[image: image4.png]



[image: image5.png]


  

	SUMMARY INFORMATION

	Applicant Information

	Country
	The Republic of 

South Sudan
	Component 
	Choose an item.

	Funding Request  Start Date 
	1 January 2015
	Funding Request 
End Date 
	31 December 2017

	Principal Recipient(s) 
	United Nations Development Programme (UNDP)


	Funding Request Summary Table 


A funding request summary table will be automatically generated in the online grant management platform based on the information presented in the programmatic gap table and modular templates.  
	By Module
	
	
	
	
	
	

	
	Values
	
	
	
	
	

	Row Labels
	Allocation
	Allocation %
	Above allocation
	Above %
	Full request
	Full %

	TB care and prevention
	5,749,589
	42%
	2,285,717
	17%
	8,035,305
	30%

	TB/HIV
	1,744,517
	13%
	720,000
	5%
	2,464,517
	9%

	MDR-TB
	0
	0%
	2,576,610
	19%
	2,576,610
	9%

	Health information systems and M&E
	1,384,328
	10%
	192,525
	1%
	1,576,853
	6%

	Program management
	4,796,337
	35%
	7,732,340
	57%
	12,528,677
	46%

	Grand Total
	13,674,771
	100%
	13,507,192
	100%
	27,181,963
	100%


	SECTION 1: COUNTRY CONTEXT 

	This section requests information on the country context, including the disease epidemiology, the health systems and community systems setting, and the human rights situation. This description is critical for justifying the choice of appropriate interventions. 


	1.1 Country Disease, Health and Community Systems Context 

	With reference to the latest available epidemiological information, in addition to the portfolio analysis provided by the Global Fund, highlight: 

a. The current and evolving epidemiology of the disease(s) and any significant geographic variations in disease risk or prevalence.
b. Key populations that may have disproportionately low access to prevention and treatment services (and for HIV and TB, the availability of care and support services), and the contributing factors to this inequality. 
c. Key human rights barriers and gender inequalities that may impede access to health services. 
d. The health systems and community systems context in the country, including any constraints.  

	2-4 PAGES SUGGESTED
South Sudan is a landlocked country and covers a territory of 644,329 squared kilometers. It is bordered by Sudan in the North, Ethiopia in the East, Kenya, Uganda and the Democratic Republic of Congo in the South and the Central African Republic in the West. South Sudan has a population of 10.8 million
 and is administratively divided into ten states and 79 counties
. Counties are divided into payams which are themselves divided into bomas; the bomas are the lowest administrative units. South Sudan includes 64 tribes and a diversity of ethnical groups. The country has adopted a decentralized system of governance at state level. Each state is headed by an executive governor and has a local government.

 After more than thirty years of political instability and protracted civil war, South Sudan became independent on 9 July 2011 under the name of the Republic of South Sudan and is the newest country in Africa. The country is still recovering from these decades of conflicts which have resulted in a massive displacement of approximately four million of people and refugees
, quasi no infrastructure and very weak public services that cannot efficiently satisfy the basic needs of populations. Approximately 7.3 million people are classified to be at risk of humanitarian impact. More than half of them are confronted with alarming food insecurity. In addition, 270,000 refugees from the neighboring counties are living in the country. 
South Sudan is a low income country with 51% of its population living below the poverty level. The vast majority of the population is engaged in subsistence farming and cattle herding. The Gross National Income was 790 US$ per capita in 2011. The World Bank is ranking South Sudan as one of the poorest countries in the world. For the year 2012-2013, nearly 25% of the national budget came from the international and humanitarian assistance. 

 The demographic and epidemiological transitions have not yet occurred. Life expectancy is 42 years, maternal mortality slightly higher than 2,000 deaths per 100,000 live births, infant mortality is nearly 90 deaths per 1,000 live births and communicable diseases constitute the main health problem in general population. 

a. The current and evolving epidemiology of the disease(s) and any significant 

     geographic variations in disease risk or prevalence:

Tuberculosis (TB) is a major problem of public health in South Sudan. According to WHO estimates for the year 2012, the prevalence of TB was 257 per 100,000 population, 16,000 people were newly affected with TB, indicating an incidence of 146 new TB cases per 100,000 population and 3,200 persons died of TB which results in a mortality rate of 30 deaths from TB per 100,000 population.    
 The information system of the National TB Program (NTP), which has been initiated in 2006, indicates that TB notification has increased from 2,955 in 2008 to 8,403 in 2012. The most reliable data routinely collected, those of the year 2012, show that among the smear-positive pulmonary TB cases detected through NTP services:

· 67% are males, which represents a sex ratio of 2 males for 1 female;
· Approximately one third of them belong to the age group 25-34 years in both gender groups;

· 77% are aged less than 45 years in both gender groups.
The histogram hereafter presents the distribution of the number smear-positive pulmonary TB cases by age group and gender
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The same data set show that, among the total number of smear-positive pulmonary TB patients notified in South Sudan in 2012, two thirds were identified in 4 states (out of the 10), namely: Central Equator State, Upper Nile State (14%), Northern Bahr El Ghazal State (14%) and Warrap State (10%)
The histogram below presents the distribution of the number of smear-positive pulmonary TB cases by state.
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The incidence of notified smear-positive pulmonary TB cases was 28.7 per 100,000 population at national level in 2012. The highest notified incidence are in five states: Central Equator State (59.1/100,000), Western Bahr El Ghazal State (50.3/100,000), Northern Bahr El Ghazal State (44.4/100,000), Upper Nile State (35.2/100,000) and Warrap State (25.2/100,000). Four of these five states are those which include the two-thirds of the TB burden highlighted above. The overall incidence of the notified smear-positive pulmonary TB in the four states with the two-thirds of TB burden was 41.6 per 100,000 population; this suggests that this notified incidence is 45% higher in the four states with the two thirds of TB burden than the incidence of smear-positive pulmonary TB cases notified at national level (28.7/100,000 ÷ 41.6/100,000 = 1.45). Similar calculations suggest that the overall notified incidence in the five states with the highest incidence is 47% higher than the notified incidence at national level (Western Bahr El Ghazal has relatively small population: 445,733 people).
It is important to highlight that 26% of TB cases, all forms, notified in 2012 were aged less than 15 years. This information and the information reflected through the distribution by age group of smear-positive pulmonary TB cases, described above, strongly indicate that TB is affecting the young segments of the population of South Sudan. This also suggests that the transmission of TB bacilli within the population is significant. 
The HIV/AIDS epidemic is generalized in South Sudan. In 2012, the prevalence of HIV infection was estimated to 2.6% among the persons aged 15 to 49 years and the total number of people living with HIV/AIDS (PLHIV) at 152,000 (Sources??), these estimates also highlight that the HIV prevalence reaches 30% in high risk groups, especially in border areas. The occurrence of TB among PLHIV is still unknown in South Sudan. Consistent data from the NTP and a survey carried out in 10 states in 2011, suggest that the prevalence of IHV infection in PLHIV is approximately 15%. Also, the cohort analysis of TB/HIV who are treated for TB within the existing NTP network indicates that death rate was 11% in 2012.   
There is no data available on TB occurrence or deaths in other high risk groups or potential vulnerable populations.

According to the WHO, the burden of multidrug-resistant TB (MDR-TB) among notified pulmonary TB was 250 MDR-TB cases in 2012
. WHO estimates that the prevalence of MDR-TB among new TB cases and retreatment TB cases is 1.8% and 19% respectively.
b. Key populations that may have disproportionately low access to prevention and   

    treatment services (and for HIV and TB, the availability of care and support 
    services), and the contributing factors to this inequality: 

1. Populations with poor or no access to TB services
Significant proportion of the general population of South Sudan has almost no access to health services, including to TB care and control services. It is estimated that 44% of the population is living within a-5 kilometer radius from a functional health facility
. In some areas, the nearest health facility is 100 kilometers away
. The per capita outpatient utilization rate is 0.4 visits per year. Within the existing health facilities’ network, 80% of all care services are provided by non-governmental organizations (NGO). Furthermore, the majority of attendees do not have a direct access to TB services; indeed, these services are provided to patients in only 87 health facilities out of the existing 1,147 (7.6%). These, 87 health facilities are all belonging to the first referral health facility level (called primary health care centers or PHCCs); 65 of these 87 PHCCs are providing both TB diagnosis and treatment services and 22 TB laboratory services only. These 87 PHCCs with TB services account for 31% of the 284 PHCCs which exist across the country. No TB services, including TB treatment, are providing in the 792 primary health care units (PHCU) which are the most peripheral health facilities of the health system and which are in direct contact with the communities through the home health promoters and community health workers. Among the 79 counties, 35% do not have any health facility which provides TB services. These counties with no TB services account for 26% of the population of South Sudan. Given that the prevalence of TB is high in general population (257 TB cases per 100,000 prevalence in 2012), it is clear that one the most important key affected population for TB control action is the population who have no access to the TB diagnosis and treatment services that are  available in the country.       
2. People living in complex emergency environment (refugees and internally displaced populations)  
After the last three decades of political instability and civil war, the population, in general, was heavily affected to meet its basic and vital needs. It is estimated that presently 4 million of people, among whom, according to UNICEF, 250,000 children, are at risk of famine, especially in the Provinces of Upper Nile, Unity and Jonglei; these three provinces are still affected by political conflicts that have prevented their populations to cultivate their lands and resulted in the displacement of a part of them. Hardly 50% of these populations are covered by some form of health care services that are ensured mainly for emergency purposes by international NGOs ; TB care services are almost not provided in this complex emergency setting.It is estimated that 1.14 million people are internally displaced within South Sudan territory and 400,000 are South Sudanese refugees in the neighboring countries, mainly in Sudan,  Ethiopia, Uganda and Kenya. Approximately 900,000 of the internally displaced persons are in the three famine-affected provinces. Health care services are provided by international NGOs in very precarious environment and focus on water- and food-born diseases, malnutrition, outbreaks’ response. Very few TB care and control services, that include expectoration specimens transport to TB laboratory and TB drug provision, are ensured to displaced persons in five camps only. NTP has not yet established a clear strategy to make TB care and control services accessible for these populations.
3. People living with HIV
The HIV/AIDS epidemic is generalized in South Sudan, since the estimated prevalence is 2.6% in the segment of the population aged 15-49 year. The prevalence is higher in the states that have a border with neighboring countries except in the North. It is much higher, and may reach 30% in high risk groups of these states. The number of PLHIV is estimated at 152,000 throughout the national territory. The National HIV/AIDS Programme is ensuring HIV/AIDS counselling and testing in 133 health facilities and ARV provision services in 22 only. In 2012, 65,000 PLHIV were identified and put on care. Not all PLHIVs identified are systematically screened for TB. For instance, in 2012, 4,476 TB screening procedures were carried out in the 65,000 PLHIV who were identified. If the TB screening procedure had been performed once only in each PLHIV screened, then the proportion of PLHIVs who were screened for TB would have been at most 7%. It is likely that some PLHIVs may have been screened for TB more than once, and therefore, the proportion of PLHIVs who were really screened is most likely to be less than 7% in that year. It is clear that by far the process of TB identification in PLHIV is insufficient because the capacities to identify PLHIV in population, particularly in well identified high risk groups who account for 70% of new HIV infections, such as sex workers, truck drivers, are not well developed; in addition, there is still not yet a significant momentum for TB screening in HIV/AIDS health facilities.
4. Incarcerated persons

The penitentiary system of South Sudan includes nearly 80 institutions where approximately   8,500 people are incarcerated
. Given the various emergencies to which the Government has been confronted since the independence, improving the correctional environment has not yet received a full attention. Prisons are heavily overcrowded. They have more than 5,000 additional inmates than their real capacities. For example, 1,300 prisoners are incarcerated in the Juba State Prison whose real capacity is for 400 inmates only. There are health services’ units in ten state prisons and only five of these units are functioning. Very few non-governmental organizations (NGO), such as Arkengelo Ali Association are operating in the prison system and ensure some TB services. Health services, including TB services, are in general hardly provided to most of the prisoners. Even though it well known that TB prevalence, as well as  HIV infection prevalence, may be more than 10 times higher in prison settings than in general population, there is no linkages between the existing NTP network and the prison system.
5. TB contacts 
TB contacts are a well individualized high risk group for TB. Even though, contacts of index TB cases can easily be identified, such as household members, and among whom active screening can significantly contribute to identify earlier patients with active TB, especially children, no strategy has been defined to implement TB contact investigation activities.
6. Children 
Significant number of children with TB are reported in South Sudan. The data routinely collected through the NTP network for the year 2012 shows that 26% of all notified TB cases were aged less 15 years. This age group accounted for 3% among smear-positive pulmonary TB patients, 13% among those who were smear-negative pulmonary TB, 48% among patients with extra-pulmonary TB and 80% among pulmonary TB cases for which no sputum smear examination was carried out. Moreover, 44% of childhood TB cases (less than 15 years) were registered as having a pulmonary TB for which no smear examination was undertaken. These data may suggest that childhood TB is frequent, but they also suggest that the quality of TB diagnosis is likely to be doubtful. To date, no real measures have been taken to tackle  this issue in order to establish procedures to appropriately set the diagnosis of TB in children.         
7. Army population

The army population of South Sudan includes 120,000 soldiers. The Army has its own health services in the garrisons and hospitals in each of the ten states. The Army health services provide care not only to the soldiers but also to their family members. HIV Prevalence among soldiers is 5%, nearly twice the national average of 2.6%. Of 13540 new annual HIV infections, 4,689 (34.6%) occur within the military, who are the clients of sex workers at higher risk (2012 national sentinel survey). There are no sound data on TB occurrence among soldiers who usually live in overcrowded barracks. The Army health services do not provide any TB services in its network. No sound linkages have been established between the Army health services and the NTP. If a soldier or a member of her/his family is suspected of having TB, shed/he is referred to a PHCC with TB services for diagnosis and, if needed, treatment. If TB is identified, the patients is registered, prescribed TB treatment and monitored by the PHCC staff. However, many of the soldiers with TB who are on treatment are lost-to-follow-up. No mechanism has been developed to follow and catch these patients through the involvement of the health services of the Army.    
c. Key human rights barriers and gender inequalities that may impede access to    

    health services: 

 The Humanitarian context

More than 10% of South Sudan’s population are either internally displaced or refugees. There is no definitive data on TB or HIV prevalence among returnees, refugees and IDPs. However the risk of TB transmission is likely higher among persons living in Internally Displaced Peoples Camps or refugee camps, making this one of the venerable population.  Lack of access to health and other essential services, including food insecurity, exposes people living with HIV and affected households to higher impact of both the epidemic and emergency situation on household health status and survival. Given this vulnerability, this population represents one of the key target populations for the South Sudan national response. In addition, political conflict has increased the number of People Living with Disability in South Sudan. People living with disability are estimated to constitute between 10% and 15% of national populations. 

