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1. Strategic Context and Rationale
a. Key development issues

Poor health status and limited access to health services.  Though incomplete, health status indicators are grim.  Estimated rates for maternal (1,700/100,000) and child (250/1,000) mortality are among the highest in the world.  Malnutrition is widespread, vaccination rates are low, and tropical diseases, largely controlled in other countries, account for a considerable proportion of the total burden of disease.  Infectious disease epidemics are common.  HIV prevalence estimates from location-specific surveys range from 0-8% among adults, but the available information suggests that adult prevalence in many areas has exceeded 1%; and the annual incidence of tuberculosis in South Sudan is estimated at 325 per 100,000 population, among the highest rates in the world.  A comparison of key health indicators in South Sudan with estimates for Sub-Saharan Africa is presented in Annex 9.

In rural areas and many of the towns, health services are run mainly by NGOs and faith-based organizations, funded from international sources.  This has resulted in a patchwork of short-term, mostly uncoordinated health interventions that reach a small proportion of South Sudanese.  In the major towns, particularly Juba, Malakal and Wau, government health services are under-resourced, inefficient, in some cases overstaffed, and provide inadequate services.  It is estimated that less than a third of the population has access to adequate health services.  Despite such low overall coverage, regional inequalities in access are substantial:  PHC coverage in Equatoria is broadly in line with Sub-Saharan Africa averages while it is considerably lower in the Upper Nile and Bahr el Ghazal regions.

Insufficient capacity to deliver adequate health services.  The material resources and managerial expertise for administering the sector are insufficient and largely dependent on external financial and technical assistance.  Overall, existing infrastructure and equipment are poor, with many hospitals or PHC centres having capacity and characteristics of lower-level facilities.  Facilities are unequally distributed among the regions.  On average, in rural areas, there are about 14,000 people per health unit and 75,000 per health center (see Annex 11).  There are about 400,000 people per hospital;  a recent inventory of hospitals in South Sudan (ICRC, 2004) describes a heavy, largely derelict infrastructure.
Poor staffing standards and a lack of qualified personnel have internally distorted the personnel situation, with many low-level staff and a shortage of mid- and higher- level cadres; some categories, like midwives and pharmacy staff, are grossly under-represented.  Needs over the next three years will depend on the pattern of investment in infrastructure and expansion of service delivery.
Need for a balance between health systems development and immediate intervention.  Both the SPLM health sector recovery strategy and the JAM conclude that, given the structural weaknesses of the system, true progress can be registered only through long-term, sustained interventions.  At the same time, the obvious needs of the population require short-term initiatives, to save lives and reduce suffering.  The Ministry of Health (MoH) is therefore pursuing a two-track strategy, establishing a balance between development of core capacities of the health system (Track 1) and the immediate delivery of essential services to a significant proportion of the population (Track 2).

A window of opportunity to shape a performing health sector according to a long-term vision and a consistent design.  At present, MoH has certain advantages and opportunities for strengthening management and restoring services, including: (i) several years of policy and strategy development, starting with a 1997-98 policy document and most recently an Interim Health Policy for South Sudan; (ii) effective partnership among the health authorities and their international (mostly NGOs) and local (mostly faith-based) implementing partners;  (iii) government willingness to adopt implementation mechanisms, in particular contracting, designed to bypass existing capacity constraints;  (iv) consensus on the need for decentralizing governmental responsibilities and health services;  (v) a transition period in Juba, Malakal, Wau and other towns presenting the opportunity to reform and rationalize the existing government health system;  and (vi) potentially significant financial resources (from international and national sources).

