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LIST OF ABBREVIATIONS
	ANC
	Antenatal care

	BHC
	Boma (village) Health Committee

	BPHS
	Basic Package of Health Services

	BSF 
	Basic Service Fund

	CHO
	County Health Officer

	CHW
	Community Health Worker

	CMW
	Community Midwife

	CO
	Clinical Officer

	DFID
	Department For International Development 

	DOTS
	Directly Observed Treatment (for tuberculosis)

	EmONC
	Emergency Obstetric and Neonatal Care 

	EPI
	Expanded Programme of Immunization

	GoSS MoH
	Government of Southern Sudan Ministry of Health

	HHP
	Household Health Promoter

	HIV
	Human Immunodeficiency Virus

	IECHC
	Integrated Essential Child Health Care

	IMCI
	Integrated Management of Child Illnesses

	LLITN
	Long Lasting Insecticide Treated Nets

	MCH
	Maternal and Child Health 

	MCHW
	Maternal and Child Health Worker 

	MO
	Medical Officer

	MW
	Midwife

	MOH
	Ministry of Health

	NGO
	Non Governmental Organisation 

	PHCC
	Primary Health Care Centre

	PHCU
	Primary Health Care Unit 

	PTMTC
	Prevention of Transmission (of HIV) from Mother To Child 

	SC US
	Save the Children US

	STI
	Sexually Transmitted Infection

	TB
	Tuberculosis

	TBA
	Traditional Birth Attendant

	VCT
	Voluntary Counseling and Testing


1 Executive summary

1.1 Foreword

In July 2008, the BSF Secretariat introduced a Peer Review, in which 8 Grant benefitting NGOs, implementing health programmes, participated. One NGO reviewed another NGO, based on a brief ToR (see attached to this report). The focus of review was on Primary Health facilities (PHCCs and PHCUs), including training, management support to assess the situation of the construction and rehabilitation of buildings and utilities, and the functionality of PHCU and PHCC. Furthermore, the staffing of MoH at County and State level were briefly described, the actual and minimum required staff levels of medical staff and the last 12 month drug supply was analyzed. Lastly, the sustainability of health services were analysed, such as the earliest possible handing-over date of PHCU and PHCC to owners and local government, and inquiry on other issues, such as the existence of mobile clinics, the training needs and opportunities, and estimations of the population actually directly benefiting from the facilities. 

The main results of this peer review, based on analysis of 7 peer review (one peer reviewer carried out a review mission but did not submit a report) are consolidated in this report. It should be noted that the peer review reports were neither are all written in the same format, nor provided the same level of detail for the issues reviewed. The quality of report therefore differed. Only those data, presented in a precise and reliable manner, have been consolidated in this report. This consolidation report includes therefore the basic building status data (type of building, phase of construction / rehabilitation) of all PHCCs and PHCUs assessed, because all information was presented, and information on around 70% for other issues (i.e. the profile of delivery of services) of all facilities reviewed, because some data were lacking or confusing.

1.2 Main results 

The majority (67%) of reconstruction or rehabilitation projects are completed or nearly completed and another 20% of projects show a realization rate between 50% and 95%. 13% of total reconstruction / rehabilitation were below 50% of progress in this regard. In practice, all completed facilities have access to safe water through boreholes and are equipped of latrines (71% of all projects). 
Boma (i.e. village) Health Committees or other committees (water users committees) have been trained in the maintenance of boreholes and latrines. However, some facilities targeted still were depending for their water supply on other sources. In some health facilities this is dependent on rivers (although filtered and/or treated is often indicated) but also other unsafe sources. 

The communities are the main owner of PHCUs and PHCCs, while NGOs are the employer of most of the health staff in the facilities reviewed. The major source of financing of the PHCUs and PHCCs reviewed, has been external aid. NGOs provide considerable support to the management of health facilities. The management capacity of the Boma Health Committees in place develops slowly. Boma Village Health Committees (BHCs) were often presented as “Village Health Committee”. While this reports follows describing BHC as committees (according to GoSS Health Policy), their roles and functions vary in practice. 
The capacity of local government develops slowly. Some states (i.e. Upper Nile) committed relatively more resources than other States to posting and supporting County Health Departments, headed by a County Medical Officer of Health (CMoH), but very little actual budget allocations to County Health management and to support staffing and operations of PHCU and PHCC were observed.
About 51% and 44%of the elements of the basic package of health services (BPHS; Version 2007 used during this review) are delivered by PHCCs and PHCUs respectively. PHCCs situated in large urban areas perform much better in coverage of BPHS elements, than those in small towns / rural centres.

