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SECTION 1: APPLICANT INFORMATION AND FUNDING SUMMARY 

SECTION 3: COUNTRY CONTEXT 
	3.1    Essential Services within the Disease Program
Provide a description of the current disease program in the country and the progress being made as well as the challenges to be met in providing essential prevention, treatment and/or care programs within this context. 

	TWO PAGE MAXIMUM
South Sudan, the youngest nation in the world, attained its independence over a year ago (9th July 2011), after more than two decades of intensive civil war, and violent episodes dating back to half a century. As a young nation with multiple competing priorities, government contribution is still progressing. Public services in South Sudan are still poor in many parts of the country and most are provided by Non-Governmental Organisations (NGOs) and international aid agencies. While in the future South Sudan is expected to benefit from increasing oil revenues, the current geo-political situation hampers the availability of these resources. The system of raising income through taxation is also weak.  South Sudan has a vast surface area of 640,000 sq.km, making distances from central to state capitals large. Many roads are in poor condition with only one tarmac road that links Juba to Uganda. The country finds itself thus in a unique, incomparable and unenviable position, grappling also with a myriad of health challenges, through a largely war-torn and devastated health infrastructure, with limited financial allocations and donor support. South Sudan has some of the lowest socio-economic and health indicators in the world. The general health service coverage is only 30%. The country has one of the highest maternal mortality rates (2054/100,000 live births) and under 5 year’s mortality rates (135/1000 live births). More than 90% of the population lives on less than a dollar a day. According to the South Sudan Health Facility Mapping conducted from 2009-2011 (Annex 1), about three quarters of health facilities in the country are in a poor state requiring renovation and a third of them need total reconstruction. Integration of human resources within the Ministry of Health (MoH) payroll remains a challenge. 

TB control is implemented in the context of this weak health system and poor health infrastructure. Although there is no specific data for the tuberculosis (TB) burden in South Sudan in terms of incidence and mortality (WHO – 2011 TB report still considered Sudan as one country), the average notification of TB cases (all forms) in South Sudan has been increasing steadily from 53/100,000 in 2008 to 85/100,000 in 2011. Female to male notification ratio is 1:1.5.

TB is a priority disease and among the major causes of mortality and morbidity in the country. The first National Strategic Plan for TB Control (2009-2013) was developed in 2009 and revised again soon after independence (Annex 2) to be in line with the new Ministry of Health (MoH) Health Sector Development Plan (2012–2016), Annex 3. TB control in the country is coordinated by the National TB Programme (NTP) which was formed in 2006 at central level and later in 2010 expanded to state level by appointing 10 State TB coordinators. TB control coordination structures in the 79 counties have not yet been established. TB services are provided by the government in collaboration with many different NGOs, following a 3 tier system of hospitals, Primary Health Care Centres (PHCC) and Primary Health Care Units (PHCU). NGOs play an important role in TB control in South Sudan. In 2011, about 37% (2797 out of 7599) of TB cases were treated in health facilities supported by NGOs.
The Global Fund has been the most important partner in TB control in South Sudan by providing three TB-related grants (Rounds 2, 5 and 7). GF R 5 TB-HIV Grant ended in March 2012 with A1 rating while the GF R 7 TB Grant that will end in December 2013 is performing well with A1 rating. Other partners who have been supporting TB control in South Sudan include USAID (TBCAP/TBCARE), WHO, German Leprosy and TB Relief Association (GLRA) and other local and international NGOs. With the Global Fund and other partners’ support, the country has made tremendous progress in TB control. The number of notified TB patients has increased from 4,844 in 2006 to 7,599 in 2011 while treatment success rate has remained above 75% over the years. Of the 2010 cohort, mortality rate was 5.3%, treatment failure rate 1.4% and default rate 15%. The number of health facilities providing TB services (diagnostic and treatment centers) has increased from 32 in 2006 to 65 in 2012 and is estimated to be 70 by end of 2013. The GF has also supported to strengthen the NTP human resource capacity from only 1 person (NTP manager) in 2009 to currently 24, including 14 at the central level and 10 TB coordinators at state level, thus covering all 10 states. 
The HIV/AIDS prevalence in South Sudan has already reached epidemic levels at 3% in the general population and as high as 30% among high risk groups in border areas. NTP routine HIV testing data of 2011 among TB patients showed 12.6% HIV positive. An HIV prevalence survey among TB patients [in all ten states] revealed that 14.7% is co-infected with HIV (Annex 4). The National AIDS Control Programme (NAP) is presently in 22 facilities providing ART, 15 with combined TB/HIV services. Implementation of 3Is just started: Intensified case finding using an SOP takes place in HIV care clinics; Infection Control assessment has been done, confirming potential risk of transmission of TB in health care and congregate settings; IPT is not yet an accepted policy in South Sudan.
Despite the above achievements, TB control is facing a number of challenges; key among them is low DOTS coverage, where TB services are provided in only 6% (70 out of 1147) of functional health facilities. Noteworthy too is that these facilities are unevenly distributed. HIV care coverage is equally low (with only 22 out of 1147 providing ART in this vast country), leading to a huge gap in service provision. Although TB/HIV collaboration at the national level is functional, this collaboration is still weak at state and health facility level. Other challenges include lack of TB coordination at the county level. The country has few and inadequately skilled health care staff. The TB laboratory network in 2012 has just 65 functional microscopy centres (one lab per 137,000 population), with total of 88 staff; 46 are employed by CSOs through GF support and 42 by the government. The Central TB Reference Laboratory (CTRL), which is part of the National Public Health Laboratory, is not yet functional and still under establishment. The setting up of the CTRL is funded by GF R7. The lack of a functioning CTRL hampers quality assurance (QA) of sputum smear microscopy. Community involvement in TB care, an important approach in improving case detection and treatment outcomes, has been demonstrated to yield results in some areas where it is being implemented, mainly by CSOs through GF R7. However, this is in only 14 out of 79 counties. The major towns, which contribute to over 50% of all defaulters in South Sudan, do not have this important component. 
The Ministry of Health has clearly identified the ‘vertical’ approach of TB provision, inherited from the pre-independence era, as the main barrier for rapid expansion of TB services in South Sudan. Consequently, the ministry has included TB among the diseases which should be covered in the Basic Package of Health and Nutrition Services (BPHS). TB services will be integrated into general health services especially at PHC level in line with the Health Sector Development Plan, taking advantage of available mechanisms and funding opportunities like GF R9 Phase 2 HSS grant, USAID and TB REACH. This will help rapidly expand the coverage of TB services, ensure more equity, increase efficiency, heightening sustainability while maximizing impact of the services. 
Thus, TFM is requested to sustain essential TB services as of January, 2014. This includes maintaining TB diagnostic services, procurement of essential first line TB drugs, and ensuring that essential TB services provided in the health facilities especially at Primary Health Care level remain functional. Funds will also ensure that key supportive services and management functions implemented by NTP and partners are not interrupted, including community TB care. The government of South Sudan has shown commitment to mobilize internal resources as well as that of other partners to support and expand TB control activities in the country, in tandem with the overall health sector improvement strategy and hence seeking synergies with external and internal funding sources. South Sudan submitted an application to GF under R10 which was rated by TRP as Category 3: subject to resubmission. Resubmission was initiated through R11 call for proposals which was cancelled and a new Transitional Funding Mechanism (TFM) was established. South Sudan subsequently submitted the TFM TB proposal to prevent interruption of essential TB services beyond the end of GF R7 Grant (31 December 2013). TFM TB proposal was reviewed by TRP in June 2012 and rated Category 4. This proposal is the revision according to TRP comments and request for clarifications as received per letter dated 27th August 2012. 


	3.2 Epidemiological Profile of Target Populations
a) Population Groups in Country

(  Specify the breakdown of the target population into relevant sub-populations (e.g., Females 0-4, Males 5-9, etc.) in the left-hand column.  Add extra rows as necessary.