b. Rationale for MDTF involvement

Current support to the health sector.  In the next year, three principal financing channels will support the health sector: (i) the GoSS/MDTF Umbrella Program for Health; (ii) the UN and partners’ Work Plan; and (iii) bilateral donor mechanisms, including humanitarian programs.  Many donors contribute through more than one channel.  The UN Plan of Work for 2006 has recently been released and proposes a program comprising 54 projects and total amount of US$ 58 million, of which 2% has been pledged so far.  Among the UN agencies, WHO has been active in supporting disease surveillance and technical assistance on health policy and systems development, while UNICEF and UNFPA support child and reproductive health programs in focus areas. Broadly speaking, the other UN and partners Work Plan focuses predominantly on humanitarian interventions.
Among bilateral agencies, USAID is supporting an integrated health sector development project building parts of the health system in some 20 (of a reported 90) counties, but the geographic focus of USAID support to the sector will likely shift to the most fragile areas in terms of risk of confict.  Other bilateral donors, such as Italy and DFID, are supporting development activities, with plans for possible scale-up.  Humanitarian programs, implemented by international NGOs, continue to account for the largest proportion of resources applied to health services in South Sudan, focusing on short-term assistance to displaced and conflict-affected populations.  Health services are fragmented horizontally among many actors, including some 50-75 NGOs, supported by multilateral and bilateral agencies.  Many disease control programs compound the complexity, segmenting the sector along vertical lines.  Among these, the Global Fund provides substantial inputs, but covers only part of the population.  A mapping of donor support for agency interventions is currently underway.

Rationale for MDTF involvement.  Currently, programs emphasizing medium to long-term support for the health sector focus primarily on limited geographic areas or targeted aspects of the health system or of health services delivery.  The GoSS/MDTF Umbrella Program for Health will finance the implementation of priorities identified in the draft Interim Health Policy (2005) and concentrate on the development of key systems and capacities on a sector-wide basis.  The proposal is also consistent with the SPLM Health Sector Recovery Strategy (2004) and with the JAM recommendations for the Interim Period (2005-11).  It will complement (and not replace) the current humanitarian and disease-specific programs funded from other sources.  The Umbrella Program for Health is the government’s health sector development program, receiving substantial support from the domestic government budget (on a two-to-one ratio with international donor funding from the MDTF).
2. Project Description
a. Project Development Objective and Key Performance Indicators

The project's development objective is to develop core health sector systems and capacities and increase the population’s access to basic health services and interventions.  Over the three years of the program, the project components will contribute to this objective through:

i) Development of core institutional capacities of the public health administration;

ii) Phased implementation of an infrastructure and equipment investment plan;

iii) Development of a pharmaceutical management, supply and distribution system;

iv) Health human resource development;

v) Expansion of the coverage of basic health service delivery;

vi) Provision of selected high-impact health interventions;

vii) Effective project implementation;  and

viii) Development of monitoring and evaluation capacity, including measurement of the performance of this project.

Table 1.  Key Performance Indicators 

	Component
	Indicator
	Baseline
	Target year 1
	Target year 2
	Target year 3

	
	
	
	
	
	

	1. Development of the public health administration
	Number of State Ministries of Health with annual plan approved by MoH and submitted to parliament
	1
	2
	3
	7


	2. Investment in infrastructure and equipment
	% execution of annual infrastructure investment plan
	0
	50
	75
	90

	3. Pharmaceutical capacity and supply
	% of targeted health facilities with stock-outs of sentinel drugs
	100
	20
	15

	10


	4. Health human resource development
	% execution of annual training targets for nurses and midwives
	0
	50
	75
	90


	5. Expansion of health service delivery
	Per capita curative consultation rate in target areas
	~0.10
	0.40
	0.50
	0.60

	6. High-impact health interventions
	% under-5 children sleeping under LLIN
	0
	at least 25%
	at least 40%
	at least 60%

	7. Program implementation 
	Unqualified Project audit 
	na
	na
	For year 1
	For year 2

	8. Monitoring and evaluation
	% of health centres providing regular report
	0
	35
	55
	75

	
	
	
	
	
	


A measurable performance indicator has been selected for each component with estimated baseline values as well as targets for each year of the program.  Most of these are output indicators which can be clearly linked to the program components and activities.  The health service utilization indicators for Components 5 and 6 can be considered outcome indicators, measuring the impact of the project on household access to health care, a core project objective.  Indicators measuring health status depend on factors other than health services (such as household economic status) and so are often difficult to attribute to program activities at the same time as being difficult and costly to measure (requiring household surveys).  Nevertheless, the JAM indicators shown in Table 2, encompassing the health and nutrition-related MDG indicators, can provide a framework for overall assessment of the sector – should the required household survey data become available.