The service area most affected by a lack of appropriate and qualified staff is Reproductive Health (RH), including assistance to normal delivery. Community health workers, “mono-purpose” health workers (such as EPI vaccinators, traditional birth assistants) or health extension workers (household health promoters, MCH workers) are trained by NGOs and contribute significantly to delivering essential care. However, difficulties in complying with algorithms and guidelines (as noted for integrated essential child health, IECH) demonstrate the limits of the capacity and possible utilization of these agents.

82% of the drugs and consumables are supplied by NGOs. Local (County-level) government had neither plans to take over the facilities, nor were State-level development plans in place, for the provision of the costs of these facilities. The actual and anticipated costs of facilities were not well known nor studied.

2 Status of facilities 

2.1 Progress of civil works projects

The overview given by reviewers on the progress of the phase and quality of construction / rehabilitation work, and the status of health facilities is generally good. In 67% of facilities (PHCUs and PHCCs) construction was completed between 95% and 100%. In 20% of facilities, work was progressing from 50% to 95%, while only 13% of facilities less than 50 %of works had been completed. 

Table 1. Progress of civil works 
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Safe access to water is available in 63% of facilities through boreholes and village-level committees and volunteers that are trained in the maintenance of boreholes. 37% of facilities access water from the rivers, ponds or rain water collection / distribution. Only where open source water is filtered and treated (chlorinated) can it be considered as safe.
Table 2. Safe water
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71% of all PHCCs and PHCUs reviewed are equipped with latrines. Village health or other committees have been trained in the maintenance of boreholes and latrines. However some reviewers remarked that the commitment of these committees has to be continuously sustained.

2.2 Ownership and management

Most health facilities are owned by the communities (64% of PHCUs and 56% of PHCCs). The local governments own only 33% of PHCCs and 18% of PHCUs and manage 33% of PHCCs and no PHCUs.
Table 3. Ownership of PHCC and PHCU

	
	PHCC
	PHCU

	Ownership
	
	

	Community
	56%
	64%

	Government
	33%
	18%

	Other
	11%
	18%


Boma health committees are reported as the main manager in 33% of PHCCs and 27% of PHCUs. NGOs are involved by managing health facilities directly and through supporting Boma health committees in the management of 44% of PHCCs and 73% of PHCUs.

Table 4. Management of health facilities

	Management
	PHCC
	PHCU

	Govt.
	33%
	0%

	BHC
	33%
	27%

	Involvement of NGO with BHC
	44%
	73%

	Community involvement
	33%
	82%

	Handover plan
	11%
	0%


Communities are involved in 33% of PHCCs and 82% of PHCUs but it is difficult to appraise their feelings of ownership.
3 Staffing of MOH at county and state level 
The reviews do not provide systematically information on the structure and staffing of the health authorities at State and local level. In general, the local health administration is developing slowly. Despite a lot of advocacy by NGOs for the appointment of County Health officers, a number of County Health Departments/ Offices are still not established. Reasons for not appointing these officials vary from those clearly linked to the scarcity of qualified public health professionals, or to the hardship of some duty stations, to other less clear reasons. A lack of clear directives in the public administration regarding the necessity of creating this position in the local administration appears to be an underlying reason. 

The establishment of County Health Offices is crucial to ensuring coordination and sustainability of the PHC network. A number of Counties in various states have no health offices and staff yet. This, of course, makes handing over the PHC facilities very problematic, although the majority of health facilities interviewed are owned by the communities.

The NGOs play a vital role in maintaining the liaison between the PHC facilities and the health authorities generally. While a good number of facilities are owned and managed by the community the review does not show the existence of strong links between Boma development committees, or health committees, and county health authorities. 