	Population Groups
	Estimated Number
	Year of Estimate
	Source of Data

	Total target population (all ages and genders)
	9,297,254
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	[Sub-population 1]

Females >25 years
	1,731,915
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	Females 20-24 years
	426,683
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	Females 15-19 years
	480,826
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	Males >25 years
	1,772,218
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	Males 20-24 years
	413,182
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	Males 15-19 years
	510,852
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	[Sub-population 2]
	
	
	( use "Tab" key to add extra rows

	Females 0-14 years
	1,891,253
	2012
	2008 Census of 8.26 million and population growth rate of 3%

	Males 0-14 years
	2,070,325
	2012
	2008 Census of 8.26 million and population growth rate of 3%


	b) Tuberculosis epidemiology of population(s) targeted in in existing Global Fund grants



	Indicators
	[Calculation] or (reference)


	
	
	2010
	2011

	
	Total number of notified cases (all forms of TB)
	6,441
	7,599

	
	Case notification rate per 100,000 population (all forms of TB)     
	74
	84

	
	Total number of laboratory-confirmed cases of MDR-TB started on treatment 
	NA
	NA

	
	Percentage of TB patients who knew their HIV status
	56.3
	46.7

	
	Percentage of TB patients tested for HIV who were HIV-positive
	12.4
	13.2

	
	
	2009
	2010

	
	Treatment success rate of new cases             
	79
	77

	
	
	Results of survey / surveillance
	Results of survey / surveillance

	
	TB prevalence rate (from national population-based survey)*
	NA
	NA

	
	TB mortality rate (from national vital registration)**
	NA
	NA

	
	Percentage of new TB patients with MDR-TB*** 
	No data
	No data


SECTION 4: TFM REQUEST SUMMARY
	4.1    Narrative Description of TFM Request
In this section: 
1) Describe the essential prevention, treatment and/or care programs currently financed by the Global Fund in the country that are expected to be interrupted, which form your TFM request. In your response, please make reference to the goals and objectives as you present them in the performance framework.
2) Identify the risk of program interruption including a) an estimate of the size of these disruptions in terms of numbers denied essential services and b) a description of the potential impact of these disruptions on new TB infections, quality of life and death.
3) If applicable, describe what reprogramming is being proposed in order to prevent disruption of essential services.
4) Outline which of the proposed TFM interventions would fall under the definition of Continuity of Services


	FOUR PAGES MAXIMUM
The TFM grant request to Global Fund from 1st of January 2014 is to ensure the continuity of essential diagnostic and treatment services for TB control in South Sudan. The total costs of continuing essential TB services for a two year period are amounting to 8.5m USD. CCM is requesting a contribution from the Global Fund of 7.5 million USD, 89% of the total. The Government of South Sudan will contribute 8% of this amount, while other partners will contribute the remaining 3%. This budget is allocated to finance the following main cost categories: 46% for HR, 19% for supervision and M&E and 14% for drugs (and health products). Taking into account the dire situation of the health system after the civil war, GFATM Round 7 TB grant enabled South Sudan to build the programme and to employ TB control and laboratory staff at national, state and health facility level, making it possible to expand TB diagnosis and treatment to 70 health facilities in all 10 states. Interruption of these services will cause most laboratories to close, resulting in not finding open pulmonary cases or finding them late, increasing TB transmission. Together with drug shortages this will also lead to high mortality, especially among the HIV co-infected TB patients. Supervision will be interrupted and quality of TB care and M&E will decline, with the risk of collapse of the TB programme.
Goal: Reduce the burden of TB and TB/HIV in South Sudan 
Objective 1: To maintain the current notification of sputum smear positive TB cases and successfully treat at least 85% of the notified cases by 2015.
Low TB case detection is one of the key challenges facing TB control in South Sudan. The WHO estimates that only 34% of estimated new sputum smear positive TB cases are notified in the country (2010). TB services (diagnostic and treatment) by mid-2012 are implemented in 65 health facilities which are supported by GF grants. USAID/TB CARE I is expected to support the NTP to integrate TB services in another 15 health facilities (5 per year), thus raising the number of health facilities providing TB services by end 2013 to 70. With the improvement of TB services due to GF support and that of other donors the number of notified TB cases has increased by an average of 15% per year in the last four years (2008 – 2011). This trend is expected to be maintained during TFM period whereby the number of new sputum smear positive cases will increase from 31 per 100,000 in 2011 to 48 per 100,000 in 2015. TFM is requested to support sustaining the essential services in 70 health facilities that are providing TB services and thereby protect the gains achieved in TB control in the country. Global fund is supporting human resource and management capacity of NTP as sub recipient. GF R7 supported strengthening the central level by deploying additional staff and establishment of coordination of TB activities at the state level. TFM is requested to support maintaining of all 14 central level staff salaries and 50% salaries of 10 state TB coordinators. While the government is currently in the process of establishing county level TB coordination offices, the state structures supported by GF R7 are critical in linking the facility level to the central unit. In absence of TB coordination structures at county level, the gap in coordination and supervision is largely bridged by NGOs that are sub-recipient to GF R7 TB Grant. Currently out of the 65 TB diagnostic and treatment centers 39 are run by NGOs. About 40% of all TB cases were detected and treated by the NGO supported health facilities. These NGOs include two sub-recipients; Catholic Dioceses of Torit (CDOT) and Arkangelo Ali Association (AAA) and two sub-sub-recipients (CUAMM and COSV) implementing TB services through W.H.O as the main sub-recipient. W.H.O has just two staff directly paid by GF (NPO and Programme Assistant). Community involvement in TB care is critical in South Sudan to complement NTP efforts in improving case detection and case holding, particularly with limited coverage of TB services and the fact that many people live in rural and hard-to-reach areas. Four Civil Society Organizations (CSOs) namely AAA, CDOT, CUAMM and COSV are working with 18 Community Based Organisations (CBOs) on TB in different parts of the country and these are currently supported by the Global Fund. Data from AAA over the last few years on case finding and treatment using community mobilisers show a clear increase is case notification and good improvement in treatment outcomes as shown in the case of Gordhim TB diagnostic and treatment centre where treatment success rate increased from 74% in 2008 to 95% in 2011 (Annex 5). TFM is requested to sustain these essential TB services which are particularly targeting hard-to-reach areas and vulnerable populations which are not covered by government health systems.

SDA 1.1: Improving diagnosis
Activity 1.1.1: Support essential peripheral TB laboratory services

GF and other partners have supported the establishment and functioning of peripheral laboratories in the country. By the end of 2013 there will be 70 TB laboratories (1:137,000 population, still below the WHO target). GF R7 supports 46 laboratory personnel and another 42 are paid by the government. USAID/TBCARE I will - in areas presently not covered and in line with the TB Strategic Plan - refurbish and equip an additional 10 laboratories during TFM period; supplies for these additional laboratories will be funded from other sources. TFM will be requested to support reagents and supplies for 305,806 sputum smears during the TFM period.
Sub-activity 1.1.1.1: Maintain 46 personnel for TB diagnosis

Sub-activity 1.1.1.2: Procure lab reagents and supplies 
Activity 1.1.2:  Conduct quality assurance of peripheral TB laboratories
The laboratory quality assurance (QA) system in South Sudan is limited mainly due to lack of a functional Central TB Reference Laboratory (CTRL) and a weak (mid-level) state level laboratory network. Currently only 20% (13/65) of laboratories are participating in EQA by sending slides to Kenya, a rather costly approach. Despite a non-functional CTRL, an EQA pilot project has been initiated in one of the ten states of South Sudan with the view of rolling it out in 2013, using the lab network approach involving existing staff of government and CSOs lab staff. The MoH has recently established at CTRL five posts for laboratory technologists/technicians and two support staff, to be recruited in 2012, taking away the last HR hurdle (Annex 6). With soon to function CTRL (before end 2013, see 1.1.3) and continued assistance by NGOs’ lab personnel (AAA, CDOT, MSF, Comboni Missionary Sisters, CUAMM, Merlin, Don Bosco Missionaries and COSV) supported by State TB Coordinators and state lab personnel, a system of strengthening the laboratory network and QA will be established. TFM is requested  to support strengthening of this system through:
Sub-activity 1.1.2.1: Refresher training of 40 laboratory staff on microscopy quality assurance (20 per year).
Sub-activity 1.1.2.2: CTRL staff conduct Quality Assurance visits from central level to state (10 one week visits once per year).
Sub-activity 1.1.2.3: Conduct Quality Assurance visits from state level to periphery (two days visits quarterly) for QA, supervision and mentorship.
SDA 1.2: High Quality DOTS