In the context of TB/HIV; gender factors expose both men and women to HIV infection which intern is associated with TB; hence women and girls are twice as likely to be infected.  MSM and their partners are nearly; if not totally cut out from their required specialized health services in South Sudan. Soldiers who are mostly male often travel far from their partners and engage in unprotected sex. Female soldiers are also known to be significantly more vulnerable to infection. Socio cultural and bio-medical factors place women and girls are at a higher risk of infection. Women have a low rate of literacy at 16% and high rate of maternal mortality at 2045 per 100,000 live births one of the highest in the world. Health seeking behavior beyond the community is remarkably low even by regional standards. While 48% of pregnant women attend one Ante Natal Care (ANC) visit, only 19.4% births assisted by skilled personnel. The prevalence rate of modern contraceptives is less than 3%. Women have limited knowledge of sexual HIV transmission and transmission of HIV from mother to child. Other vulnerability factors include early sex debut among girls (about 10% of girls debut sex before age 15), harmful traditional practices, and vulnerability to sexual and gender based violence (SGBV). About 20% of women are battered by their husbands. Most women are in polygamous or unfaithful marriages.  All these factors expose women to the risk of HIV infection and TB/HIV. 
Other human rights issues:

Inadequate coverage and reach of key populations, their criminalization and marginalization (sex workers, MSM) and high levels of stigma against PLHIV /TB limit their access to services. In addition, some areas especially those in the north are underserved by health services. There is in addition a lack of policy protection for PLHIV. The latter also face significant drug and commodity stock outs and poor monitoring. High levels of abuse and violence against sex workers and difficulty in access to justice and law enforcement requires concerted and innovative methods to address, such as scaling up best practice / signature programs such as the SPLA-sex worker program; developing medico-legal linkages for post GBV victims and improving health worker attitudes and awareness. There is need to finance distribution of commodities for sex workers and MSM beyond the last mile (community level) and address the high levels of stigma and discrimination prevailing throughout the country.

d. The health systems and community systems context in the country, including any 
     constraints:
The population of South Sudan have been experiencing very poor health care provision services due to the long episodes of political conflict. As highlighted above, South Sudan has some of the worst key health indicators globally, such as maternal and infant mortalities. Malaria, pneumonia, diarrhoeal diseases and malnutrition are still major causes of death in children under five years. Health care services’ delivery system includes three categories of health facilities: i) primary health care (PHC) centers and units (or PHCCs and PHCUs), ii) county hospitals and iii) state referral hospitals. 
According to Health Facility Mapping 2011, there are in total 1,147 functional health facilities across the national territory. These health facilities includes 3 teaching hospitals, 7 state hospitals, 27 county hospitals, 284 PHCCs, 792 PHCUs, 10 private medical facilities, 14 specialized hospitals/clinics and 10 police and military health facilities
. However, one third of these 1,147 health facilities need a complete replacement and 18% major renovations. Most of the health facilities lack medical equipment, logistic system, communication and water and power supplies As highlighted above, it is estimated that 44% of the population are settled within a 5 - kilometer radius from a health facility. The patient’s attendance is not well balanced. Some data suggest that half of the demand care from population takes place in the three teaching hospitals (Wau, Malakal and Juba), 25% in the PHCCs and county and state hospitals, and the rest in the PHCUs. Many PHCUs are underused by the population; some of them can hardly deal with 10 patients per month
. 
South Sudan has a critical shortage of all categories of health professionals. Only 10% of the civil service posts are filled by qualified health workers, which translates into about 3 physicians, 27 nurses and 6 midwifes per 100,000 population.  These cadres are disproportionately based in urban areas, notably in Juba, Malakal and Bentiu. Consequently, health services in the PHCCs and PHCUs are provided by less skilled health workers. The existing human resources’ management system is weak and the poor working environment has led to a high staff turnover and staff absenteeism, all of which compromise productivity
. There are few paramedical training institutions in the country. 

Community Health Workers, community midwives, maternal and child health workers and home health promoters, provide health services in the community. These community health workers, especially home health promoters are closely linked to the PHCU network which is the first entry point to health care system, The key role of the home health promoters is to ensure basic health services such as: i) health education and promotion, ii) provision of household level preventive health commodities (e.g.: condoms and water-cleaning chemicals or filters, iii) limited number of medications allowed for household level use for prompt treatment especially of children (e.g.: co-trimoxazole, ORS/zinc and ACT), iv) active case finding of pregnant women and referral for antenatal care attention, v) active case finding and treatment and guidance for children with diarrhoea, acute respiratory infection or fever, vi) referral of severe cases or those that have developed complications, (v) enumerating cases and keeping surveillance and notification of key diseases, (vi) triggering early warning signals for outbreaks of epidemic diseases
. 
Community health workers are mainly employed by the NGOs that provide health services in the country. It is important to highlight that at Boma level, which is the lowest administrative unit, there is a Boma Health Committee; this committee is headed by a village elder and usually includes six people who represent the different groups, such as women, youth, community workers, water and livestock representatives, Provision of PHC services free of charge at the point of care is the key strategy adopted by the Ministry of Health and developed in the Health Sector Development Plan 2012-2016. TB is well identified in this plan and included under the first priority program area (Health Service Delivery).
The government intends to fund its development agenda through different sources of funding including government own funds, donors and community resources. The government of South Sudan has a policy of devolution of power to the state level structures to address service delivery at county and lower levels. The major challenge in the health sector is the very low and fluctuating budget of public sector for health and difficulties in accessing the approved budget. Approximately 4% of the annual government budget is allocated to health. 



	1.2  National Disease Strategic Plans 

	With clear references to the current national disease strategic plan(s) and supporting documentation (include the name of the document and specific page reference), briefly summarize:

a. The key goals, objectives and priority program areas.
b. Implementation to date, including the main outcomes and impact achieved. 
c. Limitations to implementation and any lessons learned that will inform future implementation. In particular, highlight how the inequalities and key constraints described in question 1.1 are being addressed.
d. The main areas of linkage to the national health strategy, including how implementation of this strategy impacts relevant disease outcomes. 
e. For standard HIV or TB funding requests
, describe existing TB/HIV collaborative activities, including linkages between the respective national TB and HIV programs in areas such as: diagnostics, service delivery, information systems and monitoring and evaluation, capacity building, policy development and coordination processes.
f. Country processes for reviewing and revising the national disease strategic plan(s) and results of these assessments. Explain the process and timeline for the development of a new plan (if current one is valid for 18 months or less from funding request start date), including how key populations will be meaningfully engaged.

	4-5 PAGES SUGGESTED
a. The key goals, objectives and priority program areas:
 In 2011, a national strategic plan (NSP) was developed to implement TB control interventions and activities for the years 2012 to 2016. An evaluation of this plan, which was carried out in 2013 by WHO, showed that its quality was sub-optimal. The gaps analysis was weak and cannot justify the interventions specified. The plan included a goal that was not well-defined and objectives that were in fact strategic interventions and not objectives. These interventions simply followed the Stop TB Strategy framework without any justification and were not consistent with the goal. The NSP included significant inconsistencies across its components. A new NSP, that covers the years 2015-2019, has been developed and will guide the implementation of TB care and control activities as of January 2015. To date, the 2012-2016 NSP has been used.

The goal, objectives and priority strategic interventions of the new NSP that covers the years 2015-2019 are: 

· Goal: To contribute towards reduction of TB prevalence from 257/100,000 (WHO estimate 2012) to 180/100,000 (30% reduction ) by 2030.

· Objective 1: To increase the number of notified TB cases to at least 24,000 in 2019.
· Objective 2: To increase treatment success rate of bacteriologically confirmed TB cases from 72% in 2012 to at least 85% by 2019.

· Objective 3: To achieve a treatment success rate of at least 75% among enrolled multi-drug resistant TB patients by 2019.

· Objective 4: To reduce death rate during TB treatment in TB/HIV co-infected patients from 11% to less than 5% by 2019.

· Objective 5: To strengthen overall NTP program management capacity to achieve by 2019, at least 80% of the targets established for the strategic interventions of the NSP.

The strategic interventions  needed to reach each objective are as follows:

Objective 1: 

1.1. Expand access to quality assured TB diagnostic services

1.2. Intensify TB case finding in hospitals and private clinics

1.3. Intensify TB case finding among high risk and hard to reach populations

1.4. Address childhood TB in public and private hospitals

1.5. Scale up community TB care

1.6. Reduce stigma in the general population and among health care workers

Objective 2:

1.7. Expand access to TB treatment facilities

1.8. Provide TB treatment for all forms of TB according to national guidelines

1.9. Provide patients support for adherence to TB treatment

Objective 3:
1.10. Strengthen drug-resistant TB diagnostic capacity

1.11. Establish treatment of drug-resistant TB patients

1.12. Provide patient support for adherence to treatment

Objective 4:

1.13. Strengthen collaboration of TB and HIV programs
1.14. Intensified case finding among PLHIV

1.15. Infection control measures in 200 health facilities

1.16. Strengthen health facilities offering TB care to also provide HIV services

Objective 5:

1.17. Strengthen policy environment for effective national TB response
1.18. Strengthen human resources’ capacity for TB program management at all levels
1.19. Maintain NTP administrative and oversight operations at all levels
1.20. Improve program planning and supervision

1.21. Establish a robust program monitoring and evaluation system

1.22. Improve government commitment and resource mobilization

1.23.  Ensure uninterrupted quality TB commodity supply chain management at   all levels of the health system.
b. Implementation to date, including the main outcomes and impact achieved:

TB control in South Sudan is organized in the framework of a national program which includes not only the control of TB but also that of leprosy and Buruli ulcer. This program was established in 2006 and is hosted in the Directorate of Preventive Health Services within the Ministry of Health. It has a Central Unit at Ministerial level with 14 staff who are dealing with 6 areas of work under the leadership of a manager. The National Reference Laboratory (NRL) is a component of the Central Unit. In each of the 10 states, there is a Coordination Unit, with one full time staff, for TB care and control activities.

 TB care and control activities were developed and implemented through a first NSP that covered the years 2009-2013; after, further evaluation in 2011, it was revised and replaced by the NSP that covers the period 2012-2016. The implementation of both plans were financially supported almost totally by the Global Fund (GF) through Rounds 5 and 7 and the Transitory Funding Mechanism (TFM) of 2011; the Government ensured a part of the staff salary only. The funding provided through 2011 TFM will end up in December 2015. 