Health committees seem to engage in the establishment and maintenance of the physical structure of the facility but – apparently – there have been no joint meeting or consultations between county offices or MOH, communities and NGO to examine the challenge of the handover of the facilities.  

3.1 Upper Nile State

According to the Director General of the state MOH, the ministry is functional, the posts in the structure are filled and the staffs are on state payroll. State MOH plans the deployment of County Health Officers (CHO) in all counties by end 2009. 

· In Baliet County, the CMoH is appointed but has no budget for doing his work. GOAL is partially supporting the CHO office in Baliet. 

· Mabaan County. A CMoH is appointed and is in place. SC US remarks that the appointment of the CMoH in this County allowed easier relations with the state MoH.
· Kodok County. A CMoH is appointed and is in place. His functions relate mainly to supervision and management of cold chain. 

· Fashoda County. A CMoH is appointed and is in place. 

· Melut County. The CMoH is not appointed yet. Health staff were paid mainly by MEDAIR. 

· Maiwut County. No CMoH appointed so far although SC US strongly advocated with the Commissioner for this post to be filled. 

3.2 Eastern Equatoria

The organizational structure of the state MOH was not yet in place when the review was done. Health administration is still poorly developed in the State and there are no County Health offices.
3.3 Warrap State

There was no established County Health Office/ Department in Tonj East or Tonj North County.

3.4 Central Equatoria

The health facilities reviewed are located in Juba town, and coordination of the PHC facilities is apparently well cared of by the local health authorities. The review does not provide specific information on Juba County Health Office.
4 performance of PHCUs and PHCCs
4.1 Basic Package of Health Service (BPHS) provision

Although the reviewers provided different levels of detail on the major types of services delivered (such as antenatal care, child health), few reviews benchmarked the activity of the facilities against the specifications of the BPHS as detailed in the GoSS MOH BPHS document 2007. 

It appears that in most PHCUs and PHCCs, activities are essentially facility based and oriented to case management, and community-based prevention and health promotion are yet to be developed to their full potential. The reviews indicate that there is a difficulty in mobilising communities and village committees effectively; furthermore transport means are scarce and do not allow for more intense and regular outreach activities than EPI. 

A picture of a rather passive Primary Health Care approach appears from the reviews, with little mobilisation of communities and households around shared health objectives. 

The reviews show that BPHS elements as growth monitoring, STI (syndromic treatment), DOTS, and also assistance to normal and complicated delivery have to be strengthened. An important issue is also the development of a surveillance system for monitoring public health threats. 

Communities might be mobilised around challenges of collective interest ,such as the organization of transport and referral, prevention of malaria and child malnutrition. 

4.1.1 Community based delivery

With community based delivery is meant, those services provided through activities of “extension workers” (household health promoters, maternal and child health workers) or health committees in the community.

The reviews provide little information on community activities of extension workers who seem more often delivering services from health facilities than running activities in villages and households. However, the first versions of the BPHS issued by GoSS MoH in 2007 were not very detailed on the elements of community-based care and on the tasks of the extension workers. The GoSS MoH is currently reviewing the specifications of the BPHS introducing more details on the elements of service and the standard modalities of delivery. 

How the work of extension workers is distributed between extension work and facility work has to be further investigated.

4.1.2 Primary Health Care Units (PHCU)

The peer-review shows that PHCU play an increasingly determining role in health protection of Southern Sudan populations. PHCU records show variable rate of utilization across reviewed PHCU ranging from 0.1 to 0.5 visits per person per year with regards to theoretic
 catchment population. 

Table 5. Actual beneficiaries and contacts of PHCC

	PHCU (standard coverage 15000)
	Adong
	Galashel
	Makal
	Ogon
	Bol
	Turu
	Wunkir
	Pariak
	Paloich
	Imurok
	Khurmus

	Actual beneficiaries
	11 583
	15 384
	33 058
	36 870
	41 328
	10 094
	10 094
	12 430
	12 800
	9 718
	9 718

	contacts
	5744
	5804
	2260
	3069
	3651
	4553
	5805
	1783
	1149
	3722
	3449


Some reviewers noted that utilization rates vary from one month to another. The factors affecting utilization of those facilities have not been purposely studied. Some reviewers suggest that quality of care, true service availability depending on PHCU working hours, or problems of access due to rainy season or other impediments, might be root causes. 