Activity 1.2.1: Support TB treatment by procuring essential TB drugs.
The last consignment of TB drugs procured through GF R7 is expected to last up to end of first quarter 2014. TFM is requested to support procurement of 1st line anti TB drugs for adults for a total of estimated 20,713 new TB cases for two years to cover for running and restore a one year buffer stock. TB drugs for 449 re-treatment cases per year, including a buffer stock of one year, will also be procured. Paediatric anti TB drugs for an estimated 7,277 children will be acquired through a GDF donation.
Sub-activity 1.2.1.1: Procure Category I TB drugs.
Sub-activity 1.2.1.2: Procure Category II TB drugs.
Activity 1.2.2: Improve quality of DOTS 
Sub-activity 1.2.2.1 Support human resources for provision of DOT

Maintain salary contribution/allowances of existing staff in health facilities supported by implementing partners (NGOs/CSOs) as continuation of GF R7 TB Grant. The government contributes salaries for 235 staff in 21 health facilities, at least 50 of them full time TB staff absorbed on government pay roll from NGOs and the remaining staff part-time working on TB, estimated 50% of all salary costs attributable to TB control. 
Sub-activity 1.2.2.2 Conduct Training of Trainers for 20 staff
One of the major gaps for provision of quality TB services in South Sudan is the limited skills of general health workers. The problem is compounded by high staff turnover. Given these challenges, training of staff is considered essential for TB control in the South Sudan context. The Global Fund has been supporting this key activity before. As part of ongoing capacity building in training, a pool of 20 trainers will be formed, two from each state, who will then conduct cascade of trainings at the lower level. Therefore NTP wants to conduct once a Training of Trainers (TOT). Because NTP and partners have no experience in conducting a TOT, an external expert is required to facilitate this workshop.

Sub-activity 1.2.2.3 Conduct training of 40 health care workers
TFM is requested to continue supporting decentralised training of 40 health workers who were appointed to address attrition in peripheral health facilities.

Sub-activity 1.2.2.4 Conduct refresher training of 80 health workers
Re-training of 80 nurses and clinicians (one participant from a TB clinic once in two years).  

SDA 1.3: Supervision, Monitoring, Evaluation and Impact Measurement
Activity 1.3.1: Conduct supportive supervision at all levels
GF supported the establishment of TB facilities that are currently supervised from national to the state and from state to the health facility level. Continuous monitoring and supervision of these services is key to ensure quality. TFM is requested to continue support supervision from national to the state level (10 visits once a year) and state to the health facility level (70 visits, once in a quarter). Supervision will be conducted by NTP staff from central and state level while partners supporting health facilities will continue to fill the gap of county level supervision. As much as possible these visits will be combined with lab EQA, stock taking of TB drugs and supplies, verification of recording and reporting as well as mentoring and on-the-job training. NTP recording and reporting tools will be printed using funds from GF R9 HSS Grant.
Sub-activity 1.3.1.1 Supervision visits from central to state
National level will be engaged in conducting supportive supervision visits of one week to 10 states once a year. Costs involved include staff, transport including flights, per diem and office running costs.
Sub-activity 1.3.1.2 Supervision visits by NTP State/CSOs to peripheral TB diagnostic and treatment centres
State TB control officers and CSO staff will be conducting supportive supervision visits to health facilities quarterly. Costs involved include staff costs, transport, per diem and office running costs.
Sub-activity 1.3.1.3 PR administrative costs for PMU (7% of total budget)
Costs involved include staff and office running costs.
Sub-activity 1.3.1.4 PR supervision of SRs
The PR is responsible for checking on SR implementation for quality assurance, necessitating transport costs including flights and per diem.
Activity 1.3.2: Conduct TB review meetings at central and state levels
Through GF and partners support NTP has been conducting review meetings at central and state levels (TB/HIV coordination meetings GF R5, annual M&E meeting GF R7). These meetings encompass patient information exchanges, data analysis and programme review and technical updates. The meetings have been critical in strengthening NTP staff capacity given that most of them are relatively new in their positions. TFM is requested to continue supporting these programme review meetings, which will be combined with TB/HIV and CBO coordination meetings for cost effectiveness.
Sub-activity 1.3.2.1 TB review meeting at central level

The review meetings at central level will be conducted by NTP semi-annually and will last three days. 
Sub-activity 1.3.2.2 TB review meeting at state level
The two days review meetings at the state level will be conducted quarterly and will also be combined sessions involving all relevant stakeholders, including CBOs. CSOs will play an important role in supporting the planning and conducting of these meetings.
Activity 1.3.3: Conduct TB programme evaluation

Sub-activity 1.3.3.1. Conduct TB programme review
The NTP plans to conduct an end of term evaluation in 2014, which will be combined with the periodic review of the GF grant and NTP strategic plan mid-term review to inform future planning and enhance harmonisation. TFM will be requested to support this review. 

Sub-activity 1.3.3.2. Conduct expenditure tracking study. 

SDA 1.4: Community TB care
Activity 1.4.1: Support community groups to contribute to TB control in the country

NTP is currently working with 4 CSOs that implement community TB care activities from their main diagnostic and treatment centres (18). The CBOs are linked to these health facilities and treatment supporters/community mobilisers are involved in community education and sensitisation, TB suspect identification and referral, supporting Direct Observation of Treatment (DOT) in the community and defaulter retrieval.
Sub-activity 1.4.1.1 Refresher training of CBOs on TB 
TFM is requested to continue supporting a one day refresher training for 20 CBO staff at 18 different sites once a year.
Sub-activity 1.4.1.2 CBO quarterly DOTS review and data collection
Quarterly meetings of 18 participants from CBOs attached to the health facility, facilitated by two (2) HF and CSO staff.
Sub-activity 1.4.1.3 Replace bicycles for community mobilisers
GF R7 supported 96 community mobilizers who contributed significantly in improving TB treatment success rate (Annex 6, TB data Gordhim PHCC). TFM is requested to continue with this essential service by gradually replacing two bicycles per facility, distribution to be based on needs and performance.
Activity 1.4.2: Maintain TB outreach services to underserved populations

NTP has been working with a local CSO (Arkangelo Ali Association – AAA) to conduct TB outreach activities in underserved areas. This NGO has 13 TB diagnostic and treatment centers which regularly conduct outreach clinics to selected sites in five states of South Sudan. In the last three years about 25% of all smear positive cases notified by this CSO have been detected through outreach activity. This activity is supported by the GF round 7. TFM is requested to continue supporting one monthly outreach from each of the 13 sites. 

Objective 2: To maintain routine culture and DST among all (100%) TB re-treatment cases during 2014 and 2015. 

The Global Fund has supported the establishment of the CTRL in South Sudan with R7 TB Grant. The CTRL will soon be functional after installation of equipment and receiving the supplies already ordered by the GF R7 Principal Recipient. TB CARE I provides TA to CTRL through a well qualified lab technologist to help setting up culture and drug sensitivity testing (C/DST) and EQA for the peripheral microscopy labs. TFM is requested to fund the purchase of reagents and consumables for two years. Funds will also be required to transport up to 1000 sputum samples from the field to CTRL (about 450 re-treatment cases per year plus incidental cultures for smear negative HIV positive presumptive TB patients, total 1000 for two years). 