 Both NSPs focused on the development and implementation of the basic elements of DOTS Strategy. In 2001, there was nearly no TB care services ensured in the few health facilities that were most of them run by international NGOs and religious missions. Then in 2002, with the Round 2 Grant of GF, 12 PHCCs started to provide TB diagnosis and treatment services. In 2007, with the support of the Round 7 Grant of GF and the improvement of the political situation, the number of PHCCs where TB patients can be diagnosed and receive appropriate treatment increased to 36. With further support from partners and TFM, the number of such facilities increased to 65; in addition, there are 22 other PHCCs, closely linked to county hospitals, that ensure TB microscopy activities but not TB treatment. External quality control activities have been, to date, implemented in 17 TB microscopy laboratories. NTP has successfully managed to implement TB care and control services through the network of NGOs and religious missions that are running many of the health facilities in South Sudan. Among the 79 counties, 28 (35%) do no have any health facility where TB diagnosis and treatment services are provided. The population of these 28 counties account for 28% of the total population of South Sudan. It is important to highlight that the 65 PHCCs with TB diagnosis and treatment services and the 22 PHCCs that provide TB laboratory service account all together for only 31% of the 284 PHCCs of the country. Moreover, no TB services (including TB treatment) are provided in any of the 792 PHCUs that are available across the national territory; the PHCUs are the first entry point of the health system and is closely linked to communities through the home health promoters and other community health workers.  
The number of TB cases, all forms, notified through the NTP network increased from 1,260 in 2002 to 8,924 in 2012, resulting in an average increase of 24% per year. The number of smear-positive pulmonary TB patients, who were identified, increased from 752 in 2002 to 3,120 in 2012 with an average increase of 18% per year. A such important average increase in TB identification per year suggests that there are many patients with TB in population that need to be identified and appropriately treated. Between 2002 and 2012, approximately 49,700 TB cases, all forms, and 21,100 smear-positive pulmonary TB patients were detected and put on treatment.

However, it is important to highlight that NTP data of 2012 indicate that 14% of patients suspected of having TB are smear-positive, 18% of pulmonary TB did not undergo any sputum examination before being treated and less than half of pulmonary TB cases are bacteriologically confirmed. This strongly suggest that not all patients who reach health facilities and who need to be assessed for TB are evaluated for this disease.
 The treatment success rate reached 79.2% in 2008, but decreased to 72.2% in 2011. This decrease has been made at the expense of the defaulting rate which increased from 11.8% in 2008 to 18.3% in 2011.   
 TB/HIV collaborative activities were initiated in 2007 in close collaboration with the National HIV/AIDS Program. The proportion of TB patients who were tested for HIV infection increased from 24.3% in 2008 to 51.4% in 2012. In 2012, 69.0% of TB/HIV patients were administered cotrimoxazol and 28.0% only antiretroviral (ARV) treatment. 
 At this stage of implementation of TB control interventions, a real impact on TB morbidity and mortality cannot be expected for the coming years, given that the basic services inherent to TB care and control are far from being accessible to all the population of South Sudan. However, South Sudan succeeded to establish a national program for TB control. This program has successfully managed to implement TB care and control activities in a context of complex emergencies and to provide diagnosis and treatment services for TB patients in close collaboration with NGOs and religious missions that ensure health care services to population and through partners operating in the communities.

c. Limitations to implementation and any lessons learned that will inform future implementation. In particular, highlight how the inequalities and key constraints described in question 1.1 are being addressed.

A significant proportion of the population of South Sudan has nearly no access to any public services, including health services. As a result, one of the major challenges facing TB control in South Sudan is the limited access for the population to diagnostic and treatment facilities. The strategy that has been considered to address this major issue is the integration of TB services into the existing functional health facilities in such way that at least two PHCCs will have the capacities to provide TB services in each county by 2016. Furthermore, TB services have not been implemented beyond the network of PHCCs. None of the 792 PHCUs available in the country is providing any form of TB services. It is important to highlight that a PHCC is a first referral health facility while a PHCU is the most peripheral health facility that is in close contact with communities and directly deals with the home health promoters who are operating in the communities. During the implementation of the two strategic plans, the country has been relying on GF grants only to develop TB diagnosis and treatment services. The Government could not significantly contribute to funding because of the severe budgetary constraints it has faced over the years. The lack of adequate financial resources to rehabilitate largely dilapidated infrastructure in the PHCCs was one of the main reasons for the limitations to the integration of TB services. In addition, the health staff available in these facilities are poorly motivated and inadequately trained to provide appropriate TB care and control services. Stigma regarding TB in general is non negligible issue among health care workers who in some instances demand risk allowances in order to ensure TB services to patients. As results, the integration of TB services into the existing PHC network has not been scaled up as planned and NTP services could not expand in order to reach people who need these services, especially those who are at high risk of TB, vulnerable or in precarious situation.  
In contrast to what it was planned in NSPs, the involvement of communities in TB care, control and prevention has not been widely scaled up, particularly around the health facilities belonging to the Ministry of Health; as matter of fact, only 16 (8%) civil society organizations out of the available 200 have been engaged in TB activities. Provision of TB services has not been yet sufficiently advocated among the existing civil society organizations in order to promote these services through their network. Successful experience in pilot projects has shown that community mobilizers can significantly reduce the proportion of TB patients who defaulted their treatment. For example, the community workers contributed to reducing the default rate to virtually nil in Ghordim (see graph hereafter). However, the success observed in these projects depended on payment of monthly incentives that raises the issue of sustainability. 
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Despite the GF Round 5 Grant that was fully devoted to TB/HIV collaborative activities, the TB/HIV services have been inadequately operationalized. The coordination mechanisms (30 coordination bodies) at central and sub national levels that were established through this grant have remained weak. In 2012, only 51% of TB patients were tested for HIV infection and the enrollment on ARV treatment of co-infected patients was less than 30%. Only 16 PHCCs with TB services were providing ARV treatment. These limitations are partly due to: i) inadequate guidelines that required CD4 counts before ARV treatment enrollment and ii) lack of HIV test kits at TB sites. 
The delay in establishing a functional National Reference Laboratory (NRL) for TB partly due to lack of expertise to undertake the task has resulted in a poor management of the existing TB laboratory network. TB laboratory activities are not well planned, their supervision is not well organized and weak, the EQA implementation is still at small scale and the capacities to develop and issue guidelines and training material to implement TB laboratory activities are limited. The absence of a national reference laboratory has resulted in quasi absence of testing of patients suspected of having MDR-TB. 
Even though planned, the programmatic management of drug-resistant TB has not been yet initiated not only because of poor laboratory capacities to perform drug resistance testing but also because of the absence of funding to build the capacities to initiate and develop the programmatic management of drug-resistant TB (PMDT). 
The provision of technical and administrative supports and the field monitoring visits, as planned, are not fully insured to the majority of health facilities which ensure TB care and control services due to: i) the ongoing security issues, especially in three of the ten states, ii) the quasi absence of appropriate road network, iii) the vastness of the country and iv) the weak managerial capacities of the NTP coordination units at state level and the absence of involvement of the Health Departments of counties in the management activities within the NTP network. Efficient coordination units of the NTP at state level, for example, would have improved the supervision and monitoring of TB care and control activities, logistic support, training of health staff involved in TB control, TB drug management, linkages between NTP network and general health services, the operationalization of the monitoring and evaluation system, and others.  

 Data collected through the information system of NTP are not analyzed in depth in order to identify issues and help make appropriate decision.  
The lessons learnt for the future implementation of planned interventions and activities are: 
· a risk mitigation plan should be developed and included in the NSP for TB control covering the period 2015-2019; 
· the capacities to further mobilize financial resources at national and international levels for TB control in South Sudan  need to be developed 
· actions to advocate and increase awareness of all stakeholders and at all levels need to be further taken in order to promote significantly the integration of TB services into the PHC network; 
· this integration needs to take as much as possible into consideration the level of functionality of the available health facilities; this will cut on renovation costs and human resources given that many of the functional facilities are already supported by partners; the NTP would then provide support in terms of supply, training and supervision;
· the integration of TB services needs to be carried out in PHCUs (ex.: 2 PHCUs per PHCC) and should involve the Home Health Promoters’ Program of the Ministry of Health; the home health promoters are usually linked to PHCUs and operating within communities where they ensure basic health services (as described above); this will help promote TB services within communities; NTP should clearly define the TB services that will be ensured at PHCU level and through the home health promoters (ex.: identification and referral of patients suspected of having TB, TB treatment provision and directly observed treatment, identification of TB contact and contribution to their systematic and active screening for TB);       

· to make TB services accessible, TB community care needs to be promoted in collaboration with civil society organizations, community-based organization and faith-based organizations (FBO); these organizations will also help promote the implementation of TB  services in particular settings such as the penitentiary system or refugee camps;  

· the NRL must be functional as soon as possible to address all the existing managerial issues existing in the TB laboratory network, including the expansion of the external quality assurance system for TB microscopy and the development of culture activities and TB drug susceptibility testing (DST); it is expected that the NRL will be functional at latest in March 2015;
· guidelines have been recently revised such that all TB patients co-infected with HIV are now eligible for ARV treatment and the existing coordination mechanisms that have been established by NTP and the National HIV/AIDS Program (NACP) need to be revitalized and strengthened, particularly at state levels in order to expand TB/HIV collaborative activities; TB/HIV coordination mechanisms need to be considered at health facilities’ level
· the managerial capacities of the NTP need to be reinforced particularly at state and county levels in order to ensure appropriate: i) implementation of TB care and control services, ii) TB drug management, iii) supervision activities, iv) training activities for the health staff involved in TB services provision, v) monitoring and evaluation, vi) data analysis, vii) coordination with the local partners and viii) others; 

· the capacities of NTP Central Unit in overall management need to be enhanced and in operational research developed and strengthened;

· the distribution of supplies may need to be undertaken according local climate characteristics; for example, the supplies can be provided during the dry season (first half of the year) when road accessibility is possible.
d. The main areas of linkage to the national health strategy, including how implementation of this strategy impacts relevant disease outcomes.
While the development of the first NSP for TB control was initiated in 2008 to cover the years 2009 to 2013, the first national health plan called Health Sector Development Plan (HSDP) was developed few years later to cover the period 2011-2015. This HSDP is still presently used and constitutes the backbone of the national health policy implementation in South Sudan. After the revision of the 2009-2013 NSP for TB control, the second NSP for TB control, which covers the years 2012-2016, and the HSDP, which covers the years 2011-2015, had a slight difference in their respective period coverage. However, the strategic orientations and interventions specified in the national strategy and NSPs for TB control are well identified in the 2011-2015 HSDP. 
The overall objective of the 2011-2015 is to improve access, quality and utilization of health services and to strengthen health sector system, including organizational, management and wider institutional issues. This objective is paramount for the strategic interventions of TB control, since their development and implementation cannot be carried out and sustained without a strong health system with appropriate managerial capacities.
 Furthermore, the Strategic Objective 1 of the 2011-2015 HSDP is to increase access to quality PHC services by implementing and expanding the Basic Package of Health Services (BPHS) through i) functional networks of PHCC and PHCUs and ii) a community health program involving home health promoters. The approach used by the NTP to develop TB services is fully in line with the Strategic Objective 1 of the HSDP. Indeed, TB care and control services are included in the BPHS and their implementation has been undertaken in PHCCs, with a priority to those with laboratory facilities; also, the involvement of the existing community networks is a part of the national strategy to control TB and has been undertaken wherever possible. It is clear that the coverage of the population by TB care and control services will significantly increase throughout the national territory mainly with the expansion of the PHC network in South Sudan. 
The Strategic Objective 2 of the 2011-2015 HSDP is to strengthen the prevention and control of communicable diseases. More specifically, it emphasizes public education to prevent TB, early TB diagnosis and appropriate treatment as a cornerstone for TB control. These strategic orientations specified in the HSDP are fully in line with the interventions and activities specified in the national strategy for TB care and control, identified in the NSPs and promoted by the NTP.

The National Health Sector Strategy highlights: i) the prevention, treatment, care and support of individuals and families affected by HIV/AIDS and ii) the integration of TB and HIV services. TB/HIV integration is one of the key interventions of the national strategy to control TB and is clearly identified in the NSPs of the NTP.

Also, the 2011-2015 HSDP encourages performance-based out-contracting of (PHC) services through civil society organizations, NGOs, FBOs and private-for-profit agencies. In line with this strategic orientation, the NTP has always closely collaborated with NGOs and religious missions given that most of health care services are provided by them. NTP has been implementing TB care and control services through these entities. Many NGOs and FBOs have been sub-recipients for GF grants to implement TB care and control activities (e.g.: Arkengelo Ali Association, Catholic Diocese of Torit, COSV, CUAAM). The involvement of private health sector in TB control is included in the NTP strategy but has not been yet developed. 
In addition, the development of NTP activities is contributing to strengthening the health system through: i)  the development progressive of appropriate managerial practices in the NTP Central Unit and at state level, ii) the mobilization funding resources at international level (ex.: GF, TBCAP/TBCARE), iii) the inclusion of TB care and control within the BPHS, iv) the implementation of an information system for TB services, v) the introduction of adequate practices for drug management, vi) the strengthening of the laboratory network capacities, with the development TB laboratory network, vii) the involvement of NGOs and community networks in TB control efforts.  
e. For standard HIV or TB funding requests
, describe existing TB/HIV collaborative activities, including linkages between the respective national TB and HIV programs in areas such as: diagnostics, service delivery, information systems and monitoring and evaluation, capacity building, policy development and coordination processes.

 HIV infection epidemic is considered generalized in South Sudan. The prevalence of HIV infection is estimated at 2.6% in the population aged 15-49 years. Except for the north, the states that have a border with the neighboring countries are likely to have a higher prevalence than the others. HIV prevalence is much higher in high risk groups such as commercial sex workers, males having sex with males or soldiers. The occurrence of HIV infection seems also to be clustered along the main trading roads. A prevalence survey, carried out in all the 10 states in 2011, reported that 14.7% of TB patients were co-infected with HIV.
TB/HIV collaborative activities is included in the national strategy to control TB in South Sudan. Within the Central Unit of the NTP, there is a medical officer whose role is to promote, develop and monitor and evaluate the implementation of these activities.

