
	

	
	Proportion of children under 5 years of age with fever who received anti-malarial treatment according to the national treatment guidelines within 24 hours of onset of fever
	
	
	
	

	
	Proportion of health facilities with malaria diagnostic equipment (microscopy or RDTs)
	
	
	
	

	
	Proportion of pregnant women attending ANC services receiving at least 2 doses of IPT
	
	
	
	

	
	Proportion of pregnant women who slept under an ITN the previous night
	
	
	
	

	
	Percentage of malaria epidemics detected within two weeks of onset and properly controlled
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Figure 3.1: Major causes of morbidity in all age groups seen at heath facilities 


(UNICEF OLS Database: 2005-2007)
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                          Key Output targets by 2015


Percentage of children < 1 yr receiving 3 doses of DPT vaccine according to schedule increased from --% to --%


Percentage of households with at least one ITNs from estimated --% to --%


Total (GoSS and NGOs) per capita OPD utilization from – to –


Percentage of deliveries taking place in a health facility from --% to -% 


Percentage of health facilities without any stock outs of core essential medicines from ---% to ---%


Percentage of eligible HIV infected people accessing ART increased from 4.7% in 2010 to 60% in 2015


Proportion of TB cases that are cured from ---% to ---%








                        Key outcome targets by 2015


Reduce Infant Mortality Rate from 102 to --per 1,000 live births


Reduce Under-5 Mortality Rate from 135 to-- per 1,000 live births


Reduce Maternal Mortality Ratio from 2,054 to – per 100,000 live births


Reduce Total Fertility Rate from – to ---


Increase Contraceptive Prevalence Rate from 3.5% to --%


Reduce HIV prevalence at ANC sentinel sites from 3% to less than 1%


Reduce stunting in children under five years from --% to --%





                              Vision/Mission                                              Healthy and productive population fully exercising its human potential








                              Health Sector Objective                                       -                 Reduced Morbidity and Mortality





                                                        Levels of Interventions                                                                                           -                      Family-oriented/Population-oriented/Individual Clinical Services





Strategic Objective 
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Control of Communicable and Non Communicable Diseases and Essential Hospital Services





Health Promotion and Disease Prevention 





Maternal, Neonatal, Child and Reproductive Health Services
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Attained DPT-3 	

2006	2007	2008	2009	2010	2011	15	20	22	43	cMYP Targeted DPT-3 	

2006	2007	2008	2009	2010	2011	15	30	50	70	80	90	Performance Year
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