SDA 2.1: Multidrug-resistant TB (MDR-TB)

Activity 2.1.1: Ensure proper functioning of the CTRL

Sub-activity 2.1.1.1: Procure supplies and consumables for culture and DST

Sub-activity 2.1.1.2: Procure reagents for culture and DST

Sub-activity 2.1.1.3: Transport of 1000 sputum specimen for C/DST

Sub-activity 2.1.1.4: Transportation costs of reagents and supplies
Objective 3: To improve HIV provider initiated testing and counseling of TB patients from the current 47% (2011) to 85% by end of 2015.
The prevalence of HIV among TB patients in South Sudan is 15% according to the recent prevalence survey of HIV infection among TB patients (refer to annex 4, page 18). In order to address this dual epidemic and improve the quality of life of TB/HIV co-infected patients, the Ministry of Health has developed a policy for collaborative TB/HIV activities. Through GF R5, collaborative mechanisms have been established at central, state and peripheral level (TB/HIV coordination meetings) although the functions at state and peripheral health facility level are still weak. In terms of service delivery at peripheral level, TB and ART services are linked through referral. Voluntary Counseling and Testing (VCT) and Anti-Retroviral Therapy (ART) centers carry out suspect screening using standard operating procedures (SOPs) and identified suspects are referred to the nearest TB clinic for review, meanwhile TB diagnostic and treatment centers refer all HIV positive TB cases to the HIV programme for continuum of care at the nearest ART center (22 in South Sudan). The policy also recommends that all TB patients be tested for HIV and provided with a package of care including Cotrimoxazole Preventive Therapy (CPT) and ART. Cotrimoxazole, ARVs and HIV test kits will be obtained via the national HIV/AIDS programme (NAP) through other funding mechanisms. The trend of HIV testing among TB patients was on the increase, however due to shortage of HIV test kits, there has been a dramatic decline to under 50% in 2011. This proportion should go up quite quickly and could reach 85% by end 2015 with availability of HIV test kits, as the HIV prevalence survey has shown that patient consent is very high (in fact all 517 TB patients enrolled in the study agreed to be tested).
SDA 3.1: Quality TB-HIV Services

Activity 3.1.1: Conduct TB/HIV coordinating meetings at central and state level 

This activity is combined with review meetings as explained above under activity 1.3.2. No additional budget required.
Activity 3.1.2: Provide integrated TB/HIV services to co-infected patients
NTP plans to improve TB/HIV by providing integrated services. Health facilities offering TB services will be supported to provide TB/HIV services including provider initiated testing and counseling (PITC), Cotrimoxazole Preventive Therapy (CPT), infection control and referral for ART. 
Sub-activity 3.1.2.1: Refresher training on PITC
TFM is requested to support refresher training of 40 HF staff (20 per year) in PITC to improve the quality of the existing HIV testing service.


	4.2    TFM Request in the Context of a Consolidated Application 
 Skip if there are no existing grants  that will be ongoing as of the start date of the TFM funding
a) Logframe for TFM request

Prepare a logframe in Microsoft Excel form in the template provided [Attachment D].

The logframe should provide an overview of the goal(s), objectives, service delivery areas (SDAs) and key activities in this TFM request, including the key indicators. Indicate the SDAs and key activities of existing grants to be included in this TFM request and note if they will be continued without change or decreased in scale. Wherever applicable provide the number of people supported by the current grant and the number of people who will continue to be supported through TFM. Also describe all SDAs and key activities. SDAs and key activities from existing grants that will be discontinued will be captured in table 4.2(b).

Develop a numbering system for organizing the goal(s) and linking the objectives, SDAs, and activities. Each goal, objective, SDA and activity should have a unique identifying number.  This numbering system should be carried throughout the rest of the TFM request and should match the narrative description and the detailed budget and work plan. 

This logframe should be used to present how you have reprogramed existing funds to cover gaps in essential prevention, treatment and/or care programs.

	b) Discontinued Activities 
In the table below, list the SDAs and key activities of existing Global Fund grants which would be discontinued with approval of this consolidated TFM request in order to cover the most essential prevention treatment and care services.  This table is only for SDAs and activities that have been dropped.  Those which have been modified should go in the logframe.

( For this question only: applicants are requested to use the same numbering of SDAs and activities as in the previously approved grant(s).

	Discontinued SDAs and activities
	Existing grants
	Reason for Discontinuation

	1. [insert SDA] 
	[insert Grant  #]
	

	1.1 [insert Activity]
	[insert Grant  #]
	

	1.2 [insert Activity]
	[insert Grant  #]
	

	2. [insert SDA]
	[insert Grant  #]
	

	2.1 [insert Activity]
	[insert Grant  #]
	

	2.2 [insert Activity]
	[insert Grant  #]
	

	3. [insert SDA]
	[insert Grant  #]
	

	3.1 [insert Activity]
	[insert Grant  #]
	

	3.2 [insert Activity]
(  use “Tab” key to add extra rows
	[insert Grant  #]
	


	4.3    Ability to finance through reprogramming of existing Global Fund grants 

Justify why the planned interventions described in 4.1 and 4.2 cannot be fully or partly addressed through reprogramming of existing Global Fund grants.


	ONE PAGE MAXIMUM
The Global Fund R2 Grant ended in March 2010, GF R5 TB/HIV ended in March 2012 with two years of Continuity of Services (COS) to March 2014 under consideration for consolidation with GF R4 HIV CoS, and GF R7 will end in December, 2013. There will be no overlap between R4/5 and TFM as TB/HIV coordination body meetings and contribution to salaries of NGO staff have not been approved under the CoS of GF R5 or HSS R9 Phase 2 (refer to email dated August 9, 2012 from GFATM Geneva).


	4.4    Other Sources of Funding 
Describe efforts made to find other funding sources to meet the potential gap in essential prevention, treatment and/or care programs currently financed by the Global Fund in the country. These sources may be from a) domestic resources or b) other donors.


	ONE PAGE MAXIMUM

South Sudan is emerging from one of the longest civil wars in Africa. For many years TB services were implemented by NGOs as vertical programmes. NGOs running TB services are slowly handing over TB services to the Government and some have come up with a comprehensive handover strategy which has met challenges including human resource transfer, capacity building and infrastructure.
Integration of TB services into PHC is cost-effective for scaling up of TB services in the country. TB CARE I / USAID project has developed a framework for integrating TB services in the primary health care. Using this strategy NTP with support of TB CARE I will map and assess health facilities that can easily integrate TB services with minimal inputs. The TB CARE I plan supports integration of essential TB services in 23 PHCCs by end of 2015. This support includes refurbishment and equipping of the laboratories, and training of the personnel on TB. TB drugs and laboratory supplies are expected to be provided through GF. The National TB Strategic Plan envisages having 160 health facilities providing integrated TB services in the country by end of 2016. This strategy will increase contribution of the government towards human resources and infrastructure for TB services.
Transfer of human resource, funded through GF R2/5 Grants, from Malteser to MOH has been successful in two out of three counties. In total, 55 staffs at health facility level were transferred to the MoH payroll at the state level in Yei and Rumbek by 2011. The main challenge included the limited resources within the MoH at state level which could not accommodate all human resources. The lessons learned will be used in future handover and integration of existing TB management units run by NGOs.
The new TB strategic plan 2012-2016 (refer to annex 3) has been revised to align the programme objectives and activities with the overall MoH Health Sector Development Plan (HSDP) 2012-2016 (refer to annex 2), in order to mobilize resources to meet programme targets and overall goal. Currently, the NTP operates on less than 60% of the annual budget, most of which is from external sources. TB control is a health sector priority in South Sudan and to ensure sufficient resources are made available, NTP will develop and disseminate annual work plans and budgets to lobby for funds from domestic and external donors.
In 2011, the South Sudan government estimated that 98% of its total budget would come from oil revenue. Following the recent oil dispute, South Sudan has suspended oil production, which has seen line ministries adjusting their budgets following austerity measures. This development will have a negative impact in terms of inclusion of additional staff in the government payroll. Staffs in the TB programme who are supported by external donors might not be easily included in the government payroll, as had been previously foreseen.


SECTION 5: MONITORING AND EVALUATION

5.1 
Performance Framework

All applicants must complete a performance framework (Attachment A) which reflects the targeted outcomes of all of the interventions proposed in section 4.1 and 4.2.  Ensure that the indicators in the performance framework are linked to those developed in 4.1 and 4.2 b). For detailed guidance on how to complete the performance framework, refer to the guidelines and instructions in the attachment.

Clarified Section 5.2(a)
	5.2 (a)    Impact and Outcome Measurement


	Describe all planned future surveys, surveillance activities and routine data collection in country that are being used (or will be used) to measure impact and outcome indicators relevant to this proposal.  Add rows and change the “Years of Implementation” as needed. Given that the scope of activities funded under the TFM is limited, applicants are strongly encouraged to seek alternate sources of funding (domestic and non-Global Fund) for surveys, surveillance and other data collection that are not routine.