There is a national coordinating committee for TB/HIV collaborative activities. This committee includes the representatives of NTP and NACP, NGOs and implementing partners. It has also a clear terms of reference that mainly focus on the coordination of the activities of both programs and the development of joint TB/HIV interventions and activities. The members of this committee meet on ad hoc basis only. They collaborated to develop and finalize the national TB/HIV guidelines’ document and to review the information system of each program. There are also 30 sub-national committees to coordinate TB/HIV activities in seven states and 23 counties. These sub-national committees have been, to date, poorly functioning and have not triggered, in contrast to what it was expected, any momentum for TB/HIV collaborative  activities in their respective state or county.
NTP is providing TB diagnosis and treatment services in 65 health facilities and TB microscopy services only in 22 others. The NACP is ensuring HIV testing and counseling in 133 health facilities, the activities inherent to prevention of mother to child transmission in 75 and ARVs’ provision in 22. 
TB diagnosis and treatment services and ARVs provision are ensured on the same site in 16 health facilities, but by different health staff. In general, the services of NTP and NACP are provided separately by distinct staff even in the same health facility.
The staff in charge of providing TB diagnosis and treatment services in all the 65 PHCCs with TB diagnosis and treatment services have been trained on testing TB patients on HIV infection. However, the HIV testing is not systematically carried out in TB patients because of the irregularity in HIV tests’ procurement from the NACP. As a result a significant proportion of identified TB patients are not tested for HIV infection. In 2012, 51.4% of TB patients were HIV-tested; among them, 12.6% were HIV-positive. Nearly 28% of the identified TB/HIV patients were administered ARV treatment in 2012. 

 It is until recently that guidelines on systematic screening using symptoms (any cough, night sweat, fever and weigh loss) in PLHIV then clinical evaluation for TB, have been adopted. The training of the relevant staff on these standards is presently ongoing. 

There is presently no data on TB screening and clinical assessment in PLHIVs. Also, isoniazid preventive therapy has not been yet considered in the national TB/HIV collaborative activities’ guidelines and, therefore, it is not provided to PHIVs who have no active TB.

           

	SECTION 2: FUNDING LANDSCAPE, ADDITIONALITY AND SUSTAINABILITY 

	To achieve lasting impact against the three diseases, financial commitments from domestic sources must play a key role in a national strategy. Global Fund allocates resources which are far from sufficient to address the full cost of a technically sound program. It is therefore critical to assess how the funding requested fits within the overall funding landscape and how the national government plans to commit increased resources to the national disease program and health sector each year.  


	2.1 Overall Funding Landscape for Upcoming Implementation Period

	In order to understand the overall funding landscape of the national program and how this funding request fits within this, briefly describe: 

a. The availability of funds for each program area and the source of such funding (government and/or donor). Highlight any program areas that are adequately resourced (and are therefore not included in the request to the Global Fund).
b. How the proposed Global Fund investment has leveraged other donor resources. 
c. For program areas that have significant funding gaps, planned actions to address these gaps. 
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a. The availability of funds for each program area and the source of such funding (government and/or donor). Highlight any program areas that are adequately resourced (and are therefore not included in the request to the Global Fund).
i. First Line TB Drugs: The current source of funding for first line TB drugs is the Global Fund. Funds are available through the Transition Funding Model (TFM) for procurement of all first line drug needs during the first year of the CN, 2015. In addition, the Global Drug Facility is funding pediatric anti TB drugs until mid 2015. It is not certain whether current agreement will be renewed beyond 2015. 

ii. Staff working for TB Program: The entire central unit of NTP is paid for by the Global Fund. At the sub-national level however, the Government contributes up to 50% of the salaries of the State coordinators, the other half is paid for by the Global Fund. Salaries for staff working at the National Reference Laboratory are not included in this CN as the government has approved full payments for five technical staff working in the NRL.

iii. Routine program management and supervision: This is also funded by the Global Fund. There are no other funding sources. 

iv. Laboratory supplies and equipment for smears: All laboratory supplies are currently paid for by the Global Fund.  There is no other funding source.

v. Collaborative TB/HIV activities: The current TFM has only covered for training of Health workers on Provider Initiated HIV Testing and Counseling (PITC). However, procurement of Test kits is supported by PEFER. There is no long term commitment for procurement of test kits; this is therefore, included in this CN.

vi. Programmatic Management of Drug Resistant TB (PMDT). There is no funding currently for PMDT activates. This is included in this CN.

vii. Community involvement: The Ministry of Health in the Health Sector Development Plan has emphasized the importance of community involvement in the delivery of Health Services. To this effect, a Village Health Team has been established, comprising of a vaccinator, a nutrition focal person and a Home Health Promoter (HHP). The HHP is responsible for TB, HIV and Malaria service delivery. This person will be paid by the Government (Grade 14). However, this scheme has not taken effect throughout the country. On this note, a small proportion of HHP will be included in this CN.

viii. Operational Research: No funding identified so far.

b. How the proposed Global Fund investment has leveraged other donor resources. 
South Sudan has received Global Funding for Tuberculosis in the frame work of Rounds 2, 5, 7 and the Transition Funding Mechanism (TFM). This also has been the major source of funding for TB services in the country. The other main funder of TB services has been USAID, through TB CARE I project accounting up to an annual average of about one million dollars. Other sources of funding include TB Reach and the Korean Foundation (KOFI), together amounting to about USD 600,000 per year. Global Funding managed to build a National Tuberculosis Control program at central and state level with capacity to carry out basic NTP functions like, planning, coordination and resource mobilization. Since its establishment, the NTP has been central in coordinating development of proposals for funding TB services in this country.  Government has also secured funding to strengthen the NTP network by supporting 50% of the salaries of state TB coordinators and salaries for five laboratory technicians working in the TB reference laboratory. 
In addition, TB Reach funding is a conditional grant based on innovative approaches that can find additional TB cases and availability of funds to treat detected cases. The Global Fund resources provided for all country’s drug needs thus, the country was able to access TB Reach funding specifically for increasing case detection while Global Fund resources were used for treatment, monitoring and evaluation and supervision at all levels. Similarly, a total of 15 laboratories throughout the country were renovated through USAID funding in the last five years. Funding for renovation of laboratories was possible as TB drugs were sufficiently procured through Global Fund resources. 
In this investment, it is foreseen essential services like supplies of drugs, laboratory reagents and NTP operations will be maintained so that expansion of services and increase in case detection can be supported through funding from TB Reach, USAID and the Koran Foundation.  
c. For program areas that have significant funding gaps, planned actions to address these gaps.
Some of the areas with major funding gaps include; Programmatic Management of Drug Resistant TB (PMDT), support for TB/HIV activities, funding to support county TB coordination offices, and community strengthening component.
In order to breach the human resource gap at the country level, the program intends to carry out task shifting by training current primary healthcare focal persons in the country offices on basics of TB. The Country Medical Office is responsible for overseeing the implementation of health activities at the county level. This office is supported by the government. In addition to a County Medical Office, there are focal persons for primary health care activities. The program intends to train these persons on basics of TB control besides being part of quarterly review meetings at the state level. 
The program will continue to lobby for more funding from Government and other donors to fund programmatic Management of Drug Resistant TB in the country. 
In country program split discussions have resulted into transfer of 2 million Unites States Dollars from the HIV allocation to fund TB/HIV activities. 

Community strengthening activities such as support towards home health promoters activities will be included in the health system strengthening stand alone concept note in order not to interrupt vital cross cutting community activities.


	2.2 Counterpart Financing Requirements 

	Complete the Financial Gap Analysis and Counterpart Financing Table (Table 1). The counterpart financing requirements are set forth in the Global Fund Eligibility and Counterpart Financing Policy.
a. Indicate below whether the counterpart financing requirements have been met. If not, provide a justification that includes actions planned during implementation to reach compliance.

	Counterpart Financing Requirements
	Compliant?
	If not, provide a brief justification and planned actions

	i. Availability of reliable data to assess compliance 
	☐Yes         ☐ No
	Estimates were used to quantify government contribution towards TB services especially in the facilities supported by the Government

	ii. Minimum threshold government contribution to disease program (low income-5%, lower lower-middle income-20%, upper lower-middle income-40%, upper middle income-60%)
	☐Yes         ☐ No
	

	iii. Increasing government contribution to disease program
	☐Yes         ☐ No
	

	b. Compared to previous years, what additional government investments are committed to the national programs in the next implementation period that counts towards accessing the willingness-to-pay allocation from the Global Fund. Clearly specify the interventions or activities that are expected to be financed by the additional government resources and indicate how realization of these commitments will be tracked and reported.
c. Provide an assessment of the completeness and reliability of financial data reported, including any assumptions and caveats associated with the figures.
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b. Additional government investments are committed to the national programs in the next implementation period that counts towards accessing the willingness-to-pay allocation from the Global Fund
The total cost of the Republic of South Sudan Tuberculosis NSP 2015- 2019 is US$ 57,536,730. During the framework of the NFM that is 2015 – 2017, the budget requirement of TB control activities in the country is US$ 30,973,250.  Currently government has made commitments for salaries of 35 of the existing 78 PHCCs with TB services in the country. This and funding for salaries of staff at the state level and the reference laboratory constitutes about 8% of the total available funds during the concept note period.

It is envisaged that during the framework of this investment, the number of health facilities will increase from current 87 to 147.  All salaries of staff working in the additional health facilities will be catered for by the government.  Government has also committed engagement of primary healthcare focal persons at the county level to carry out TB control services. All the support for county medical office is fully provided by the government. These investments alongside infrastructural development is anticipated to Government contribution well above 15% of all available funding in the timelines of this concept note.
c. Data reliability.

Based essentially on estimates.


	SECTION 3: FUNDING REQUEST TO THE GLOBAL FUND

	This section details the request for funding and how the investment is strategically targeted to achieve greater impact on the disease and health systems. It requests an analysis of the key programmatic gaps, which forms the basis upon which the request is prioritized. The modular template (Table 3) organizes the request to clearly link the selected modules of interventions to the goals and objectives of the program, and associates these with indicators, targets, and costs.


	3.1 Programmatic Gap Analysis 

	A programmatic gap analysis needs to be conducted for the three to six priority modules within the applicant’s funding request. 

Complete a programmatic gap table (Table 2) detailing the quantifiable priority modules within the applicant’s funding request. Ensure that the coverage levels for the priority modules selected are consistent with the coverage targets in section D of the modular template (Table 3).
For any selected priority modules that are difficult to quantify (i.e. not service delivery modules), explain the gaps, the types of activities in place, the populations or groups involved, and the current funding sources and gaps. 

	1-2 PAGES SUGGESTED –  only for modules that are difficult to quantify
Program Management

 The management of the NTP is undertaken at national level from the NTP Central Unit which is hosted in the Directorate of Preventive Health Services within the Ministry of Health. The Central Unit includes 15 well defined positions, including that of the manager who is heading this unit. There is a dedicated staff for each of the following areas of work: TB/HIV, monitoring and evaluation, TB laboratory network, drug management and training. In addition, there are five support staff (including three drivers). Four positions have not been yet filled. Some key areas of work, such as the coordination with the partners, the organization of supervision and the programmatic management of drug-resistant TB, are not really covered by any specific staff.  All the positions are covering not only TB control but also leprosy and Buruli issues. In fact, the mission of the Central Unit is not clearly well defined and the areas of work that this unit should cover for TB control not clearly identified. All the staff of the Central Unit, including the NTP manager, perceive their salaries from the ongoing Global Fund grants; there is no contribution of the Government in covering even partially the salaries of some staff. However, the Government has approved to cover the salaries of five positions of the new NRL that will start functioning by March 2015. The NTP Central Unit has not yet developed the full technical and managerial capacities to: i) define clear national strategy for TB control in South Sudan, ii) establish well adapted guidelines and standard operating procedures to implement the interventions and activities defined in the national strategy, iii) develop NSPs, iv) operationalize these NSPs, v) mobilize resources to ensure this operationalization, vi) establish a supervision system covering all the national territory, vii) implement a relevant monitoring and evaluation system, viii) undertake a deep analysis of the data generated by the monitoring and evaluation system and ix) establish an operational research agenda that meets the NTP needs. Since its creation in 2007, the NTP has been always technically supported by national and international experts whose presence has been to day permanent (WHO, MSH).

 Coordination units for the control of TB, Leprosy and Buruli were established at the level of each of the 10 states in 2010. These coordination units are within the State Ministries of Health. Each coordination unit includes one staff only who is a clinical or medical officer. She/he has no supporting staff and her/his salary is covered 50% by the Government and 50% by the Global Fund. The mission of the coordination units at state level is mainly to ensure: i) the supervision of the implementation of TB control activities, ii) the coordination with the NTP Central Unit, the Health Departments of counties including in the state and the partners operating within the state, iii) the monitoring and evaluation of TB control and activities iv) the training of the health staff involved in TB care and control activities. All these state coordinators were trained on TB control management in international courses (Arusha, Kampala, Cairo, Addis Ababa, Nairobi). 
 The state coordinators do not develop any annual operational plan to carry out their activities. Therefore the NTP Central Unit establish its annual operational plan without any real adaptation to the needs of the states; in fact, the Central Unit does not request from the state coordinators to establish their annual plan, as a component of their key routine activity and to submit it. This issue is an important gap in the overall management of the NTP.