b. Project Components

Component 1.  Development of policy and capacity of the public health administration 

This component will improve the capacities of Health Ministry planners and administrators at MoH, state, and county levels to formulate policy, set priorities, develop operational plans and budgets, and supervise and coordinate service providers and other sector partners.  Since the other GoSS/MDTF-financed programs will rehabilitate/construct Ministry offices in Juba and the 10 States, the Umbrella Program for Health will improve working conditions for County Health Officers and fill remaining gaps at the GoSS and State levels.  The Umbrella Program for Health will finance office equipment, information technology (IT), and vehicles as well as technical assistance and training.  Technical assistance will develop sector policy and regulatory frameworks, building on the draft Interim Health Policy (and complementing work supported by other partners) by focusing on planning and budgeting, decentralization, financing of the Interim Constitution’s commitment to free PHC and emergency services, developing the framework to contract partners for service delivery, and other functions of the health system.  This component will also fund a training program for core State and county health administrators and MoH operational costs.
Table 2.  JAM indicators 
	
	
	Baseline estimate

	
	

	MDG outcome indicators
	

	
	Under-5 chronic malnutrition (percent under-5s)
	45

	
	Under-5 mortality rate (per 1,000)
	~ 250

	
	Maternal mortality ratio (per 100,000 live births)
	~ 1,700

	
	HIV/AIDS prevalence (percent adults)
	NA

	
	Tuberculosis incidence (per 100,000 population)
	~ 325

	MDG utilization indicators
	

	
	Measles immunization (percent 12-23 months)
	25

	
	Births attended by trained personnel (percent)
	6

	
	Contraceptive prevalence rate (percent women 15-49)
	< 1

	
	ITN utilization (percent under-5s)
	< 1

	
	Anti-malarial treatment (percent febrile under-5s)
	36

	
	Tuberculosis cases detected under DOTS (percent)
	6

	Additional survey-based indicators
	

	
	Percent of cases receiving care from health provider
	TBD

	
	Percent of cases who did not receive care due to distance
	TBD

	
	Percent of cases who did not receive care due to cost
	TBD


TBD:  To be determined

Component 2.  Investment in infrastructure and equipment

This component will significantly expand the network of health facilities, currently composed of about 3-4 large hospitals in the towns and about 30 district hospitals, 120 health centers, and 650 health units (including Juba and other towns).  During the first year, the program will support detailed planning for the investment program, including mapping, timeframe and phasing, design and equipment specifications, architectural studies, and cost estimates.  In addition, the tendering and procurement process, consistent with central GoSS arrangements, will start.  Geographic-coordination with other sectors (for example, with new schools, health clinics and water-wells situated together near reconstructed roads) will be a criteria for the phasing of construction.  Equipment of functioning facilities as well as upgrading of priority existing hospitals and health centers (especially to handle emergency obstetrical care) should commence in the first year.  Later years will see a rapid increase in the rehabilitation and construction of health facilities at PHC, health center, and rural hospital levels.  The GoSS/MDTF Sudan Emergency Transport and Infrastructure Development Project will rehabilitate the Juba Teaching Hospital.  The equipment needs of  support services (including laboratory, blood safety, etc.) will also be included. 
Component 3. Pharmaceutical system capacity and supply

This component will develop MoH's capacity to strengthen the regulatory framework and to manage the procurement, supply and distribution of drugs.  The GoSS/MDTF Rapid Impact Emergency Project will finance a 10-month supply of pharmaceuticals for existing health services, as well as contract out management and distribution functions and renovate the central warehouse in Juba.  Continued supply will be ensured by the Ministry of Health.  Technical assistance and training activities will focus on development of policy and regulations, improving Ministry capacity for management of the pharmaceutical system and implementing a program for rational drug use.  Rehabilitation and construction of central and regional warehouses is also planned.