	Impact/Outcome Indicators relevant to the proposal
	Year of last data collection
	Method of Data Collection/ Data Source
	Funding
	Years of Implementation

	
	
	
	
	Year 1
	Year 2

	Notification rate of new smear positive TB cases
	2011
	Routine

(Recording and Reporting TB system, yearly management report)
	Total cost 
	0
	0

	
	
	
	Secured funding amount and funding source
	0
	0

	
	
	
	TFM funding request for  routine data collection Source 1
	0
	0

	Treatment success rate, new smear positive TB cases
	2011
	Routine

(Recording and Reporting TB system, yearly management report)
	Total cost
	0
	0

	
	
	
	Secured funding amount and funding source
	0
	0

	
	
	
	TFM funding request for  routine data collection Source 2
	0
	0

	Mortality among all HIV positive TB patients enrolled on treatment
	2011
	Routine

(Recording and Reporting TB system, yearly management report)
	Total cost
	0
	0

	
	
	
	Secured funding amount and funding source
	0
	0

	
	
	
	 TFM funding request for  routine data collection Source 3
	0
	0

	
	
	
	
	
	

	
	
	
	
	
	

	5.2 (b)     Program Evaluations (preparing for the Global Fund Periodic Review)

Please describe the arrangements that will be put in place to conduct the program and impact evaluation, including whether an existing national review will be used or whether an ad hoc evaluation will be conducted. In your response, please describe:

(a) what methodology will be used;
(b) the roles and responsibilities of the key stakeholders who will be involved; and
(c) planned timelines for data collection. 

	TWO PAGE MAXIMUM
South Sudan plans to conduct a TB programme evaluation by the end of 2014. The programme evaluation will be combined with a periodic review of GF TFM grant. The current TB strategic plan ends in 2016. The findings from the evaluation will be used to develop the new TB strategic plan for the country and also to conform to the new architecture of GF periodic review plan. TFM will be requested to contribute to 45% of the TB evaluation budget while the remaining budget will be sourced from other partners. TFM will support the participation of local review teams from the central, state and implementing health facilities. The review will follow standard WHO and Global Fund TB programme review guidelines. The overall review will be coordinated by the NTP with support of other partners, particularly WHO. The Global Fund will be requested to participate in the review so that findings should also be relevant for activities implemented through TFM grant. The NTP will develop Terms of Reference (ToR) for review and invite external and local reviewers in collaboration with partners. The team will review the draft review tools which will be developed and circulated to the members before arrival to South Sudan. Once in country the review team will be briefed about the evaluation and teams will be divided to cover different thematic areas along the Stop TB strategy. The review team will be provided with relevant NTP documents, data and reports to review before conducting field visits. The team will also be provided with other important country and health statistics and reports. The review team will conduct field visits in small groups comprising of local and external participants. The areas to be visited will be selected to provide geographical representation of the country. The review team will conduct key informant interviews and group discussions with staff and key stakeholders at all levels. The review team will compile their findings and debrief senior Ministry of Health staff and partners before submission of the final review report. 
All review and evaluation activities during the life span of the TFM TB grant will be clearly oriented by the performance framework of this grant, meaning that the progress of the grant implementation will be monitored by the actual performance framework, at close and regular intervals by the above described mechanisms.


SECTION 6: PHARMACEUTICAL AND OTHER HEALTH PRODUCTS

If this TFM request seeks funding for any pharmaceutical and/or health products please fill out sections 6.1-6.3

	6.1     Management of Pharmaceutical and Health Product Activities
i. (a)  Identify the organizations that will be responsible for the management of each of the following key functions in relation to this TFM request and describe their past management experience.  

	Function 
	Name of the organization(s) responsible for this function
	Short description of management experience

	Procurement policies, and systems 
	BRAC/MoH
	MoH/NTP and BRAC as PR are responsible for procurement of pharmaceutical and health products; BRAC will procure 1st line Anti TB drugs and laboratory consumables from GDF through WHO prequalified sources. There is collaboration between MoH and BRAC on selection of TB products. BRAC works closely with NTP for the procurement of commodities.

	Procurement planning  
	BRAC and NTP/MoH
	BRAC and NTP/MoH will develop procurement plans for one year which is reviewed bi-annually by the National quantification team including the NTP and MoH counterparts.

Procurement directly from GDF based on instruction from NTP. WHO in-country and GDF monitoring mission provide guidance on procurement and planning.

	Forecasting
	NTP/MoH 
	Forecasting done last quarter consumption and trend analysis. NTP relies on the expertise of the programme manager who heads the NTP to provide estimated number of cases, and the NTP programme pharmacist uses this information to determine forecast quantities using the approved regimen. GDF tool is used for forecast quantities.

	Product selection 
	NTP/MoH and WHO
	NTP select TB commodities based on country policies on regimen and WHO recommendations.

NTP trusts that product selection strength and presentation will find no problem with medicines procured directly from GDF catalogue given its stringent procedures aligned with WHO Stop TB recommendations. WHO in-country and external WHO monitoring mission will provide advice on product selection. 

	Coordination of the supply chain 
	BRAC
	NTP and BRAC will ensure that procurement coordination is maintained by frequently tracking that these processes are not getting unnecessarily delayed.

Procured TB commodities are stored at the Central/GF warehouse under standard condition. NTP reviews and approves the reports on past consumption and future requests from facilities before NTP and BRAC facilitate the delivery of TB commodities. Facilities after receiving consignment send signed waybills confirming receipt of approved quality and quantity. Transporters are paid after receipt of signed waybills from the facilities. Facilities are also called to confirm receipts orders.

	Management Information Systems
	BRAC and NTP/MoH
	Central/GF warehouse uses management system software (M-Supply) including stock cards in the management of TB commodities. The NTP receives monthly inventory on commodity status of all TB medicines in the warehouse. 

NTP will implement and supervise R&R which include drug stock and utilization record from all states on a three months basis, resulting in three months statistics on available stocks of all TB drugs and laboratory supplies. Facilities also use stock cards for inventory management of TB commodities. Report and requisition are verified and any anomaly discussed with the facilities concerned.  Report and requisition forms are received through both electronic and hard copies based on the location of the facility and access to power, computer and internet. This system allows for rationale distribution and calculation of drug orders including a buffer stock of 1 quarter minimum in country at any time. WHO in-country and external WHO-GDF monitoring mission provide advice on drug stock monitoring and distribution

	Inventory management (including storage arrangements)
	BRAC and NTP
	At central level (Central/GF warehouse) TB commodities are kept in a cool room of temperature not exceeding 25 degrees. Daily temperature records are kept and closely monitored. Commodities are kept on solid shelves and pallets. TB commodities are categorized based on form and are properly spaced and shelf numbers allocated. TB commodities are arranged based on FEFO principles and that is reflected in the stock cards which has expiry dates of all batches of TB commodities. All facilities have storage facilities for storage of TB commodities and stock card are available for stock management. Stock taking is done and report sent to NTP quarterly. 

NTP and BRAC supervise and advise on store management and inventory management.

	Distribution 
	BRAC and NTP
	Distribution is done directly from the Central/GF warehouse to the facilities. BRAC and SRs contract local transporters to ship consignment to various locations using a distribution plan. GF Round 7 has procured a new truck to also support in the transport of commodities. Some transportation is supported by MoH and partners.

Distribution to facilities is three months based on forecasted utilization and deduction of available stocks.

	Quality control
	GDF and MoH
	WHO and GDF are responsible for QA of pharmaceuticals. MoH/NTP trusts on WHO and GDF with medicines procured directly from GDF given its stringent QA procedures. 

Procuring drugs follows strict Good Manufacturing Practice (GMP) and WHO certified protocols. Samples of drugs are also collected from field after distribution to test and ensure quality. MoH with support from WHO has procured 10 mini-labs 2 of which are functional (Central Medical Stores and Kaya boarder post) for testing of TB, HIV and Malaria medicine. Expired TB commodities are returned from the field to the warehouse and are disposed by the national disposal mechanism. The team includes the pharmaceutical directorate, the Environmental protection and the Programme managers. The national regulatory bill has been passed in parliament and waiting presidential approval.