Moreover, even if the annual operational plans are developed there is no secured funding sources either at national or state levels to implement the interventions and activities that coordination units are assigned to normally carry out. 
Most of the state coordinators do not submit any quarterly plan to the NTP Central Unit in order to carry out their field supervision visits and therefore the Central Unit cannot evaluate the needs in terms of supervision and monitor the supervision activities carried out. The Central Unit has no funds available to support the supervision visits to be undertaken within the states. Very few field supervision visits are carried out by the coordinators, most often they joint the field visits undertaken by other health programs. If supervision activities are carried out, most often the coordinators do not submit any report on their field visit to the NTP Central Unit. As a result, staff of the Central Unit have to undertake their own supervision visits to the health facilities on ad hoc basis without a real planning.
 The state coordinators were also trained to be trainers for health staff regarding basic TB care and control services provision. They were provided the training material developed by the NTP Central Unit. They do not establish and submit, to the Central Unit, any agenda of their training activities. Also, they do not provide any information to the Central Unit on the few training activities they carry out. Given, the absence of funding at state level, most of the training is undertaken by the NTP Central.

 In each state, a quarterly coordination meeting is organized by the State Ministry of Health. The representatives of all the health programs, including the NTP coordinator at state level, attend these meetings. Given the existing complicated administrative procedures to release funds by the principal recipient of the Global Fund grants to the state coordination units, no specific meetings to coordinate TB control activities with partners are organized at the state level.

 The state coordinators usually collect all the data generated by the information system of the NTP in the states and establish quarterly reports and submit them to the NTP Central Unit. The state coordinators do no organize any meeting with the health workers involved TB care and control to discuss the data collected through the information system of the NTP. Also, most of the state coordinators do not undertake any analysis of their data.                         
At county level, there is a County Health Department that is in charge of health services. However, there is no focal point who supervises on part or full time basis NTP activities at this level. The County Health Departments are not involved at all in TB control in the counties. All the communications regarding TB issues between PHCCs and the state coordination or the NTP Central Unit bypass the County Health Departments.  
Monitoring and evaluation system
The NTP of South Sudan has adopted the recording and reporting system as recommended by WHO. The case definition and the registers and forms to collect the data are standardized. The recording and reporting system is implemented in all health facilities with TB control activities The training of health staff involved in TB control have been trained and received additional on-job training during the supervision visits. However, given the turn-over of the staff some of them may not have been appropriately trained or not at all trained. This is resulting in inadequate data recording and reporting in some PHCCs. In 2011, a model of case-based data collection program for TB was developed and tested in six PHCCs. This pilot-testing showed that a case-based computer program can be implemented in South Sudan provided that a computer and internet connection are available; moreover, the data are readily available, the preparation of the standardized reports, including consolidated data, and their transmission, using internet, to the state coordination units and NTP Central unit are timely and there are significant possibilities for further data analysis (e.g.: distribution of TB cases by villages, comparison rural versus urban, the calculation of the average age of patients, comparison of the average age between males and females or between rural and urban settings and others). Many PHCCs are equipped with computers (mainly those run by NGOs and FBO) where electronic versions of the usual standardized reports have been produced. Therefore, two models of reporting have been taking placed: the usual and standardized paper-format reports from PHCCs with no computers and standardized reports with consolidated data from computer-equipped PHCCs. It is clear that the reporting on paper format has significant delay in comparison to reporting through internet. Furthermore, the reports may be forwarded directly from the PHCCs to the NTP Central Unit bypassing the state coordination units of the NTP; other reports may be sent from the PHCCs to the state coordination units and then, from there, to the NTP Central Unit. Therefore, not all the data on TB control activities are collected at state level where the process of compilation and analysis is incomplete and weak. The quarterly meetings to review and discuss the data of the NTP that were collected are not regular in many states.  

 At the NTP Central Unit all the data that were consolidated in the reports and forwarded either directly from the PHCCs or through the state coordinating units are usually compiled by the focal point for monitoring and evaluation. A standardized data analysis, in line with the WHO recommendations, is performed. However, no further or deep analysis of these data is carried out; therefore, very few hypotheses are identified for operational research. The findings of the data analysis is mainly used for targeting supervision visits from the Central Units, for TB drug procurement and for the annual WHO Global Report. No national report on TB and TB control situation in South Sudan is developed annually on the basis of the findings of the data analysis undertaken at national level. The NTP Central Unit do not organize every year any national meeting on TB and TB control situation with all state coordinators, donors and partners.             



	3.2 Applicant Funding Request 

	Provide a strategic overview of the applicant’s funding request to the Global Fund, including both the proposed investment of the allocation amount and the request above this amount. Describe how it addresses the gaps and constraints described in questions 1, 2 and 3.1. If the Global Fund is supporting existing programs, explain how they will be adapted to maximize impact.    
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Rational behind the development of this concept note 
TB control implementation is still at early stage in South Sudan. South Sudan has very poor infrastructure and its health system is very weak. A significant proportion of the population has no access to health care services.  Most of health care services are provided in close collaboration with NGOs and religious missions. To date, TB care and control services have been developed and implemented through these entities with external funding, especially the GF. The GF has released funding in the framework of Rounds 2, 5 and 7 and the TFM. To date, TB services have been implemented in 65 primary health care centers (PHCC) which are ensuring TB diagnosis and treatment services and 22 other PHCCs which are providing TB laboratory services only. Because of lack of funding, the NTP could not implement any TB care and control activities in primary health care units (PHCU) which are the most peripheral health facilities, and the closest to communities. In South Sudan, there are 284 PHCCs and 792 PHCUs. The most reliable data available indicate that, in 2012, approximately 8,500 TB cases were identified and 72% of them were successfully treated. The financially contribution of the Government to this effort is to ensure the salary of a part of the staff involved in TB care and control. It is important to highlight that the Government salaries are meager and can hardly ensure a descent life to the health staff and their families. 

 With the financial support of GF, the basic components of DOTS Strategy have been developed in the PHCCs specified above, some TB/HIV collaborative activities have been initiated and fair managerial capacities of NTP at central and state level have been built to keep TB services running. Full and part salaries are provided from the GF grants to staff involved in NTP activities. 

 Without the GF support, all TB care and control activities would have collapsed. In 2013, a GF funding was released through TFM to maintain TB care and control activities as they were in 2012 without any expansion. The TFM funding was 7.8 Million US$ for the years 2014 et 2015. This amount has been earmarked to maintain the activities in 2014 and 2015 as they were in 2012 and 2013.

 In the investment through this concept note, the indicative amount allocated to TB control in South Sudan is only 7.06 million US$ for the years 2015, 2016 and 2017. Given that the half of the TFM grant (7.8 million US$ ÷ 2 years = 3.9 million US$) will be used in 2015 to maintain TB care and control activities as they were, it is likely that the indicative 7.06 million US$ amount can be used only for maintaining the same momentum in the years 2016 and 2017. 
 Therefore, any expansion of TB care and control services within the PHCC and PHCU networks should be covered by the incentive amount. It is important to highlight that, out of 284 PHCCs, 87 (65 + 22) are providing TB services which represents 31% only. It is also important to reiterate that with the process of DOTS implementation and expansion between 2002 and 2012, the notification of TB cases, all forms, and smear-positive pulmonary TB cases increased on average by 24% and 18% respectively per year. This strongly suggest that a great deal of TB patients are in the communities and not identified and treated. It is clear that the expansion of TB care and control services must be undertaken again through the existing PHC network. The expansion will give a priority to: i) the 22 PHCC with TB laboratory activities (but with no TB treatment services), ii) the health facilities ensuring ARVs’ provision, iii) selected PHCC facilities located in the three famine-affected states and iv) the health facilities run by international NGOs that are dealing with displaced and refugee populations. The states with famine issues and displaced and refugee populations are more or less those with a low incidence of notified TB cases and a significant number of counties with no health facility providing any TB services (including TB treatment). 
The National HIV/AIDS Program is submitting also its concept note in the same time as the NTP. The CCM of South Sudan urged the National HIV/AIDS Program to transfer, to NTP, the 2.0 million US$ planned for TB/HIV collaborative actives. Therefore, the NTP will implement these activities in collaboration with the National HIV/AIDS Program. It is planned that 15 Xpert machines will be purchased through this funding in order to improve TB diagnosis in HIV patients.   
The utilization of Xpert examinations will likely identify HIV patients with rifampicin-resistant TB; in addition, many TB retreatment cases are diagnosed and treated each year (707 in 2012) without any assessment of their pharmaco-resistance status. Therefore, it will be appropriate to initiate the programmatic management of drug-resistant TB in line with the WHO recommendations. The implementation of the programmatic management of drug-resistant TB will be funded through the incentive amount.

 In order to make the implementation of these strategic interventions successful, the technical and managerial capacities of the NTP and the monitoring and evaluation system will be reinforced. 

In summary:

1. The indicative amount of 7.03 million US$ will cover, in 2016 and 2017, the same activities funded by the TFM for the years 2013 and 2014;

2. The 2.1 million US$ transferred, to NTP, from the concept note funding of the National HIV/AIDS Program will cover the development of TB/HIV collaborative activities in 2015, 2016 and 2017;

3. The Government contribution will cover a part of the staff salary;

4. The incentive amount will focus on:

a. The expansion of DOTS services, as specified above and
b. The implementation of PMDT.

The goal and objectives proposed under this concept note are in line with the 2015-2019 NSP for TB control. They were adapted to the scope framed by the concept note and are as follows:

Goal
To contribute to achieving the goal aimed by the national policy to control TB and emphasized in the 2015-2019 NSP: to reduce by 30% the TB prevalence (based on the WHO estimates) by 2030

Objectives:

1. To increase the detection of patients with all forms of TB by notifying 13,000 TB cases in 2015, 14,340 by 2016 and 15,780 by 2017 and to increase TB treatment success rate from 72% in 2012 to 85% in 2017.

2. To reduce the death rate from 11% in 2012 to 5% by 2017 in HIV-co-infected TB patients who received TB treatment.

.

3. To enroll on second line TB drug treatment 20 MDR-TB patients in 2015, 40 in 2016 and 75 in 2017 and to successfully treat 70% of them.
4. To improve and reinforce the technical and managerial capacities of the NTP. 

To achieve these objectives the following strategic interventions and activities are planned to be developed and implemented in the framework of the New Funding Model (NFM) of the Global Fund:

Objective 1: To increase the detection of patients with all forms of TB by notifying 13,000 TB cases in 2015, 14,340 by 2016 and 15,780 by 2017 and to increase TB treatment success rate from 72% in 2012 to 85% in 2017.

 TB services are implemented: i) in only 31% of the PHCCs which are the first referral level health facilities and ii) in none of the 792 PHCUs which are the most peripheral health facilities and, therefore, the closest to communities. NTP data of 2012 indicate that 14% of patients suspected of having TB are smear-positive, 18% of pulmonary TB did not undergo any sputum examination before being treated and less than half of pulmonary TB cases are bacteriologically confirmed. This strongly suggest that not all patients who reach health facilities and who need to be assessed for TB are evaluated for this disease. In addition, NTP has not yet really taken any specific actions targeting high risk groups for TB or vulnerable populations to identify and treat TB. 

 In order to improve TB diagnosis and treatment services and their implementation in South Sudan, i) TB care and control activities must be maintained and strengthened in the health facilities where they are already implemented, ii) TB detection and treatment capacities need to be scaled up within the PHCC network,  implemented in PHCU settings and linked to community networks, iii) the identification and management of patients suspected with TB should be improved in such way that the proportion of smear-positive TB cases among patients suspected with TB declines from 14% in 2012 to 6.7% in 2017, the number of patients suspected with TB increases from 22,888 in 2012 to 114,306 in 2017 and the proportion of bacteriologically confirmed pulmonary TB increases from 48% in 2012 to 70%.     

This Objective 1 will be achieved through the development and implementation of the following interventions and activities which are specified in the:

 Module 1 on TB Care and Prevention.  