Basic curative care, immunization and other elements of maternal and child health care, are the main services provided by PHCU. Peer reviews report around 30% of PHCUs providing EPI by fixed strategy and 75% of PHCUs providing EPI by outreach and fixed strategy.

Assistance to delivery is provided in 25% of reviewed PHCUs, mainly (80%) by trained traditional birth attendants (TBAs) attached to or supported by the PHCU. Birthing kits are distributed at 60% of PHCUs during ANC visits. 
Elements of child health (acute respiratory infections, management of diarrhoea, and treatment of malaria) and growth monitoring are reported delivered in 45% and 25% of the PHCUs respectively. Family planning methods or counselling are not accessible at all in the reviewed PHCU. 

Table 6. Percent delivery of BPHS elements in PHCU
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The reviewed PHCUs deliver the BPHS at various levels of completeness, ranging from delivering 89% of the whole BPHS, to delivering only 11%. On average, about 46% of the BHPS is delivered by the reviewed PHCUs that show four classes of performance as set against  the proportion of the BHPS delivered: i) 35% of PHCU deliver between 44% and 89% (of BHPS); ii) 35% of PHCU deliver around 33%; an other 22 % deliver 22%; and finally 5% around 11%.  

Table 7. Classes of performance in PHCU (% delivery of BPHS elements)
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4.1.3 Staffing of Primary Health Care Units (PHCUs)

The coverage standard for a PHCU is one PHCU for every 15,000 people. PHCUs are the frontline health facilities providing basic preventive and curative services. They are staffed by four technical staff (two Community Health Workers (CHWs), a Community Midwife (CMW), a data manager/ clerk and 3 support staff (2 dispensers and a janitor), according to BPHS standards. 

Table 8. Staffing patterns of PHCU (where details on staffing are provided)

	 PHCU facilities
	Standard
	Adong
	Galashel
	Turu
	Wunkir
	Pariak
	Paloich
	Imurok
	Khurmush
	Paliang
	Kachuat
	Ananatak

	Staffing pattern
	
	
	
	
	
	
	
	
	
	
	
	

	Minimum technical staff standard
	
	3
	3
	3
	3
	3
	3
	3
	3
	3
	3
	3

	Actual technical staff
	
	11
	6
	3
	10
	6
	6
	3
	2
	3
	2
	1

	employed by Government
	
	3
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	 % over or under staffing
	
	367%
	200%
	100%
	333%
	200%
	200%
	100%
	67%
	100%
	67%
	33%

	 Actual Staffs
	
	
	
	
	
	
	
	
	
	
	
	

	Community health worker/MCHW
	2
	2
	1
	2
	2
	2
	2
	
	
	2
	1
	1

	Nurse
	
	
	
	
	
	
	
	2
	2
	
	
	

	Community midwife
	1
	2
	
	
	
	
	
	
	
	
	
	

	Traditional birth attendant
	
	
	2
	
	
	
	
	1
	1
	1
	1
	1

	Dispenser
	1
	1
	1
	
	
	
	
	
	
	1
	1
	

	EPI vaccinator
	
	2
	
	
	
	4
	4
	
	
	2
	9
	2

	HHP
	
	1
	1
	1
	1
	
	
	
	
	
	
	

	Hygiene superviser
	
	
	
	
	
	1
	
	
	
	
	
	


One of the CHWs is primarily in charge of the curative activities and is therefore mainly based in the PHCU, while the second is responsible for overseeing and coordinating the community based activities implemented in collaboration with the network of Health Household Promoters (HHP). The peer reviews show that 65% of the PHCUs reviewed are understaffed while 20% are overstaffed.

The consolidated results of the peer review show that 

· The NGOs are the stronger employer in the PHCU level

· at least 1 CHW (or a nurse) is posted in 100% of the PHCUs 

· 55% of PHCUs have two CHW

· 18% have two nurses, and 

· 27% have one CHW 

· in 9% only of the PHCUs a CMW is available 

· Traditional Birth Attendants (TBA) are attached to 55% of PHCUs assisting home delivery 

· EPI vaccinators are available in 55% of the PHCUs 

· 36% of PHCUs have Pharmacy Assistants.