	Ensuring rational use and patient safety 
	NTP/MoH
	TB commodities managers and clinicians are trained to ensure appropriate dosing and usage. Community DOTS is currently in place to ensure patient compliance and irrational use of TB medicines. Continuous supervision and on-job training from central level ensures appropriate use of medicine. Treatment charts are available at health facilities.

	(b)   Describe how the TFM request uses country systems for pharmaceutical and health products management (PHPM) in compliance with national policies and regulations and the Global Fund policies on PHPM.

Identify any programmatic gaps with the existing supply chain and the proposed strategies to address these gaps. 

	HALF PAGE MAXIMUM

Although the Central Medical Stores (CMS) procurement and supply chain management (PSM) system is still being developed, it is facing multiple challenges ranging from quantification to in-country distribution. In order to avoid stock ruptures consequently compromising quality of the TB programme, the NTP has opted for the mean time to maintain a parallel PSM system. 
Challenges of the national PHPM system:
· Human resource capacity in the supply chain with limited technical and pharmaceutical knowledge makes the management of TB medicines very difficult.

· Standard warehousing to ensure proper storage of TB medicines is not adequate

· No Long Term Agreement (LTA) with transporters to ensure uninterrupted supply of TB drugs to all facilities.

· No Pharmacovigilance Unit to monitor the safety and adverse drug reactions for TB medicines.

· Poor road infrastructure resulting in high transportation costs

Proposed strategies are:

· Renovation of warehouse by the MoH, through HSS GF Round 9 support is ongoing, and the current CMS is also undergoing a face lift to meet standard storage requirements.

· Drug and Therapeutic Committee (DTC) has been formed by the Ministry of Health in collaboration with Management Sciences for Health (MSH) and personnel trained to oversee the drug management at the facilities. Currently DTC has been set up in Juba Teaching hospital, Yambio and Torit. The Pharmacovigilance Unit will be formed as a sub-committee under the DTC to develop protocols for this intervention.

The national pharmaceuticals medicines list is used in the selection of the products for procurement. The national quantification team of the MoH with leadership from the NTP meets to undertake quantification and procurement related activities. The estimated TB medicines are verified and approved by the NTP/MoH before procurement is initiated. Procured medicines from WHO certified companies are shipped through the national ports system and are verified with the necessary shipping documents (invoice, airway bill, packing list and certificate of analysis) accompanying the products. Samples of the shipped TB commodities are taken by the national customs office for testing. BRAC with the support of NTP will obtain the necessary tax exemption letters from the Finance ministry; this is done prior to arrival of the consignments.

	(c)   Describe the systems to be used to ensure rational use and patient safety 

	HALF PAGE MAXIMUM

Standard treatment regimen guidelines for the management of TB drugs will be printed and made available to all TB service-providing facilities.

NTP/BRAC will continue to procure drugs from WHO prequalified firms. Sample testing will be more periodic and will extend to facility levels and port of entry.
The WHO procured mini labs have been set up in the Central Medical Stores and Kaya and are functional. The expansion of the Minilabs in other states and points of entry, for example in Nimule and Juba airport, will be encouraged to ensure safety of TB medicines into the country and within facilities.
Continuous training of facility personnel to update knowledge and skill of TB management will be facilitated through instructions during meetings, frequent supportive supervision activities and on-the-job training to ensure rational use of TB medicines.
Proper inventory management including proper disposal mechanisms of expired TB medicines and product recall in case of adverse drug reactions will be part of such continuous training
The national regulatory bill has been passed in parliament and is awaiting presidential approval. In addition, TB drugs are administered to patients under direct supervision of the health workers and treatment supporters, and therefore TB drugs are appropriately used.



	6.2     Pharmaceutical and Health Products Required for continuation of essential prevention and treatment services

Complete the Pharmaceutical and Health Products List (Attachment B) and list all of the products that are requested to be funded through the TFM request.

	ONE PAGE MAXIMUM




	6.3    Multi-drug Resistant Tuberculosis 

	Is the provision of treatment of multi-drug resistant tuberculosis included in this TB TFM request?
	[image: image1.wmf]Yes
( include USD 50,000 per year over the full TFM request term to contribute to the costs of Green Light Committee Secretariat support services

	
	[image: image2.wmf]No ( do not include the Green Light Committee costs


SECTION 7: FUNDING REQUEST
	7.1    Financial Gap Analysis and Counterpart Financing Calculation
Instructions for completion of the financial gap analysis and counterpart financing table

( For guidance on how to complete the financial gap analysis and counterpart financing table refer to Section 7.1 of the guidelines and the detailed instructions included in the Excel template. The financial gap analysis and counterpart financing table is available as a separate tab in the Global Fund budget template (Attachment E). For those that do not use the Global Fund budget template, it is available in the separate Excel file along with the mandatory summary budget tables (Attachment F). Applicants only need to complete Attachment E or Attachment F, but not both.

CCM and Sub-CCM applicants must prepare and submit the financial gap analysis and counterpart financing table in Microsoft Excel format. They must also complete sections 7.2 to 7.4. Non-CCM applicants and multi-country applicants are not required to complete the financial gap analysis or the counterpart financing table nor Sections 7.2 to 7.4. 

	(a) Has the financial gap analysis and counterpart financing table been submitted in Microsoft Excel format?
	[image: image3.wmf]YES(                       [image: image4.wmf]No

	(b) To better contextualize and assess financial data provided in the TFM request, applicants are required to:

1. Provide an overview of the composition of government contribution to the national program; Please specify the levels of government (central, regional, local) that incur spending on the disease programs and the major agencies through which government funds are spent.  Elaborate on the availability of earmarked budget line-items to capture government disease spending and the extent to which these budget line-items capture total government spending on the disease program.
2. Indicate whether amounts forecast from each source for the years 2013 to 2014 are an estimation or commitment

	ONE PAGE MAXIMUM
The Government of South Sudan supports TB control at all levels; National, State and health facility level. The Government is currently mobilizing resources to establish TB control coordination at the county level.
The major contribution by government to TB control in South Sudan is at the facility level. This support includes salaries and running costs in 21 out of 65 facilities implementing TB diagnosis and treatment services. The estimated budget for two years from the government to support the salaries of 235 clinicians and nurses, 42 laboratory staff in the 21 facilities, is $467,363. The figure is based on estimation of salaries of 284 staffs within facilities who are partly working in providing TB diagnostic and treatment services using government salary scale.
At the state level, the government supports 50% of the salaries of all 10 state TB coordinators and provides office space. Costs of 7 CTRL staff is $74,714. The government has committed to contribute $196,800 for the salaries of 10 state TB coordinators for the two years of TFM.  


	7.2
Estimation of Current and Anticipated Domestic and External Funding

( Corresponds to LINES B and C in the financial gap analysis and counterpart financing table.

Describe how contributions from various sources of funds were estimated, including reference to:

(a) methodology for estimating current and anticipated funding;

(b) Composition of reported government spending (part or all of government spending; programmatic costs alone or includes apportioned health system costs; recurrent costs alone or includes capital costs);

(c) Whether amounts contributed by each source for the current and previous years pertain to budget, disbursement, expenditure or an estimate of spending;

(d) Whether amounts forecast from each source for the future years pertain to estimation or commitment.

	ONE PAGE MAXIMUM
Domestic Funding
The HSDP of MoH 2012 – 2016 was developed based on the current needs in line with the new national expectations. The estimated budget for the two years (2014-2015) is $695,399,699 to contribute to reducing maternal and infant mortality and improve overall health status as well as quality of life of the South Sudanese population. The government is currently mobilising resources to support the plan. The NTP strategic plan which has been developed in the context of HSDP MoH estimated $43,502,438 for two years (2014 – 2015), which is about 7% of the total MoH budget. 
The total government commitment to support salaries of facility staff, state coordinators and central level support costs is $738,876 during the 2 years of TFM (2014/2015) ANNEX 6.    