1.1 Strengthening the existing TB diagnosis capacities and scaling up TB laboratory network

1.1.1 Consumables to carry out TB microscopy activities based on the number of TB suspects and smears to be examined in the existing 87 TB microscopy laboratories will be ensured

1.1.2 External quality assurance (EQA) of microscopy activities carried out in the existing 87 TB microscopy laboratories will be maintained and extended

1.1.3 Fifteen percent of the microscopes of the existing 87 TB microscopy laboratories will replaced by LED microscopes within the period covered by the NFM

1.1.4 TB microscopy laboratories with LED microscopes will be implemented in 60 additional PHCCs with a priority to the states with a notified incidence of 35 new TB cases per 100,000 population and less in 2012 and a population of more than 800,000 (see table below); three of these states are affected by a famine and major political instability and include 900,000 refugees and internally displaced populations; these states include also those with counties with no TB services. The implementation of these laboratories will be undertaken in consultation with the NGOs and FBOs providing health services in these states as well as with the existing civil society organizations; the priority will be also given to selected health facilities that ensure HIV treatment and care
Table 1: Priority states 
State

Population size

Notified incidence of smear-positive pulmonary TB cases in 2012 (per 100,000 population)

Characteristics
Upper Nile

1,300,000

35

Famine, refugees

IDP

41% of population 

live in counties 

with no TB services  

Warrap

1,300,000

25

12% of population 

live in counties 

with no TB services  

Eastern Equator
1,200,000
20
23% of population 

live in counties 

with no TB services  

Unity
833,000
18.6
Famine, refugees, 
IDP, political 

instability

65% of population 

live in counties 

with no TB services  

Lakes
898,000
16.6
Pastoral population,

30% of population 

live in counties 

with no TB services  

Jonglei
1,700,000
8
Famine, refugees, 

IDP, political 

instability

35% of population 

live in counties 

with no TB services  

IDP: internally displaced persons
1.1.5 Consumables to carry out TB microscopy activities based on the number of TB suspects and smears to be examined in the 60 new TB microscopy laboratories will be ensured 
1.1.6 The EQA for microscopy activities will be extended to the 60 new TB microscopy laboratories
1.1.7 In order to maintain a critical mass of trained manpower, 120 health staff will receive initial training on sputum smear microscopy using LED microscopes in order to ensure TB microscopy activities in the 60 new laboratories and the staff of the existing 87 laboratories will receive refreshing training according to the needs and the results of EQA and supervision 

1.1.8 Fourteen staff (one per state and four from the NRL) will be trained to ensure the supervision of the activities carried in the TB laboratory network and 25 other staff will be trained as well to carry out the EQA-related activities 

1.1.9 Solar panels will be provided to TB microscopy laboratories with no or poor access to electricity

1.1.10 Fifteen Xpert machines will be provided with a priority for health facilities with joint TB/HIV activities (funding from HIV allotment); the procurement of cartridges needed according to the planned activities will be ensured; also, the annual calibration of the 15 Xpert machines will be carried out 
1.1.11 As the NRL will be functioning as of March 2015, consumables to carry out culture and DST will be procured;  

1.1.12 A mechanism will be established to ensure the transport of specimens and communication between PHCCs and health facilities ensuring Xpert testing as well as between PMDT sites and the NRL
1.1.13 An international expert will provide continuous technical support for six months (from April 2015) to set up the activities of the NRL and strengthen its managerial role in heading the national TB laboratory network
1.1.14 The NRL will be linked to the TB Supranational Reference Laboratory of Kampala, Uganda mainly to strengthen quality assurance and DST activities 
1.2 Improving and extending TB detection and care within health facility network and communities
1.2.1 The identification and management of patients suspected with TB will be improved               in order to increase the number of TB suspects that need to be assessed and improve the quality of TB identification through 
· Refreshing training or initial training of the health staff of the PHCUs which are linked to the 147 PHCCs with TB microscopy laboratories (87 existing laboratories + 60 new laboratories); the training will focus on the identification and appropriate management of patients suspected with TB; the health staff of 2 PHCUs per PHCCs will be also trained in the same time on TB treatment provision (see below) 

· Refreshing training of health staff of the 87 PHCCs with the existing microscopy laboratories and initial training of health staff of the 60 PHCC that will be newly equipped with TB laboratories; this training will target health staff who deal on routine basis with patients seeking care in PHCCs and not the laboratory staff; in addition, the staff of the 60 new PHCCs will be training on TB treatment provision

· Supervision of the activities used to identify and manage patients suspected with TB; these activities will be systematically assessed in all the supervision visits of the health facilities

· Monitoring over time of: 
· the number of patients suspected with TB who are identified in the health facilities (TB suspects’ register)

· the number of patients suspected with TB who are assessed for TB (TB laboratory register)

· the proportion of smear-positive TB cases among patients suspected with TB who are assessed for TB (TB laboratory register)

· the proportion of pulmonary TB cases who are bacteriologically confirmed (TB treatment register)      

1.2.2 The TB treatment services and the monitoring of patients who are on TB treatment will be: 
· Extended to the existing 22 PHCCs with TB laboratory activities
· Implemented to the 60 PHCCs newly equipped with TB laboratories
· Implemented in at least two PHCUs per each of the 147 PHCCs with TB microscopy laboratory activities (87 existing PHCCs with TB laboratory + 60  PHCCs newly equipped with TB laboratory facilities)
             TB treatment register will be implemented in the 147 PHCC equipped with TB   

              laboratories. To this end, staff of these categories of health staff will need to be 

              trained on treatment provision and the monitoring and follow-up patients who are 

              on TB treatment  
1.2.3 The process of identification of patients suspected with TB and TB treatment provision will be extended in communities through NGOs and home health promoters linked to PHCUs involved in TB care and control activities; based on the recent experience, community agents will be trained to refer patients suspected with TB or with HIV infection, provide directly supervised TB treatment, identify the contacts of index TB cases and refer contacts who need to be assessed for active TB
    It is clear that the interventions and activities described above will take place in the   

    catchment areas of the PHCCs already (87) and newly (60) equipped with TB 
    laboratories. It is important to highlight that most of the 60 new PHCCs will be located in 

    the six states with highly vulnerable populations and identified above and/or in those 
    providing HIV treatment and care services.  
1.3 TB identification in high risk groups and vulnerable populations

1.3.1 TB contacts 
TB contact investigation is included in the national strategy to control TB; but, there is no clear national policy to develop and implement such intervention. National guidelines will be developed in line with the last WHO recommendations
. These guidelines will clearly: i) define the index TB case around whom contact investigation should be triggered, ii) define the contacts that need to be systematically and actively screened for TB, iii) specify the standardized operating procedures and the algorithm that should be used to systematically screen and assess TB contacts, iv) describe the roles of human resources that will undertake contact investigation activities (roles of the health staff of PHCCs and PHCUs, home health promoters and NGOs’ agents operating in communities), v) highlight how the implementation of TB contact investigation will be monitored and evaluated and vi) specify the indications of isoniazid preventive therapy in the context of TB contact investigation. An operational plan clearly describing the process of implementation of TB contact investigation will be established and copies of the guidelines will be printed. The training of the required staff (as specified in the guidelines) will be undertaken in line with the operational plan. 
 If we assume that: i) the index TB case is only the smear-positive pulmonary TB patient (not child with TB in this example), ii) the contacts are the household members and iii) the average number of household contacts exposed to the index case is seven (the average number of household members is eight in South Sudan) and as it is planned that 5711 smear-positive TB patients will identified in 2015, 6619 in 2016 and 7620 in 2017, then the number of contacts that need to be systematically screened for TB will be 39,977, 46,333 and 53,340 respectively for each year. Furthermore, if we assume that the prevalence of active TB among household contacts is 2.5%
, then 999, 1,158 and 1,333 TB cases all forms will be identified through contact investigation activities in 2015, 2016 and 2017 respectively. Therefore, contact investigation will contribute to identifying 8% of the total number of TB cases (all forms) expected to be detected each year covered by this concept note (13,039 in 2015, 14,343 in 2016 and 15,777 in 2017).
1.3.2 People living with HIV

(See below the interventions and activities under Objective 2)

1.3.3 Incarcerated persons
The successful experience of Arkengelo Ali Association (AAA) in the implementation of TB care and control services in some prisons of South Sudan will be strengthened and extended. The NTP Central Unit and the Correctional Administration Services of the Ministry of Internal Affairs will establish a protocol of collaboration to implement TB prevention, care and control activities in the penitentiary system of the country. The existing standard operating procedures developed through the experience of AAA will be revised and printed and training sessions will be organized for the staff of the health units of the prisons. Each prison health unit will be linked to the NTP network to ensure the transport of sputa and the provision, from the NTP, of consumables, TB drugs and stationary. The prison health unit will be supervised, like any PHCC or PHCU, by the Coordination Unit of the NTP at state level. The prison health units that are equipped with a TB microscopy laboratory will be supervised by the laboratory supervisors of the NTP, integrated into the EQA system and incorporated in the national TB laboratories’ network of the NTP.
1.3.4 Refugees and internally displaced populations
The three states (Upper Nile, Unity and Jonglei) where there are approximately 900,000 refugees and internally displaced persons will be targeted in priority in the framework of this concept note as highlighted in the interventions 1.1 and 1.2. The NTP Central Unit, in collaboration with the relevant stakeholders, will develop a national framework to tackle the issue of TB care and control in settings with refugees and internally displaced persons. Clear guidance will be established for the actions to take for TB care and control in the acute phase of complex emergency as well as out of the acute phase in line with the WHO guidelines
. The NTP Central Unit will organize a national meeting with all the stakeholders and NGOs dealing with refugees and displaced persons to present and discuss the strategy to ensure TB care and control services. A memorandum of understanding will be established between the NTP and the NGOs and FBOs providing health services in settings with refugees and internally displaced persons. The responsibilities of each stakeholder will be clearly specified in the memorandum of understanding. The NTP will ensure the refreshing or initial training of the health staff, provide TB laboratory consumables, TB drugs, registers and forms needed for the information system, supervise and monitor TB care and control activities carried out and evaluate the outcomes of these activities. NGOs and FBOs will carry out TB care and control activities in line with the national guidelines and protocols and report to the NTP on  quarterly basis. Health facilities equipped with TB laboratories will be included in the EQA system. Adapted mechanisms of transport of specimens from health facilities with no TB laboratory to PHCCs equipped with TB laboratories will be established.
 The NTP Central Unit will organize a national meeting with the NTPs of Ethiopia, Kenya, Sudan and Uganda to discuss how to organize TB care and control services for the 400,000 refugees of South Sudan who are in these four countries; these refugees often cross iteratively the boarder in both directions (from South Sudan to the host country and conversely). Guidance to standardize the procedures to maintain appropriate TB care and control services for this particular population will be developed. 
1.3.5 Children

The NTP data suggest that children (< 15 years) account for approximately the quarter of the notified TB cases in South Sudan but the quality of TB diagnosis may be sub-optimal in this age group (See Section 1.1.b on key affected populations). In fact, the NTP has not established a clear approach to tackle the childhood TB issue. To this end, a National Working Group (NWG) on childhood TB, involving key stakeholders, will be established. The NWG will define guidelines needed to be developed for childhood TB, promote appropriate TB prevention, care and control in children, and specify the strategic orientations that need to be considered to improve childhood TB management. Based on this, national guidelines will be developed in line with the latest WHO recommendations and specific standard operating procedures will be developed to implement these guidelines. Then, both the guidelines and the standard operating procedures will be printed. The training of health staff on childhood TB will be included in the refreshing and initial trainings that will be undertaken for the staff of the 147 PHCCs and their inherent PHCUs as well as for the staff practicing in the health units ensuring health services in settings with refugees and internally displaced persons. The TB contact investigation component and isoniazid preventive therapy will be included in the training. The procurement of X ray films will be ensured to improve the quality of the diagnosis in children (X-ray machines are available in the major cities and few counties; four X-ray machine were procured through the Global Fund Round 5 grant). TB drugs in pediatric presentations will be purchased (see activity 4.7.1 under Objective 4). The procurement of isoniazid in loose tablets will be ensured for isoniazid preventive therapy in children who are contacts of index TB cases but with no active TB (see activity 4.7.3 under Objective 4). The prevention, care and control of TB in children will be supervised, monitored and evaluated through the routine activities of NTP. 

1.3.6 Army population

A protocol will be developed on the collaboration between the Ministry of Health and the Ministry of Defense regarding the provision of TB care and control services for the army population. This protocol will be signed by both Ministers of Health and Defense. A focal point for TB control will be appointed by the Ministry of Defense within the Department of Health Services at the Army Headquarters. This focal point will have a close linkage with the NTP Central Unit.
Standard operating procedures will be developed by the NTP Central Unit and the relevant health professionals of the Army. These standard operating procedures will specify how TB prevention, care and control services will be operationalized in the environment of the Army as well as the links and relations that should be established and maintained with the NTP network.

 The relevant health staff of the Army health services will be trained on TB prevention, care and control in line with the NTP policy. The laboratory technicians of the Army hospitals will be trained by the NTP on TB microscopy. The TB laboratory of the Army hospitals will be linked to EQA system of the NRL. In each Army hospital, a focal point for TB care and control will be appointed to monitor TB activities and to maintain a regular contact with the NTP network. 

 The NTP will ensure the provision of the laboratory consumables, TB drugs and stationary to the health services of the Army where TB services can be provided to the soldiers and their families. The health services of the Army will follow the policy of the NTP regarding TB prevention, care and control in South Sudan.

 The relevant health staff of the Army will attend: i) the quarterly meetings organized: at state level by the NTP coordination units and ii) the relevant meetings organized at national level by the NTP Central Unit.