The graph below (obtained from the PHCU reviews that provide details on staff) shows the staffing pattern of the PHCUs and the percentage of posts filled. 

Table 9. Percentage of posts filled in PHCUs 
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4.1.4 Primary Health Care Centres (PHCC)

The standard of population covered by a PHCC is 50,000. Actual beneficiaries of PHCCs range from 23,000 to 96,800 in thus review.

Table 10. PHCC actual beneficiaries and contacts 

	PHCC (standard of coverage 50 000)
	Baliet
	Oriny
	Awet
	Maiwut
	Melut
	Kator
	Munuki
	Usratuna

	Actual beneficiaries
	23 080
	23 482
	46 700
	32 101
	96 858
	50 000
	50 000
	50 000

	Contacts
	9866
	6421
	4454
	14261
	19985
	17373
	24000
	18073


70% of the PHCCs reviewed deliver more than 50% of the elements of the BPHS for this level. In general the performance of PHCC seems to progress towards the standards for this level of care (GoSS-MoH BPHS 2007). The majority of PHHCs provide EPI based on both fixed strategy and by outreach, MCH, ANC and assisted normal delivery, growth monitoring and supplementary feeding, basic curative care. Few are managing sexually transmitted infections through syndromic approach; and finally a number of preventive and curative services (such as PTMTC; TB detection; management of severe malnutrition) that should be provided at PHCC are not yet delivered.

Table 11. Percent of elements of BPHS provided by PHCC 
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Around 70% of reviewed PHCC are delivering more than 61% of the BPHS, while 20% of PHCC are delivering 33% of BPHS and 10% the 6%. 

However, the general difficulty of the health system in mobilising reproductive health staff is impacting the activity profile of PHCC (as it does on PHCU) which is skewed towards curative care and (some) child care. 

The reviews show that PHCCs have the potential of becoming a strong level of PHC delivery; however, it is not evident from the reviews whether the PHCCs fulfil the role of referral level for PHCUs in some areas of care, such as management of complicated delivery, treatment of severely ill children, etc. 

The reviews actually show that PHCC are providing a higher volume of care and offer, for sure, a higher level of curative care. But it is not clear whether the PHCC is really progressing towards a “more holistic” level of care and has a capacity of support to PHCUs.
It looks as if the higher performance of the PHCC is due to the presence of staff in higher numbers and qualifications than in the PHCU, and not because the PHCC is actually fulfilling a mandate different than the PHCU. It is like PHCCs are operating as “PHCU plus” and the only difference between the two levels are the curative output capacity and not the mandates in the organization of public health and in the management of patients and community. 

It is not clear either what the extent of support is, given by PHCC to PHCU activities like EPI, public health surveillance/ protection or vector control (although some reviews reported that PHCCs provided vaccines to PHCUs). The manner in which the staff of PHCCs understands the role and outcomes of the PHCC has to be investigated.

4.1.5 Staffing of Primary Health Care Centres (PHCC) 

The PHCC is the first referral health facility. It offers a wider range of diagnostic and curative services than a PHCU, notably laboratory diagnostics; it also has an observation ward of max. 10 beds. It provides treatment of simple cases and 24-hour basic Emergency Obstetric and Neonatal Care (EmONC
). The standard of staffing for a PHCC includes a minimum of 1 Clinical Officer (CO) and 3 registered or certified Nurse/ Midwives (or community nurses), 3 Community Health Workers (CHWs) or 2 CHWs and 1 vaccinator; 2 midwives (these posts can temporarily be held by Maternal Child Health Workers); one nurse midwife, 1 laboratory assistant, one pharmacy technician, one public health technician, two cleaners and two watchmen/ ground staff.

Staffing patterns of the reviewed PHCCs vary greatly. PHHCs situated in urban areas (Juba) have by far the best patterns in terms of quantity and qualified professionals. Independently from geographical situation, 62% of PHCCs reviewed are overstaffed; but this does not automatically mean an excess of technical staff. Only 12% out of the PHCC reviewed is truly “technically” overstaffed reporting 21 health professionals on a (2008) standard of 14.