Component 4. Health human resource development

This component will develop the health human resources required for expansion of basic service delivery.  Sector partners are supporting an inventory of current health personnel in South Sudan and the preparation of a health human resources development strategy.  Taking this as a basis, technical assistance will support the Ministry on human resource planning and management.  The component will also support development of pre- and in-service training capacity and programs, including developing and harmonizing curricula and training material, training of teachers and trainers, and meeting the recurrent costs of training programs.  Architectural studies and tendering will be done for the rehabilitation and equipment of important existing training facilities, including three nursing schools, three midwifery schools and two laboratory technician schools.  Investment in training will prioritize higher-skilled PHC cadres, including particularly clinical officers, nurses, certified midwives, and laboratory technicians, as well as upgrading for less-skilled health workers.

Component 5. Expansion of health service delivery

Recognizing that Track 1 investments will take time to show important results, this Track 2 component will finance rapid expansion of health service delivery, largely through contracting mechanisms designed to bypass capacity constraints.  In addition to ensuring the effective use of important inputs, particularly personnel and drug supply, the focus will be on adding value by building the capacity of front-line service providers, including technical advice, in-service training, equipment, and light rehabilitation.
A first sub-component involves strengthening and reforming service delivery by the three major hospitals in Juba, Malakal and Wau.  Improvements in hospital management and services are a priority for the Ministry and a window for reform is opened by the transition.  In the first year of this program, a firm will be contracted to provide management and technical support.

The second sub-component focuses on the PHC level, including district (first-referral) hospitals.  A draft basic package of health services has been developed by the Ministry with the support of WHO and will be used to define the contents of the services supported by the contracted agents.  The first draft of the Basic Package of Health Services envisages a PHC-oriented approach to service delivery, going from the community level to the first-referral hospitals and includes the County Health Departments as an integral part of the system. Given the local pattern of disease burden, a particular emphasis is given to easily preventable childhood illnesses (EPI, IMCI), reproductive health (with a particular focus on emergency obstetric care, HIV/AIDS, family planning), nutrition services (micro-nutrients supplementation, surveillance, therapeutic feeding centers), communicable diseases (malaria, TB, neglected diseases).
In the first year of the program, the resources allocated to this component will support the delivery of services to approximately 2.5 million people.  In areas where some services are currently being run or supported by NGOs or church groups, the government will contract firms/NGOs to provide additional support, fill gaps, and assist the government in rationalizing service delivery in defined geographic areas.  In areas where no services currently exist, government will contract firms/NGOs to directly provide services while building local systems and capacity.  Expansion of service coverage using the same mechanisms could be quickly scaled up depending on availability of additional financial resources.
Component 6.  High-impact health interventions

This component seeks to reach the two-thirds of the population of South Sudan without access to formal health services through the introduction of high-impact interventions delivered through community and household channels.  These will include:  i) mass campaigns (for measles immunization and Vitamin A supplementation);  ii) the distribution of long-lasting insecticidal nets (LLINs) for malaria prevention;  iii) the distribution of “Waterguard” for potable water to prevent diarrheal and other water-borne diseases;  iv) the introduction of community-based treatment of  diarrhoea with oral rehydration therapy (ORT) and zinc supplementation, of acute respiratory infection (ARI) with antibiotics, and of malaria with artemisinin-combination therapy (ACT);  and v) mass-treatment of hyper-endemic communities infected with bilharziasis.  Delivery of these interventions will be done through existing governmental, non-governmental, and community networks, including through social marketing.
Component 7.  Monitoring and evaluation

This component will develop the Ministry of Health’s monitoring and evaluation (M&E) capacity and establish its M&E system, as well as measure the performance of this program itself.  It will support technical assistance to the Ministry M&E department, training at the central, state and county levels, and data collection and analysis to evaluate the performance of all the components of the program.  Quarterly and semi-annual reviews of the program, depending of the level, will produce reports on findings and recommendations.  The year-end review will provide significant input to the Ministry’s plan and budget for the subsequent year of the program.  Government will contract a firm/organization to provide technical assistance and training as well as to measure the performance of other contracted agents, particularly those supporting service delivery and delivering interventions under Components 5 and 6.
Component 8.  Program implementation