External Funding

In addition to GF, USAID/TB CARE I is one of the key external funding sources to TB control in South Sudan. The estimated contribution is $3,300,000 for the two years (2014 – 2015). The funds will be used to fill the gap in the NTP strategic plan which includes scaling up diagnostic and treatment centers through integration of TB services into existing primary health care centers. 

The Global Drug Facility (GDF) also supports NTP South Sudan with pediatric anti TB drugs. Current grant agreement is for three years (up to 2014) subject to annual assessments (refer to Annex 7). Estimated cost for treating 7,277 children during the TFM period (2014 – 2015) is $ 224,416. This support is in kind.    


	7.3     Compliance with the Counterpart Financing Requirements

Describe whether the counterpart financing requirements listed below have been met.  If not, provide justifications which include actions planned during implementation to reach compliance.

(a) Minimum threshold for counterpart financing 

( Percentage in Line M of the financial gap analysis and counterpart financing table must be greater than or equal to the minimum threshold that applies to the applicant’s income level (refer to  the Global Fund Eligibility List for 2012 Funding Channels)

(b) 
Increasing government contribution to national disease program over the TFM request term

( Figures in Line B of the financial gap analysis and counterpart financing table must increase over time

(c) Increasing government contribution to the overall health sector over the TFM request term

( Figures in Line I of the financial gap analysis and counterpart financing table must increase over time

	ONE PAGE MAXIMUM
The recommended minimum threshold counterpart financing for a low income country consistent with South Sudan has been met. Government average expenditure in the last three years in TB control is about $360,427 (2009 to 2011); which is about 8% of average GF resources plus government resources for TFM.   
However, during TFM implementation period the government has committed $738,876 for two years which is mainly for the payment of staff salaries at CTRL, state and health facility levels.
Cost Summary budgets Health Sector Development Plan (HSDP) and NTP Strategic Plan
Year

2012

2013

2014

2015

Total Budget HSDP
 $198,959,281

 $312,705,805

 $345,646,025 

 $349,753,673

Total Budget 
NTP SP
$6,056,315 
$8,825,971

$22,841,464

$20,660,974

Although not committed to any source but expected to be mainly financed through the main source of revenue for government (oil revenue), there is incremental HSDP budget estimate over the years. 


	7.4     Financial Gap and Counterpart Financing Data Sources

(a) Describe the sources used to complete the financial gap analysis and counterpart financing table;  

(b) Provide an assessment of the completeness and reliability of financial data reported; and highlight any assumptions and caveats associated with the figures.
(c) Provide details of how the country plans to improve data quality consistent with the guidelines for reporting of program financial data to technical partners; and

(d) If applicable, state if the TFM request includes a request for Global Fund support for an expenditure tracking study and/or measures to strengthen financial data collection and reporting data during the first reporting period

Applicants may request up to USD 50,000 for an expenditure tracking study in the first implementation period.  This must be included in the detailed budget.

	HALF PAGE MAXIMUM
Strongly recommend cost analysis tracking through routine mechanism

a) Data sources
Sources used to complete the financial gap analysis and counterpart financing:
1. Heath Sector Development Plan 2012 – 2016.
2. Tuberculosis Strategic Plan 2012 – 2016.
3. Government payroll for State and Facility level staffs and appointment letters with the State MoH.
4. Five years Corporate Agreement (Sept 2010 – Sept 2015) between the PMU (KNCV) and USAID/Washington.
5. Signed Grant Agreement between GDF and the NTP South Sudan.
b) Completeness and reliability of reported financial data

The aforementioned sources of financial data are published reports and official documents as  explained below;
· The HSDP was launched by the government in February 2012.  It is now an official government document for wide dissemination. However, due to competing priorities in the new country, there is concern that the budget presented may not be fully funded given the fact that no funding sources have been identified yet. 
· Similarly the NTP strategic plan has the same funding gaps though some donors like USAID have earmarked some resources for the next 2 years.  

· Regarding salaries for facility based staff and state coordinators; these are reliable figures since they are obtained from official State MoH salary scales and government payrolls/appointment letters. 
· The projected USAID/TB CARE I funding is determined by USAID in the country. The estimated amount for 2014 – 2015 is $ 3,300,000. This is a reliable estimate that was provided by in country USAID office. 
· The GDF support is in kind for the pediatric anti TB drugs.
c) Currently the PR (UNDP) has a robust financial management system in place to record and track all budgets and expenses. In the same token tremendous efforts have been made to build financial management capacity for the Sub Recipients of the Global Fund in South Sudan. As a result, all current SRs have a good financial management system in place that includes comprehensive Financial Management reviewed and this can be used to build on with accounting software that is customized in a way to capture and report the budget and the respective expenditures as per Cost Category and Service Delivery Areas (SDAs), most importantly, qualified accountants are in place to ensure adequate internal controls. Spot check has been done for the reported financial statements regularly by the PR and Annual External Audit is a mandatory requirement to ensure accuracy of the reports.

Therefore, the existing Financial Management capacities of all the existing SRs in South Sudan can be considered adequate in monitoring and reporting the Global Fund and other donor resources. However, the country will work consistently to review the existing systems regularly and identify any gaps that need to be improved, provide refresher training on Financial Management by inviting experts in the area. For the new SRs, appropriate capacity assessment will be done before assigning them as SR to ensure adequate internal control in place to safeguard the resources.      
d) This proposal includes a request for USD 50,000.- for an expenditure tracking study. Since the figures of the government contribution for TB control indicated in this proposal are to a large extent estimates, the programme intends to conduct a comprehensive cost analysis of government contribution to TB control. This would provide a baseline that allows to adhere to GFATM requirements for reporting on counterpart expenditure on TB.


7.5
Detailed Budget and Work Plan
Instructions for completion of the detailed budget and work plan:

( For guidance on the level of detail and required budget and work plan format (or for a template) refer to the Section 7.5 of the guidelines.

(a) Submit a detailed budget and work plan in Microsoft Excel format.  Applicants are strongly encouraged to use the Global Fund budget template or the WHO budget tool. However, note that TFM requests are only for up to two years of funding. Applicants may use their own template; however the format in which the budget and work plan is presented must conform to those presented in the TFM request guidelines. 

(b) Ensure that the detailed budget and work plan is consistent with the numbering system developed in the logframe and the performance framework. 

(c) Do not include a request for CCM or Sub-CCM funding in this TFM request.  Requests for funding are available through a separate application. The application is available at:  http://www.theglobalfund.org/en/ccm/
(d) Funding duration is up to 2 years

7.6
Summary and Incremental Request Tables

Instructions for completion of the summary budgets:
( For instructions on how to prepare the summary budgets (or for a template) refer to Section 7.6 of the guidelines.

As a tab in the Global Fund summary budget (Attachment E) or as Attachment F if not submitting the Global Fund summary budget:

(a) 
Prepare a summary table by objective and service delivery area.

(b) 
Prepare a summary table by cost category.

(c)
Prepare a summary table by PR (where more than one PR is being proposed).

(d)
Prepare a summary table which calculates the incremental (new) funding request. This is not necessary if there are no existing grants that will be ongoing as of the start date of the TFM funding
( The totals of all of these tables should match exactly, and correspond with the totals in the detailed budget and work plan.

	7.7   Compliance with Focus of TFM request Requirement 
Describe whether the focus of TFM request requirements for the specific funding pool chosen have been met as listed below. 

For the General Funding Pool:

a) LMICs must demonstrate that at least 50 percent of the TFM request  incremental budget focuses on underserved and most-at-risk populations and/or highest-impact interventions within a defined epidemiological context; and 

b) UMICs must demonstrate that 100 percent of the TFM request incremental budget focuses on these populations and/or interventions.

For the Targeted Funding Pool, and regardless of the country’s income level, applicants must demonstrate that 100% of the TFM request focuses on underserved and most-at-risk populations and/or highest-impact interventions within a defined epidemiological context.

	Not applicable


SECTION 8: MANAGEMENT STRATEGIES
	8.1
Principal Recipient(s)

Describe the technical, managerial and financial capacities of each confirmed or nominated Principal Recipient (PR). All PRs that will be implementing the programs over the lifetime of this TFM request should be included here, whether or not this TFM request is requesting new funds for those PRs. 