1.4 Treatment for all TB patients and improvement of treatment success rate 
The treatment success rate of TB patients, in South Sudan, is less than the 85% minimum required by WHO; it was 72% only in 2012. Through this investment the treatment success rate is expected to reach 85% by 2017. To this end, the following actions will be undertaken:

· the procurement of the first line TB drugs will be ensured to cover the needs of patients who are diagnosed with TB (see activities 4.7.1 and 4.7.5 under Objective 4)

· all patients identified with TB will receive their treatment and appropriately monitored in line with the NTP policy irrespective their age, gender, ethnical group or religious belief 
· the existing capacities of the NTP in TB drug management will be enhanced and improved (see details in intervention 4.7 under Objective 4)

· the component that includes the administration of TB treatment and its monitoring will be emphasized in the refreshing and initial trainings of the staff of the 147 PHCCs and their inherent PHCUs as well as for the staff practicing in the health units ensuring health services in settings with refugees and internally displaced persons; this component will be also well developed in the training of the home health promoters and community agents (details above in sub-activities 1.2.1, 1.3.4 and 1.3.5)

Table 2: Identification and treatment of cases by type of allotment 

 

2012

(Baseline)

Allotment

2015

(TFM)

2016

(NFM-CN)

 2017

(NFM-CN)

Number of TB cases to be notified

8,403
Indicative allotment

10,000

10,000

10,000

Above allotment

1,648

2841

5146

Objective 2: To reduce the death rate from 11% in 2012 to 5% by 2017 in HIV-co-infected TB patients who received TB treatment.

 The HIV epidemic is generalized in South Sudan; the prevalence of HIV infection is 2.6% in the age group 15-49 years. Significant efforts have been made with the financial support of the Global Fund to implement TB/HIV collaborative activities. However to date, only half of the TB patients are screened for HIV infection and among whom nearly 15% are HIV-positive; also, only 28% of TB/HIV are treated with ARVs. Data suggest that TB screening in PLHIV is low and therefore TB is probably significantly contributing to the occurring of death in PLHIV, as reflected in the cohort analysis of TB/HIV patients who receive TB treatment.

 Through this investment, the implementation of TB/HIV collaborative activities will be enhanced and scaled up. These activities are specified in the: 

Module 2 on TB/HIV
2.1 Strengthening and sustaining TB/HIV coordination mechanisms at all levels           

2.1.1 Strengthening and sustaining the existing coordination mechanism at national level through the National TB/HIV Coordinating Committee. The NTP, the NACP and the South Sudan AIDS Commission (SSAC) will propose to the Director of Preventive Health Services to revise its membership and mission and help identify new members of the National TB/HIV Coordinating Committee ensuring the representation of affected communities as well as that of all the relevant stakeholders dealing with HIV/AIDS issues. The National TB/HIV Coordinating Committee will meet every six months to discuss the TB/HIV strategic orientations adopted and/or needed to be adopted, progress made in the implementation of planned activities, resources’ mobilization and issues in the coordination of TB/HIV activities. This committee will also meet on ad hoc basis according to the need.
2.1.2 Strengthening and sustaining the sub-national committees for TB/HIV activities coordination that already exist in seven states. Additional sub-national committees for TB/HIV coordination will be established in the three remaining states. The Central Units of the NTP, NACP and SSAC will assist the Coordination Units of NTP, NACP and SSAC of the ten states to: i) develop a protocol defining the constituencies and the missions of the sub-national committees for TB/HIV coordination at state levels, ii) ensure the representation of affected communities as well as that of all the relevant stakeholders and iii) subsequently submit to the ministries of health of their respective states for formal notification. The state sub-national committees for TB/HIV coordination will meet on quarterly basis to discuss the progress made in the implementation of interventions, the financial and budget issues, the strategic orientations, the issues identified in coordination among NTP, NACP and SSAC and the actions that need to be taken.

The sub-national committees that were created in the 23 counties will be abolished because of the absence of coordinators, at county level, for NTP, NACP and SSAC. However, the Health Department of each county will be represented in the sub-national committee for TB/HIV coordination of the state to which it is linked. 

2.1.3   In the health facilities where both TB and HIV services are available, a coordination             

           committee will be constituted to review the progress of TB/HIV collaborative activities  

           and resolve routine matters through monthly meetings. This coordination committee 

           will develop and sustain linkages with the communities through the home health 

           promoters and community workers. 
2.2 Intensified case finding of HIV in TB patients              
2.2.1   Undertaking refreshing training of the health staff of the existing 65 PHCC providing 
           TB diagnosis and treatment services on provider-initiated testing and counseling 
           (PITC); the staff of these 65 health facilities were already trained on PITC and are 

           screening for HIV infection approximately half of the notified TB cases. 
2.2.2   Undertaking initial training on PITC of the health staff of the 22 PHCCs with TB 

           laboratories services (and presently with no treatment services) and the 60 PHCCs 
           that will be newly providing TB diagnosis and treatment services.  

2.2.2   This refreshing and initial training on PITC will be incorporated in the refreshing and 

           initial trainings that will be organized through the interventions 1.2. and 1.4 and 

           activity 1.3.4.

2.2.3   Procuring rapid tests for HIV screening and HIV infection confirmation, in line with 
           the NACP guidelines, to meet the needs of the 147 PHCCs which provide TB 
           diagnosis and treatment services; this procurement will be made through the NACP.
2.2.4   Ensuring that the HIV-co-infected TB patients is registered in the HIV/AIDS 

           registration system; if this registration system is not available in the same health 

           facility then the patients will be referred to the nearest ARV Treatment Center of the 

           NACP.
2.2.5   Ensuring the feed-back of information on TB assessment results to the HIV/AIDS 
           health facilities not located in the PHCCs with TB diagnosis and treatment services. 

           This assessment will be carried out for the PLHIV and the persons at high risk of 
           HIV infection who are referred by HIV/AIDS facilities. 

2.3 Intensified case finding of TB in PLHIV and people at high risk of HIV infection 

2.3.1   Enhancing the capacity building of the staff of HIV/AIDS health facilities (133 HIV 

           counseling and testing sites, 75 prevention of mother to child transmission sites and 

           22 ARV treatment centers) as well as the home health promoters and community 
           workers of NGOs involved in HIV/AIDS issues in communities. This capacity building 
           will focus on TB screening and TB issues’ management in PLHIV and people at high 
           risk of HIV infection, and will be ensured through training, refreshing courses and 
           supervision.     
2.3.2   Printing questionnaires for active and systematic screening of all PLHIV attending 

           health facility with HIV services. The questionnaires will be used on individual basis 

           and will, at each visit, screen for any fever, any cough, night sweat and recent weigh 
           loss 

2.3.3   Procuring 15 Xpert machines for the diagnosis of TB (see above activity 1.1.10)
2.3.4   Ensuring, in the HIV/AIDS health facilities, the availability of containers to collect 
           specimens for TB microscopy examinations and Xpert testing as well as the 
           provision of safety boxes to transport them to TB microscopy centers and health 
           facilities with Xpert machines. The cost of this activity is included in the budget of TB

           laboratory activities.
2.3.5   Ensuring the procurement of X-ray films to maintain the contribution of the 
           radiological activities in the quality of diagnosis in PLHIV (X-ray machines are 
           available in the  major cities and few counties; four X-ray machine were procured 
           through the Global Fund Round 5 grant)  
2.3.6   Ensuring the referral of PLHIV diagnosed with TB to PHCCs providing TB diagnosis 

           and treatment services for registration and treatment administration and monitoring 
2.3.7   Ensuring the referral of PLHIV with rifampicin-resistant TB identified through Xpert 

           testing to the closest PHCC that provides TB diagnosis and treatment services; this 

           PHCC will then refer the rifampicin-resistant TB patient to the relevant NTP facility 

2.3.8   Ensuring isoniazid preventive therapy to PLHIV with no active TB (see activity 4.7.3   

           under Objective 4)
2.3.9   Establishing, at state level by sub-national committees referral, linkages between 
           HIV health facilities and PHCCCs with TB diagnosis and treatment services through 
           the development and publication of reference directory which specifies the locations 
           of the relevant health facilities, the identification of the relevant stakeholders at state 

           and local levels and the identification and contact details of the focal persons
2.4 Infection control in the NTP sentinel sites for HIV screening and HIV/AIDS Treatment 
       and Care Centers

2.4.1   Developing, in collaboration with the NACP, an operational plan to implement 
           infection control in the PHCCs that will offer both TB and HIV services in line with the 

           increase in the number of health facilities planned to be providing these services.
2.4.3   Training of the relevant staff working in the PHCCs with TB and HIV services. This 
           training will be in line with the national guidelines that have been recently developed
           on TB infection control; this training will be also carried out in close collaboration with
           the NACP and SSAC. The training process will follow the established operational 
           plan.
2.4.4   Ensuring the procurement of masks for infectious TB patients attending PHCCs 

           offering TB and HIV services 

2.4.5   Undertaking the rehabilitation of 45 PHCCs offering TB and HIV services to establish 

           appropriate natural ventilation

2.5 Monitoring and evaluation of TB/HIV collaborative activities

2.5.1   Updating and revising, in coordination with the NACP, the TB/HIV component in the 
           monitoring and evaluation system of the NTP 
2.5.2   Organizing training sessions for the staff of the NTP and NACP Coordination Units 
           of the 10 states. Each Coordination Unit will be represented in this training by the 
           coordinator and the monitoring and evaluation officer at state level.   
2.5.3   Field utilization of the revised TB/HIV component in the monitoring and evaluation 
           system of NTP on routine basis
2.5.4   Identifying, through the analysis of data generated by the monitoring and evaluation
           system of the NTP, potential hypotheses for operational research regarding TB/HIV 
           issues.

2.6 Procurement of: one cupboard, one desk, two chairs, one patient examination stool, 
      one X-ray illuminator and one bench for each of the 67 PHCC that will offer both TB 
      and ARV services (22 ARV centers that will provide TB diagnosis and treatment 

      services + 45 PHCCs that will ensure ARV treatment).
Table 3: TB/HIV collaborative activities
 

2012

(Baseline)

Allotment

2015

(TFM)

2016

(NFM-CN)

 2017

(NFM-CN)

number of notified TB patients with a known HIV status
4584  
Indicative allotment

7,823

10,040

14,199

Above allotment

0
0
0
Objective 3: To enroll on second line TB drug treatment 20 MDR-TB patients in 2015, 40 in 2016 and 75 in 2017 and to successfully treat 70% of them.

 To date, the capacities to manage patients with drug-resistant TB have not been yet established in South Sudan. It is expected that through this investment the capacity-building for the programmatic management of drug-resistant TB (PMDT) will be initiated. The NTP is making significant efforts to make the NRL functioning at latest by March 2015 in order to provide the appropriate support needed to the PMDT activities that will be developed. 
 Xpert testing will be the first line assessment to identify rifampicin-resistant TB that will further lead to the evaluation of MDR-TB status in patients. Fifteen Xpert machines will be purchased and implemented in high HIV prevalence states (Western Equatoria State, Central Equatoria State and Eastern Equatoria State) and urban areas where a high number of retreatment TB cases are identified (Juba, Rumbek, Wau, Malakal, Yambio and Aweil). PLHIV and retreatment TB cases who are referred will be tested with Xpert. Patients with rifampicin-resistant TB who are identified will be transferred to the closest PMDT site for further assessment and appropriate management. In this assessment, the TB drugs’ resistance profile of the patients will be evaluated through drug resistance testing (DST) in the NRL. The drug-resistant TB patients will be treated, managed and followed by one of three health facilities that will be upgraded to play the role of a PMDT site. These three PMDT sites will be located in the teaching hospitals of Juba, Wau and Malakal. Each Xpert testing site will be linked to the closest PMDT site. The drug-resistant TB patients will be hospitalized as long as she/he is infectious and to assess her/his tolerance to the second line TB drugs. Once diagnosed, each drug-resistant TB patient will be registered and prescribed treatment regimen with second line TB drugs in line with the national guidelines. The ambulatory treatment will be administered in the closest PHCC to her/his home in coordination with the relevant PHCU. Home health promoters will be involved in the monitoring of the treatment administration to the patients. The patient will visit the PHCC or PHCU on weekly basis and the PMDT site on monthly basis. The monitoring and follow-up of the patients and the evaluation of the treatment outcome will be ensured by the relevant PMDT sites. Given that the process of implementation of PMDT activities will be initiated and progressively developed, in the framework of this concept note, increasing small numbers of MDR-TB patients will be enrolled on appropriate treatment and management: 20 in 2015, 40 in 2016 and 75 in 2017.           
The following actions will be undertaking through this concept note to initiate and build the capacities of the NTP to ensure PMDT activities in South Sudan. These actions are specified in the: 

Module 3 on MDR.
1.1. A staff will be designated, as a focal point, within the NTP Central Unit to develop, coordinate, supervise and monitor PMDT activities

1.2. Study tour in a neighboring country with a well-functioning PMDT program (Tanzania or Rwanda)    

1.3. Rehabilitation of hospital wards to manage drug-resistant TB patients in the PMDT sites in line with the requirements for TB infection control

1.4. Development of national guidelines and standard operating procedures to implement and carry out PMDT activities in South Sudan
1.5. Training of two clinicians and two nurses from each of the three PMDT sites in one of the neighboring countries with appropriate PMDT (Rwanda, Ethiopia); this training will be on clinical management of drug-resistant TB patients

1.6. The national guidelines on PMDT will be printed

1.7. Standard operating procedures on treatment administration and monitoring of drug-resistant TB patients and on infection control will be developed and printed for health staff of PHCCs and home health promoters who will manage these patients when they are on ambulatory treatment   

1.8. The training of the health staff of PHCCs on PMDT will be carried out on case by case basis in the relevant PMDT site

1.9. The home health promoters will be trained by the PHCC health staff

1.10. The transport of specimens to the NRL to perform culture and DSTs will be ensured for each drug-resistant TB patient (see activities 1.1.11 and 1.1.12)  
1.11. All TB cases with rifampicin resistance will be registered and enrolled for second line treatment which will be adjusted later according to the DST results, as necessary.