This component will provide effective implementation support for the program.  The capacity for program implementation will be built in the existing structure of the MoH.  Consultant support, office space, equipment, transport, and other recurrent costs will be financed.  The management structure will comprise the Under-Secretary and the Directors of the Departments of the MoH, internationally recruited technical assistants on program coordination, financing and procurement and technical areas according to program components and the structure of the MoH.  Junior South Sudanese nationals and support staff will be included as part of the management structure. Program management will be overseen by the Executive Board of the MoH.  Technical, budget and payment decisions will be taken by the Ministry, including ToRs, the technical specifications for tenders and contracts, while procurement and financial management administrative functions will be executed by firms contracted centrally by the GoSS for all programs involving MDTF financing.

c. Project costs by component

Program costs total US$ 225 million for the three phases of program implementation, of which the MDTF will finance US$ 75 million and the GoSS will finance US$ 150 million, consistent with its commitment to a two-to-one ratio of domestic to international funding for GoSS/MDTF programs.
Phase 1 costs are US$ 60 million, of which the MDTF will finance US$ 20 million and the GoSS will finance US$ 40 million. (Table 3)
Table 3.  Program costs by phase and by source of financing (US$ million)
	
	MDTF
	GoSS
	Total

	
	
	
	

	Phase 1
	20
	40
	60

	Phase 2
	25
	50
	75

	Phase 3
	30
	60
	90

	
	
	
	

	Total
	75
	150
	225

	
	
	
	


Table 4.  Annual program costs by component (US$ million)

	
	Phase 1
	Phase 2
	Phase 3
	Total

	
	
	
	
	

	1. Development of the public health administration
	4.5
	6.7
	4.9
	16.1

	2. Investment in infrastructure and equipment
	8.9
	27.5
	27.8
	64.2

	3. Pharmaceutical capacity and supply
	5.7
	1.1
	1.2
	8.0

	4. Health human resource development
	4.2
	4.9
	5.1
	14.2

	5. Expansion of health service delivery
	24.8
	22.7
	40.5
	88.0

	6. High-impact health interventions
	8.4
	6.8
	5.7
	20.9

	7. Monitoring and evaluation
	2.5
	3.3
	3.4
	9.2

	8. Program implementation 
	1.1
	2.0
	1.4
	4.5

	
	
	
	
	

	Total
	60.0
	75.0
	90.0
	225.0

	
	
	
	
	


Table 4 provides program costs by component.  It should be noted that the allocation by component for Phases 2 and 3 will change as a function of previous phase's results in program planning, budgeting, and implementation.  The components are designed such that rapid scale-up of project activities with additional GoSS funds would be entirely possible.
Annex 12.  Letter of Sector Development Policy
Ishac Diwan

Country Director for Sudan and Ethiopia

World Bank

Administrator of Multi-Donor Trust Fund for South Sudan
Ref:  Letter of health sector development policy for South Sudan.

Dear Mr. Diwan,

We are pleased to request, on behalf of the Ministry of Health of the Government of South Sudan, a grant from the Multi Donor Trust Fund equivalent to the sum of $US 75 million in support of the South Sudan Umbrella Program for Health System Development. This amount will be matched, over the three years of program duration, by domestic resources from the Government of South Sudan in the amount of $US 150 million, thereby creating a pool of resources of $US 225 million.  The Umbrella Program for Health, developed to address the needs of the health sector as identified during the Joint Assessment Mission (JAM) for Sudan, will support the development of core capacities and components of the health system, as well as the expansion of service delivery and selected high-impact health interventions.  The details of the contents of the proposal are presented in the Final Project Proposal (FPP), developed through a process of consultation which involved all the health sector stakeholders over a period of more than two months.
The proposed Umbrella Program for Health is intended to materialize the targets envisioned by the Health Sector Recovery Strategy, formulated by the SPLM Secretariat of Health in February 2004 with the assistance of WHO, the Joint Assessment Mission (JAM), conducted by the SPLM with the assistance of the World Bank and the UN, and the draft Health Policy for the Interim Period, developed by the newly established Ministry of Health of the Government of South Sudan in 2005.  The situation of the health sector in South Sudan is dismal, with a system that is severely fragmented across multiple actors and numerous vertical programs, largely unregulated, inefficient, under-funded, with a derelict infrastructure and an impoverished and internally distorted work-force.  This translates into abysmal levels of service delivery and a disease burden characterized by some of the worst health indicators in the world.  In addition, the recent integration of the government-run health system in Juba, Malakal, Wau and other nine towns, has added to the challenges.