In the description for each PR: (a) indicate if there are any anticipated limitations to strong performance; (b) refer to any existing assessments of the PR(s); (c) if any existing PR(s) is being re-nominated, explain why; and (d) if a new PR is being nominated, explain why the new PR is a suitable choice e) How multiple PRs will coordinate with each other 

( Copy and paste tables below for each nominated Principal Recipient. 


	PR 1 Name
	BRAC South Sudan
	Sector
	None Governmental Organization 

	Mailing address
	Md. Abu Bakar Siddique, Country Representative, BRAC South Sudan, Plot 31, Blok L-14, Atlabara, Juba, South Sudan

	Telephone
	+211 922922140

	Fax
	

	E-mail address
	Siddique261@gmail.com

	Does this PR currently manage Global Fund grants in this disease area?
	[image: image5.wmf]Yes

	
	[image: image6.wmf]No

	HALF PAGE MAXIMUM
PR BRAC South Sudan

BRAC is an international NGO established in 1972 in Bangladesh. It is now one of the world’s largest NGO with diverse operations and over 47,634 regular staff working in 591 Sub-districts in all 64 districts of Bangladesh with Economic Development Program, Health, Education, Social Development and Training Program. The annual expenditure of BRAC was US$ 495 million for year 2010, 29% of which was from donor contribution. After 40 years of experience in the field of development work in Bangladesh, currently BRAC works in Afghanistan, Sri Lanka, Pakistan, Uganda, South Sudan, Liberia, Sierra Leone, Haiti and Tanzania. 
BRAC South Sudan was registered in November 2006 as an international NGO to assist in the development process through microfinance, agriculture, health and education programs. BRAC works with the government, donor agencies and the people of South Sudan to bring positive changes in the lives of poor women, men and children. BRAC South Sudan operates its program activities in ten states of the county with 556 (514 national) staff members. BRAC works as a grant coordinator of Sudan Recovery Fund (SRF) to provide support to 70 National NGOs and CBOs.  BRAC also works as a PR to rehabilitate of ex-Combatant in one state under DDR commission.
BRAC Health Program in South Sudan: BRAC provides essential health care to serve the needs of the entire community. At the centre of BRAC’s approach are the Community Health Volunteers (CHVs); 2180 in number, who are women selected from BRAC’s microfinance groups and trained to provide basic health care. BRAC in collaboration with PSI is implementing a malaria prevention program in Lakes State, covering four counties’ with a population of 355,000. Nutritional assessment and management of severe acute malnutrition is new program funded by United Nations Common Humanitarian Fund. The main components of the program include assessment and management of malnutrition in children up to 5 years of age, promoting infant and young child feeding practice; promote health and nutrition among pregnant and lactating women and capacity building of health care providers on assessment and management of acute malnutrition.
Experience of BRAC with Global Fund Program: BRAC has good experience of working with GF in Bangladesh and has good track in grant management capacity including GFATM and other donors. BRAC has been implemented successfully the activities under Rounds 3, 5, 8 and currently implementing the activities under Round 10 SSF for the TB component and Round 6& 9 for the malaria component. BRAC has received GFATM fund of US$ 66.59 million for TB component in Round 3, 5, 8 (Phase 1) and 10 SSF (Phase 1) and 16.11 million for Malaria in Round 6 and 9. BRAC is effectively managing these funds as one of two Principal Recipients for TB Control Program and Malaria component in Bangladesh and disbursing accordingly to sub recipients. 70.5% case detection rate for TB in 2010 compared to 46% in 2004 reflects BRAC’s commitment towards an effective implementation of the program. BRAC also works as PR in Afghanistan GF Round 8 TB grant. 


	8.2
Sub-recipients

	List identified sub-recipients and describe:

· the number of sub-recipients identified;

· the work to be undertaken by each sub-recipient;

· past implementation experience of each sub-recipient;

· any challenges that could affect performance of each sub-recipient as well as a strategy to address these potential challenges; and

· how they will coordinate with PRs and each other  

	TWO PAGE MAXIMUM
Four sub-recipients have been involved in the implementation of previous GF grants in South Sudan. All four have been identified to continue during the TFM implementation. The four sub-recipients include; NTP, AAA, CDOT and WHO. 
National Tuberculosis Programme:

The NTP was formerly established within the MoH in 2006, under the Directorate of Community and Public Health, with WHO providing technical and financial support. Through GF Round 7, its capacity has been strengthened through deployment of technical staff at both the central and state levels. It then became an SR of the Global Fund Round 7 grant after a rigorous process of capacity assessment by the Local Fund Agent (LFA) of the GF.

The NTP is responsible for policy formulation, planning, management and coordination of TB control activities in South Sudan. In addition, the NTP will play a key role in monitoring and evaluation of the TB programme as well as operational research, resource mobilization, collaboration with partners and coordination of all training activities in the country. The NTP will also coordinate closely with the PR on all issues of procurement and supply chain management in line with the overall MoH recommendations and guidelines. 
One of the main tasks of the NTP is resource mobilization for TB control in the country. This has been challenging in a country like South Sudan with a myriad of competing priorities. In addition, slow integration of central level staffs onto the government payroll poses a challenge in that, in an event of lack of funding as currently happening, the gains accomplished so far may be lost. 

The strategy is the inclusion of these staff into the TFM request while discussions with the government and other funding sources continue.

Arkangelo Ali Association (AAA):

AAA will continue to perform the role of implementer of TB services in five of the ten states of South Sudan covering about 1.8 million people. The organization will continue to implement TB services in 33 of the 65 facilities in the country. Main activities will include diagnosis and treatment , community TB care, implementation of community targeted programmes like outreach to hard to reach areas especially in areas with mobile populations, coordination of TB activities with NTP and partners, supporting distribution and supply network and involvement in laboratory Quality Assurance activities. 
This organization has been an SR for GF Round 2, 5 and 7 TB Grants in South Sudan. Their experience in TB control dates back to 2006 mainly working with local CBOs and targeting hard to reach areas through outreach programmes. Through close collaboration with the PR, LFA and Onsite Data Verification exercises carried out over the years, the quality of work in this organization has improved tremendously. 

The main challenges facing this organization include logistical issues especially due to the poor road network and the vastness of the country. The strategy for countering this challenge is up front planning in terms of positioning supplies (TB drugs and laboratory supplies) to cover for the period where access is difficult (rainy season).  
Catholic Diocese of Torit: 
This organization will maintain current activities funded through the GF during the TFM period. These services will include treatment and diagnosis of TB in four facilities, treatment follow up and transportation of samples/specimens for quality assurance and training of CBOs on community TB care.

CDOT has been involved in TB prevention and control activities in South Sudan since 2004 when they first opened a treatment and diagnostic centre in Isoke Mission Hospital. The programme gradually increased its scale of operations to now four facilities through GF Round 7 support. However, due to limitation in funding, services are currently limited to one state. 
The main challenges facing this organization include limited coverage of services to one state and high staff turnover. In addition, slow integration of staff into government payroll due to competing priorities within the government system poses a challenge.
The organization intends to continue collaboration with government in order that all the staff are integrated into government payroll. 

World Health Organization (W.H.O):

UN organizations, including W.H.O, have been acting as implementing partners for TB control in South Sudan during the time of the civil war, when government structures were not in place. W.H.O managed resources on behalf of the government and has been SR of the GF Round 5 and 7 TB grants. Under the R7 grant, W.H.O has two staff funded to facilitate TB control activities. W.H.O provides technical support mainly in areas of training, development of guidelines, procurement process (quantification of health products) and development of National Strategic Plan. In the context of TFM, W.H.O will not be an implementing partner but will continue to support two sub-sub-recipients (CUAMM and COSV) in TB control activities. 
W.H.O has encountered challenges of coordination related to late disbursement of funds and increasing administrative costs leading to delayed implementation of activities by sub-sub recipients. W.H.O intends to explore the possibility of allowing sub-sub-recipients to access the funds directly from the PR through a transparent PR process of assessment and capacity building. 
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� The Global Fund’s Continuity of Services policy provides up to two years of funding to continue courses of treatment  (whether the treatment is for a limited duration or is lifelong) when a grant comes to an ed. Additional guidance is provided in the TFM guidelines
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