Table 12. Staff of reviewed PHCC (which show detailed staffing patterns)

	 PHCC
	Standard 
	Baliet
	Ngabagok
	KodoK
	Maiwut
	Melut
	Kator
	Munuki
	Usratuna

	Medical officer
	
	
	
	
	
	
	1
	
	

	Public health officer
	1
	1
	
	
	
	
	
	
	

	Medical assistant
	2
	1
	
	3
	
	1
	4
	4
	2

	Community health workers
	3
	3
	3
	
	3
	3
	
	
	

	Nurse
	3
	1
	
	11
	
	2
	7
	2
	

	Pharmacy assistant
	1
	1
	1
	
	
	1
	2
	1
	1

	Midwives
	1
	
	
	
	
	
	3
	1
	1

	Community midwives
	2
	
	
	
	1
	
	
	
	

	Laboratory assistant
	1
	1
	
	1
	
	
	5
	6
	3

	 Numbers
	14
	8
	4
	15
	4
	7
	21
	14
	7

	 % of compliance with standard
	100%
	57%
	29%
	107%
	29%
	50%
	150%
	100%
	50%

	Employed by Government
	
	5
	0
	0
	0
	0
	21
	16
	7


Medical assistants are posted in 19% of PHCC reviewed. Where medical assistants are not available, then Community Health Workers (15% of PHCC) or nurses (28% of PHCC) hold the posts and take over clinical function. Midwives and Community midwives are available in 6% and 1% of PHCC respectively. Nurses are present in 75% of PHCC reviewed and by far are the more available staff (28% of technical categories). Medical and Public Health Officer are very few in the reviewed PHCC accounting for 1% each in the staffing profile. With the exception of the three PHCC situated in Juba County, the rest of the PHCC staff is mainly employed by NGO.

Table 13. Average staffing profile in the peer-reviewed PHCC
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4.2 Staff capacity

To increase and maintain staff skills NGOs provide local training and support also training abroad in neighbouring countries (especially for public health officers and future county health officers). Some reviews report on the training output which stays constant and in line with targets. Supervision of staff is virtually non existent by State MoH and county officers (which often do not exist yet) and whether mechanisms to ensure “skills maintenance” are in place, this is not reported. 

Reviews of course were not intended to assess effective application of skills acquired through training or quality of provider-user relation, which are specific area of evaluation and need a systematic approach to skills assessment and patient satisfaction. 

However, it is true that an element of sustainability of these facilities (PCHU and PHCC) is the appreciation by the community they serve (that determines their utilization and also the degree of “listening” about health messages), together with the capacity of using correctly or efficiently drugs and other resources. One review wandered about falling capacity of staff while noticing a sharp drop in utilization of a facility: “This drop could be resulting from poor consultative skills and the clinic not operating on a daily basis – as revealed by unit records”. Other reviews comment on utilization of guidelines and especially of IECHC. 

The focus on delivering short training to community representatives or lower level health agents is appearing across the reviews. However, a constant message forwarded by reviews is the need of training clinical staff to deliver the BPHS and therefore increasing the technical capacity of facilities; but the right cadres to be strengthened are not available. Often targets in training midwives, nurses or clinical officers are only partially met because candidates are simply not found.

4.3 Standards and protocols 

Several reviewers noted that the “PHC platform” (staff and other means) is far from being homogeneous, mainly because of staffing constraints in terms of numbers and qualification, and also because of different channels of drugs supply. Equipment seems rather standardized across facilities; maybe with the sole exception of fridges for storing vaccines, which are available in some PHCUs and not in others.

It appears that GoSS MoH guidelines are used in the majority of the PHCU services reviewed but that also other, equally valid, guidelines are circulating in the facilities. This variety of protocols may not affect the results of care; but the different protocols for sure create a complication when quality of practice is assessed against standards. 