Two-Track Strategy

The Government’s sector development strategy follows two tracks.  The first track is to develop an effective, equitable and sustainable health care delivery system, through investment in key capaci​ties and inputs, in particular the public health administration, health human resources, infrastructure and equipment.  The necessary planning work is starting immediately in order to prepare the way for investments to establish significant capacity over the medium term.  The second track is to achieve rapid improvements in basic service coverage and quality as well as in household access to high-impact health interventions.

Track 1.  Health System Development

Public Health Administration and Stewardship
In the process of reconstruction, building the capacity of the newly established Ministry of Health is in the first order of priority, because investments in the various components of the reconstruction process will fail to translate into a coherent and nationally-owned health system unless proper technical and managerial capacity is developed within the government.  The Ministry will build its capacity in carrying out the functions of stewardship and oversight of the health system (planning and policy setting, regulating, assessing, monitoring, evaluating, coordinating), which will allow the government to assert ownership and control over the system and effectively oversee governmental and non-governmental service delivery.

The Ministry of Health of South Sudan envisages a decentralized structure, with a central Ministry based in Juba, tasked mainly with policy setting, overall planning, coordination and oversight of the sector. The current structure of the Ministry of Health envisages an Under-Secretary working directly under the Minister, assisted by six directorates (External Assistance, Preventive and Promotive Services, Curative and Pharmaceutical Services, Human Resources, Policy Planning and Monitoring, Finance and Administration).  The current structure of the Ministry of Health is very lean and it is envisaged that a gradual incremental approach will be adopted in expanding the Ministry.  Detailed terms of reference of the various departments and the internal governance structure of the Ministry are being developed. An Executive Board, charged with taking ultimate decisions of sector wide significance, has recently been established and comprises the Minister, the Under Secretary and the Directors of the Departments.
Under the decentralized system, there will be ten State Ministries of Health and County Health Departments in each county.  Although the State Ministries and the County Health Departments are still in an embryonic form, it is envisaged that they will play the roles of coordinating, supervising, monitoring and implementing health services.  The respective roles and responsibilities of the various tiers of the Ministry of Health are in the process of being defined in more detail.  It is possible that, given the high number of counties (92) and the limited personnel available, “Health Zones” may be formed, grouping two or three counties.  Health Zones will be organized along the proven Primary Health Care (PHC) model, integrating primary preventive and curative services supported by the first-referral services of a county hospital.

The Ministry of Health is committed to effective coordination, both within the health sector and with other sectors. In the health sector the MoH has established in 2005 the Health and Nutrition Consultative Group, an advisory body where issues of sector wide significance are discussed in order to provide advice to the Ministry.  Its membership is open to donors, UN agencies, other bilateral and multilateral partners and representatives of the civil society (local and international, faith-based and a-confessional) elected within their own constituency.  Although the Health and Nutrition Consultative Group is currently active only at central level it is planned that similar coordination bodies will be established at peripheral level as well.  Inter-sectoral coordination will have to be enhanced to ensure a coherent planning across the social sectors and garner the possible synergies, with a special reference to the education, the water and sanitation and the infrastructure sectors.
Monitoring and evaluation

One of the core functions of the Ministry of Health is to monitor and evaluate the performance of the health system.  To this end, a recent review of the different tools and procedures used by the various partners has revealed the need of a harmonized health management information system. The first step, on which the Ministry has already obtained a commitment from development partners, will be to design a new system that harmonizes and integrates those currently in use.  The health information system will have the three main functions of providing the Ministry with data to make evidence-based strategic decisions, monitor the disease burden and detect and respond to epidemics, and assess and evaluate the performance of service providers.  The Ministry will contract a firm to assist in developing capacity as well as to ensure the measurement and evaluation of the performance of contractors charged with improving basic service delivery. 

Investment in the health service delivery network
The slim health care network is in derelict condition and inadequate in both numerical terms and in quality.  A massive investment in terms of infrastructure rehabilitation and construction is a cornerstone of the Health Sector Recovery Strategy, the JAM and the Health Policy.  Targets for population-to-facility ratios have been proposed in the Health Sector Recovery Strategy, with a particular attention to make these realistic and affordable.  These targets will be translated into a planning and mapping exercise which takes into account existing infrastructure and which will determine investment.  The Ministry of Health will also develop standardized layouts for health facilities. Construction will be contracted out on the basis of these plans and standards, following the accepted norms.

Planning will be done for the reconstruction and rehabilitation of existing facilities, and the Ministry intends to accelerate the process in order to start works as soon as possible.  Other GoSS/MDTF programs include rehabilitation of government offices at the central and state levels as well as the Juba Teaching Hospital.
Health human resource development

The human resources area is possibly the greatest bottleneck for the expansion of health services in South Sudan.  In rural areas, preliminary analyses have shown a thin workforce, internally distorted, with a relative abundance of unskilled or low-skilled health workers and a severe lack of mid- and high-level professionals.  In Juba, Malakal, Wau and other towns, the government health system includes thousands of facility-based workers, many of whom have low skills and productivity.  The Ministry considers this an opportune time for reform of the health civil service in these towns.

The Ministry is currently in the process of producing an inventory of existing human resources with the assistance of WHO, which will lead to the formulation of a Human Resources Development Plan. In addition the GoSS is undertaking a comprehensive multi-sectoral inventory of existing human resources. This will set out realistic targets and determine the actions required in order to achieve them, including training and allocation of new personnel, and skills-upgrading and re-allocation of existing health personnel.  Particular issues to be addressed include:  training of badly under-represented cadres, expansion and harmonization of training programs, English literacy classes, rationalization of deployment of staff, provision of attractive remuneration or benefit packages to enable deployment of doctors and other qualified personnel to hardship areas, and incentives for qualified staff from the diaspora to return.  Contracting firms/NGOs for management and technical support to hospitals and primary services will allow for flexibility in personnel management and remuneration.  For example, this will allow government financed services to compete for skilled personnel with NGOs and UN agencies, mitigating a problem commonly-seen in other post-conflict situations.

Pharmaceutical procurement and management

The procurement of pharmaceuticals and medical supplies suffered in the years of war from severe fragmentation and lack of regulation.  The Ministry of Health formulated a new Pharmaceutical Policy in 2005 and envisages a centrally-managed procurement system, which will have one central and several regional warehouses.  Quality control and assurance systems are envisaged by the Pharmaceutical Policy and will be developed.  Management of the procurement and the distribution functions will be contracted to an NGO implementing partner.  More detailed planning in the procurement area needs to be developed in light of the complex needs, of both technical and logistical nature, and building on the experience of the various systems implemented in the past, which included central government provision of drugs and a revolving drug fund in the former garrison towns and mostly externally funded and autonomously purchased supplies in the former SPLA areas.

Track 2.  Rapid improvements in basic health services and interventions

Expansion of basic health service delivery

The government’s health system development strategy focuses on building a primary health care (PHC) oriented health system, supported by several specialized and tertiary hospitals providing higher-level services.  A draft basic package of health services, inclusive of first-referral hospitals, has been developed.  The Ministry of Health is faced with a variety of situations to which it needs to adapt its strategy for rapidly improving service delivery.

i) Large hospitals in the major towns staffed by civil servants.  The major hospitals in Juba, Malakal and Wau, totaling in theory up to 1,200 beds, represent a considerable challenge, requiring governance, financing, staffing and management reforms as well as improvements in the quality of services.  The Ministry of Health will contract on a pilot basis one or more hospitals to a management firm to support the reform process and rapidly improve hospital services.  Reform of the health civil service, including rationalizing, reallocation and retraining, will be done to enhance efficiency and cost-effectiveness.