Evaluating quality of care was not the intention of the review. However, few reviews address quality of care under the criterion of effective implementation of guidelines such as Integrated Essential Child Health Care (IECHC), and signalling staff uneasiness with IECHC flowcharts judged as too complicated to follow. An effort should be made to promote them as the fundamental tool of child case-management in PHC services
. NGOs have been very supportive in training health cadres and extension workers and PHCUs and PHCCs try their best with the available personnel. Substitution of standard cadres with less qualified staff for the post cannot be avoided, until cadres are recruited by MoH or communities or municipalities. However these substitutions downgrade the effective capacity of the facility and impact on their performance. Midwives, for instance, are key staff but they are not available, especially at PHCU level, which is the service most involved in management of normal deliveries. TBAs are trained and supported by PHCUs. This is a step towards safer practices, but is not a sufficient safeguard to protection of mothers. Many other essential elements of PHC, such as DOTS, STI and IMCI, bring a certain complexity of case management. They need technical background, knowledge of strategy of case management and also understanding of the importance of the health issue in the global problematic of public health. Usually these elements of care cannot be taken over by agents who do not have the appropriate training.  

4.4 Drugs supply

Drugs supply has been reported as efficient in nearly all (82%) reviewed PHCUs and PHCCs. Only 18% reported frequent stock outs. Facilities experienced problems with “kits”, especially because those kits lack anti-malarial drugs. 

The constant flow of drugs in 82% of PHCUs and PHCCs is mainly financed by external funds and managed by the partner NGOs. The GoSS-MOH is certainly contributing too, in supplying drugs and consumables but reviews do not show in which proportion and for which specific drugs and consumable.
Some reviews report that the most demanded and used drugs are anti-malarial, oral rehydration salts (ORS) and drugs for treatment of acute respiratory infections (ARI).Reviews also recognize that capacity of drugs supply management is weak, both in health facilities and in health administrations.

4.5 Mobile clinics planned and actual
Although EPI, vitamin A and de-worming are provided by outreach in 75% of PHCUs and 30% of PHCCs, it looks like there are no proper mobile clinics run by the facilities. 
4.6 Estimate earliest handing-over date 
With the exception of three PHCCs located in Juba, where staff salaries are paid by the owners and that are declared ready to be handed over, the rest of reviewed facilities look as they will not be ready for handing-over by mid 2010. 

With the exception of a few NGOs, “exit strategies” are not finalized yet. On the other hand, it seems that State MoHs do not have clear plans for taking over the facilities now, supported by BSF and NGOs (the “entry” strategy). The two strategies and relative commitments should match.

State MoHs projected (2008) the estimated time of handover to end 2010 given the time needed for the census of the personnel (headcount) and for restructuring the payroll. However reviews do not report evidence (state MoHs priorities for capacity building and staffing plans, budget projections, and plans to improve management of drugs supply) that could indicate that State MoHs will be in a better financial and structural position to take over management of PHCUs and PHCCs by end 2010, rather than some months ahead.

In the majority of PHCUs and PHCC s, a management committee has been instituted and trained by NGOs; however the reviews report that these committees need to be strengthened further to assume full responsibility of management. Furthermore, there is not yet a “management network” inclusive of county officers, development committees and facility committees that can create an environment of collective responsibility of sustainability and oversee of operations.

The reviews did not go into details about the share of responsibility of PHC financing among the various levels of government, because it was not in their mandate; but some reviews raise a feeling as either financial roles in PHC financing are not yet agreed in detail among the levels of government, or budgetary allocations to different levels are not matching assigned roles. 

The issue of “resource allocation plans” for the different levels of care (PHC, secondary and tertiary) is of critical importance, given a health policy that is affirming PHC as a fundamental level of the health system. In this regard, State MoHs should evaluate resources involved in providing the PHC service platform (i.e. infrastructure, staff and consumable goods) and ensuring PHC operations, as far as projections to scale it up from a minimum to a more comprehensive level of service. 

An in-depth assessment of the health financing capacity of the GoSS and of the States has to be done, in which both the global funding capacity is appraised and also the budgetary responsibilities between various levels of government (GoSS, State, County) with regards of structure and operations of the PHC services are identified. The annual Budget Sector Working Group process is a very strong step into this direction.
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Annex 1 
TOR peer review 2008 

Peer Review

Terms of reference

Peer Review of BSF-Grant recipients in Primary Health

Annex 1: sector summary tables

Annex 2: BSF_Grant recipients contact details

Date: Monday 13 October 2008

Timing review: maximum 5 workdays, including travel and to be completed, including short report-before ideally 21 November 2008.