ii) PHC network in the major towns staffed by civil servants.  Similarly, the PHC system in the former garrison towns requires major improvements, including improving resources and service quality, and rationalizing and improving personnel management.  In the short-term, support to the government in this effort will be provided by contracted firms/NGOs.  Similar to the hospitals discussed above, reform of the health civil service will be undertaken.

iii) Health services supported by NGOs and faith-based organizations.  In parts of the former SPLM-held areas (both towns and rural areas), county hospitals and primary services are largely supported by NGOs and faith-based organizations, usually financed from international sources.  Services are very fragmented.  Staff is not officially yet on the government payroll.  In the short-term, the Ministry will supplement resources, fill gaps, and rationalize existing services.  This effort will be supported by several firms/NGOs contracted to assist the government in defined geographical areas.  Contracted firms/NGOs will focus on building the capacity of Southern Sudanese governmental and non-governmental structures.  In the medium term, as government resources increase, the Ministry may choose to continue contracting service delivery to non-governmental actors – increasingly Southern Sudanese-managed – or may absorb services into the public sector system.  The choice will be informed by the Ministry’s experience with contracting over the next year or so.

iv) Areas with few or no health services.  The Ministry is greatly concerned with improving equity in the availability of service delivery, particularly by starting rapidly to expand coverage to areas with little or no access to health services.  To this end, NGOs will be contracted to directly provide basic health services in areas with few or no existing health facilities or personnel.  Track 1 investments, particularly in infrastructure and human resources, will then follow.

High-impact health interventions

The Ministry of Health aims to rapidly provide support to the estimated 75% of the population of South Sudan without access to formal health services through the introduction of high-impact interventions delivered through community and household channels.  These interventions have been shown in other settings to have a large effect on health outcomes, particularly child mortality.  Interventions will include:  mass campaigns (for measles immunization and Vitamin A supplementation), the distribution of long-lasting insecticidal nets (LLINs) for malaria prevention, the distribution of “Waterguard” for potable water to prevent diarrheal and other water-borne diseases, the introduction of community-based treatment of  malaria with pre-packed ACT drugs, of diarrhoea with oral rehydration therapy (ORT) and zinc supplementation, and of acute respiratory infection (ARI) with antibiotics, and mass-treatment of hyper-endemic communities infected with bilharziasis.

Delivery of these interventions will be done through existing governmental and non-governmental mechanisms, including social marketing, and community networks.

Health Financing

The resource envelope for the sector in previous years has been estimated at around US$ 60 to 80 million annually.  Besides the budget of the government health system in the major towns, this financing was mostly external and channeled by a multiplicity of financiers through even more numerous implementing partners, with the resulting inefficiency and fragmentation.  The GoSS intends to demonstrate its commitment to improving the health of the population of South Sudan through the allocation of a significant amount of domestic resources within the national budget.  This could reach 10 to 15% of the total budget, a proportion considerably exceeding levels observed elsewhere in Sub-Saharan Africa.  This will change the financing picture significantly, as the government of South Sudan is set to become the main financier of the health services provided to its population.  As management and financial mechanisms are built, it is foreseen that the dependence on external resources will reduce over the years.

For the remainder of 2006, the GoSS health budget will provide US$ 40 million to the GoSS/MDTF Umbrella Program for Health System Development, consistent with the agreed 2 to 1 financing ratio.  The remaining budget, admittedly large, will respond to emergency needs, unexpected expenditures, as well as be applied to meet the objectives set out in the Umbrella Health Program.

The Ministry of Health will soon initiate work, with the assistance of sector partners, on the definition of a Health Financing Strategy, that will take into consideration the foreseen resource envelope and will take stock of the experience gained in South Sudan with various cost-recovery schemes (a user fees system has been tried with, at best, mixed results, and a health insurance scheme was active in the former garrison towns).

We look forward to your support for this program.

Yours sincerely,
Dr. Theophilus Ochang Lotti

Minister of Health

Government of Southern Sudan
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