BSF’s objective in Primary Health is to obtain for Southern Sudan’s rural populations a sustainable access to primary health facilities through assistance to PHCC, PHCU, training, equipment and material in particular drugs. This assistance is provided by non-state actors, primary NGO. Sustainability means that the facilities are adequately staffed and that staff is regularly paid by MoH before these facilities are officially handed-over the County and State MoH. The present situation, in the last quarter of 2008, there is still a great shortage of medical staff, doctors and nurses in particular. payroll is planned for implementation in 2009. One important necessary condition to be full-filled by MoH is the decentralized staffing to secure future inspection and support of the handed-over facilities.
Therefore the assistance to the first and second round assisted facilities had to be extended: first with 4 month from 30 April 2008-30 September 2008 and secondly with 3 months from 1 October to 31 December 2008.

In the meantime GoSS and DFID decided to extend BSF with 20 month from 1 January-31 August 2010. The rational for this extension is threefold (the 20 month extension period is also the maximum period that DFID can extend the current contract with the BSF management consultant (international tender conditions apply). This 20 months extension will be financed with new funds from DFID and the Dutch Government (a total of US$ 31 million). A third call for proposals is on the way to allocate this fund (selected project are scheduled to start on 1 January 2009). But to secure the investments in the facilities of the first and second round, the management consult will propose to SC to extend the current first and second round BSF intervention until they can be handed-over to State and County authorities of MoH. 

In close consultation with the BSF Grant recipients in Primary health, the BSF secretariat launches a Peer Review of the Primary Health facilities, including training, management support etc to:
1) do a physical inspection of each facility (checklist),

2) describe briefly the state of each facility and comment against MoH’s minimum standards,

3) describe briefly the staffing of MoH at County and state level (planned and actual, budget and means, level of involvement),

4) report on actual and minimum standard staff levels of medical staff,

5) analyse last 12 month drug supply,

6) estimate earliest handing-over date with a short justification (for example facility X can be handed-over in Oct 2009 when it is expected      etc.,

7) mobile clinics planned and actual

8) training: update record on long-term training achieved and update record on short-term training

9) present estimates to access to primary health facilities for the state and county (population, number of facilities etc),

10) submit short report on findings and recommendations (format will follow shortly).

Peer review schedule. Each Review team consists of at least one NGO staff with a member of the relevant county or State authority, preferable the primary health inspector or another qualified or suitable person. The Reviewed makes available at least one qualified staff to receive and assist the Reviewer. Thus each team consists of at least 3 persons.

	Reviewed
	State
	No. PHCC
	No. PHCU
	Reviewer

	GOAL
	Upper Nile
	2
	5
	Medair

	SC-US
	Upper Nile
	1
	6
	Tearfund

	Tearfund
	Upper Nile
	3
	9
	GOAL

	Medair
	Upper Nile
	1
	5
	SC-US

	Amref
	Central Equataria
	1
	8
	Merlin

	OVCI
	Eastern Equatoria
	4
	0
	Amref

	CCM
	Warrap
	2
	6
	OVCI

	Merlin
	Eastern Equatoria
	1
	2
	CCM


� It is not easy to determine the real catchment population of PHCU. 


� 


� International literature reports low compliance to IMCI guidelines; possibly due to the fact that assessing child status with IMCI algorithm takes double time (16 min) than a traditional visit (8 min). In Tanzania, however, it is reported that districts using IMCI guidelines have a rate of hospitalization of pneumonia less than districts not using IMCI guidelines, thus reducing the costs of child health by 44%, from US$16 to 11.


See: Kahn, Ahmed, Saha; Implementing IMCI in a developing country: Estimating the need for additional health workers in Bangladesh; Human Resources Development Journal, Vol. 4, Issue 2, 2000. And see also: Multi country evaluation of IMCI, Tanzania, WHO, 2004
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