1.12. All the diagnosed drug-resistant TB patients (eg.: MDR) will be enrolled and provided second line TB drugs, including ancillary medicines, for the total duration of treatment. The second line TB drugs’ treatment regimens will be as follows: 

– The patient who has never received any second line TB drug will receive: 
    8Am-Lfx-Eto-CS-Z +B6 /16Lfx-Eto-Cs-Z + B6

– The patient who previously received fluroquinolon will receive: 
    8Am-Lfx-Eto-CS-PAS-Z +B6 / 16Lfx-Eto-Cs-PAS-Z + B6

- The patient who previously received amikacin or kanamycin will receive: 
    8Cm-Lfx-Eto-CS-Z +B6 / 16Lfx-Eto-Cs-Z + B6

1.13. The procurement of the second line TB drugs will be ensured (see activity 4.7.2 under Objective 4)

1.14. Ancillary medicines to manage adverse effects of the second line TB drugs will be procured (see activity 4.7.5 under Objective 4) 

1.15. The treatment will be monitored through regular smear examination, culture and other laboratory tests in line with the national drug-resistant TB guidelines. All patients will be linked with the nearest PHCC for weakly follow-up as well as with a PMDT site for monthly assessment. Specimens, as required, will be sent for culture to the NRL 

1.16. In order to ensure treatment compliance and minimize the risk of treatment interruption and lost-to-follow-up, all patients will be linked with home health promoters and provided social support (food basket) and travel incentives. Food support will not only help improve nutritional status of patient but also facilitate patient adherence to treatment. The food basket will be provided to the drug-resistant TB patient and two members of her/his close family    
1.17. Transport refund and a daily subsistence allowance will be ensured to home health supporter when she/he will accompany the drug-resistant TB patient to the PMDT site for the monthly visit  

1.18. The clinicians and nurses who are managing TB drug-resistant TB patients at PMDT sites will be offered opportunities to share their experience in international meetings and workshops with other health staff from other countries

1.19. Health staff who are monitoring and following TB drug-resistant TB patients on ambulatory basis in PHCCs will receive continuous and refreshing training courses on ambulatory-based model of care, with a focus on the early identification and management of adverse reactions associated with TB medicines.

1.20. The infection control measures at PMDT sites, PHCCs and community will be sustained for personal as well as environment control.

1.21. The state capacity in drug-resistant TB management will be strengthened through: i) the supervision and monitoring of the identification process of drug-resistant TB patients in health facilities, ii) the monitoring of the management of drug-resistant TB patients, iii) the management of second line TB dugs and iv) regular evaluation.     

1.22. A TB drug resistance survey will be undertaken in Juba; as the proportion of retreatment TB cases among all notified TB patients in Juba is the highest of South Sudan, it is expected that this prevalence will be probably the highest of the country.    

Table 4: PMDT activities
 

2012

(Baseline)

Allotment

2015

(TFM)

2016

(NFM-CN)

 2017

(NFM-CN)

Number of notified MDR-TB cases initiated on treatment
0
Indicative allotment

0
0
0
Above allotment

20
40
75
Objective 4: To improve and reinforce the technical and managerial capacities of the NTP.
 TB control is organized in the framework of a national TB program since 2007. It has a structure at ministerial level through the NTP Central Unit and in each state through the State Coordination Unit for TB control. However, NTP has no links with the Health Departments of counties. The NTP succeeded to implement TB care and control activities in a complex emergency environment with the support of the international community including the Global Fund; the NTP also succeeded to establish a network of partners who are fully involved in TB control activities in South Sudan. The management of NTP is a major asset for the success of any TB control program. The challenge to which the NTP of South Sudan has been confronted, since its creation, is to develop efficient technical and managerial capacities at different level of the health system in order to make TB control successful.

 To this end, the following interventions and activities will be considered and are identified in the Module 4 on Program Management and Module 5 on Monitoring and Evaluation.   

Module 4: Program Management

4.1 Developing and reinforcing the technical and managerial capacities at Central Unit  level

4.1.1 The mission of the NTP Central Unit should be redefined based on the roles it should play in: i) the development of national strategies and policies for TB control in line with the international recommendations, ii) the specification of the strategic interventions that need to be undertaken following the national policies, iii) the development of the national guidelines and standard operating procedures needed to implement the national strategies to control TB, iv) the establishment of NSPs with their inherent annual operational plans, v) the mobilization of resources to implement the interventions and activities specified in the NSPs, vi) the organization of the process of training of health staff, vii) the organization of the supervision activities across the national territory, viii) the coordination with the national and international partners involved in TB control in South Sudan, ix) the establishment of functional and efficient monitoring and evaluation system and x) the development of operational research agenda based on the monitoring and evaluation findings.

4.1.2 The terms of reference of the positions within the Central Unit will be clearly defined in line with the areas of work to be sustained and developed for TB control 

4.1.3 Each position will be appropriately matched with the profile of the relevant staff

4.1.4 A training course on the management of a TB control program will be organized, with the technical assistance of one or two international consultants, for all the staff of the Central Unit; this course will cover also planning the development and implementation of TB control activities, the utilization of the findings of monitoring and evaluation in managing the resources of the NTP and management of the NTP resources, including TB drug management (see activity 4.7.8)
4.1.5 An additional course will be organized, with the technical assistance of one or two international consultants, for relevant staff of the Central Unit on the development and implementation of an information system for TB control, the establishment of data sets, epidemiological surveillance principles, data analysis procedures and utilization of the data analysis results for the purposes of epidemiological surveillance, evaluation of  TB control activities implemented, management of TB program resources and operational research

4.1.6 The financial management skills of the administrative sub-unit of Central Unit will be strengthened through mentoring by a financial institution (EcoBank)  

4.1.7 A workshop will be organized, with the technical assistance of an international consultant, for the NRL staff on the management of a national TB laboratories’ network (resources’ management of a laboratory network, planning, budgeting, organization of supervision, organization of a national EQA system, implementation of an information system for a TB laboratory network, data management, and others) (see activity 1.1.13)
4.1.8 The meetings of the various working groups that are planned or held on ad hoc basis will be organized    
4.1.9 Relevant staff will participate in the international courses needed according to their area of work (e.g.: PMDT management or infection control) and in the annual international conferences of the Union

4.1.10 The salaries of the staff of the Central Unit will be provided

4.1.11 Office furniture and information technology equipment (desks, chairs, cupboards, computers, printers, photocopy machines, data-show) will be acquired
4.1.12 Two cars will be procured: i) one for the Central Unit to replace the two dilapidated cars used for supervision and ii) the other for the needs of the NRL 
4.2 Strengthening the technical and managerial capacities of the coordination units of the NTP at state level (with a priority for the six states highlighted in the table above)
4.2.1 The state coordination unit of the NTP will not include only a coordinator but also a laboratory technician and a monitoring and evaluation officer; the monitoring and evaluation officer will work on part time basis 
4.2.2 The NTP state coordinators will be trained on: 
· management, 
· planning, 
· undertaking supervision activities (e.g.: establishing an agenda of the supervision visits that will be carried out each quarter, this agenda should be submitted to the NTP Central Unit, a report must be developed for each supervision visit carried out and forwarded to the site visited and to the Central Unit), 
· organizing training (e.g.: establishing an agenda of the training sessions that will be organized each quarter in the state, this agenda should be submitted to the NTP Central Unit, a report must be developed for each training session made and forwarded to the Central Unit), 
· monitoring and evaluation, 
· data analysis and 
· using the data analysis findings for management purposes at state level

4.2.3 The monitoring and evaluation officer at state level will be training on monitoring data quality and data analysis   

4.2.4 The TB laboratory technicians at state level will be trained on the management of TB laboratory resources, planning activities within the state TB laboratory network,  establishing an EQA system at state level, undertaking supervision activities within the state TB laboratory network, collecting appropriate data to evaluate TB laboratory activities carried out within the state TB laboratory network

4.2.5 The NTP state coordinators will be trained (or retrained) whenever necessary on the TB control interventions that should be implemented in the counties (e.g. PMDT, TB/HIV)

4.2.6 Office furniture and information technology equipment will be acquired for the NTP coordination units as necessary
4.2.7 Joint quarterly meetings will be organized, by the coordination units of NTP, NACP and SSAC at state level,  with the relevant staff of the PHCCs, the relevant staff of the Health Departments of counties, partners involved in TB control activities as well as those who are involved in HIV/AIDS prevention and control in the state 
4.3 Training of focal points from the Health Departments of Counties; this training will be on the management of TB control at county level  

4.4 Ensuring an efficient collaboration and coordination with the partners    

4.4.1 A meeting will be organized every year with all partners involved in TB control implementation in South Sudan as well as will potential additional partners in order to:
· Present and discuss the TB control situation in South Sudan, the contribution of the partners in the TB control efforts undertaken and the operational plan for the coming year as well as its budget 

· Provide relevant information, to the partners, on the interventions and activities to be developed or implemented for which there are funds available as well as those for which there are not

· Specify the interventions and activities that will be developed and/or implemented by each partner 
· Identify and discuss with the partners who can potentially provide funding for the development or implementation of the interventions and activities that have not been yet financially supported   

4.4.2 Funding proposals will be developed to mobilize financial resources in the framework of bilateral or multilateral cooperation  
4.4.3 The required reports will be prepared and submitted to the partners to inform them on their contribution to the progress made
4.4.4 The partners will be invited to the relevant meetings organized by the NTP Central Unit

4.5 Organizing the training process  

4.5.1 The relevant staff of the NTP Central Unit will develop a document which specifies the procedures and steps that should be followed in the training of health staff:

· Establishment of a training plan on quarterly basis by all the state coordination units as well as by the relevant staff of Central Unit who are in charge of the development, implementation and monitoring of specific interventions

· Requirements to organize the training of health staff: objectives of the training, the organization of the training, including the number of training sessions, guidelines, standard operating procedures and training material that are available, content of the training program, agenda over time of the training sessions planned, cost of the training, report on each training session organized, and others

· This document will be distributed to all the staff who organize training, notably the staff of the state coordination units and those of the NTP Central Unit; it will be also forwarded to partners involved in TB control implementation      

4.5.2 The relevant staff of the Central Unit staff will monitor the implementation of the training undertaken according to the plan of the training sessions and the reports of the training sessions organized

4.5.3 A report on the training activities will be prepared every year by the NTP Central Unit  

4.6 Organizing the supervision activities

4.6.1 A focal point for the organization of supervision and the follow-up of supervision activities will be appointed within the NTP Central Unit

4.6.2 A national guidelines’ document on how to carry out a supervision will be developed

4.6.3 The national guidelines’ document will be printed in sufficient copies
4.6.4 The training on how to undertake a supervision will be integrated in the training programs of the state coordination units’ teams and the focal points for TB control in the Health Departments of counties

4.6.5 Vehicles to carry out supervision visits will be acquired; five additional cars are needed to ensure that all the state coordination units have their vehicles for supervision  
4.6.6 Fuel to use these vehicles in the supervision visits will be procured and the maintenance of the vehicles will be ensured
4.6.7 Allowances will be provided to the supervisors for the field visits
4.6.8 All the supervision visits will be planned in advance on at least quarterly basis under the monitoring of the focal point for supervision at Central Unit level; all the state coordination units and the relevant staff of the Central Unit will submit their plans of supervision visits (e.g.: every quarter) to the focal point for supervision 
4.6.9 The reports of all the supervision visits carried out will be submitted to the health site visited and to the focal point for supervision  at Central Unit 
4.6.10 The focal point for supervision at Central Unit will monitor the level of implementation of the supervision activities by comparing the plans submitted and the reports on the supervision visits carried out

4.6.11 A report on the supervision activities undertaken will be prepared every year by the Central Unit
4.7 TB drug procurement and management

TB drug procurement and management is a major component of TB care and control, reflecting one of the fundamental management capacities of a TB program. Through this Global Fund investment, the TB drugs’ procurement and management will be ensured and strengthened.

4.7.1 First line TB drugs, including pediatric presentations, will be purchased to treat: i) new TB cases (12,648 in 2015, 13,841 in 2016 and 15,146 in 2017) and ii) retreatment TB cases (782 in 2015, 1,004 in 2016 and 1,262 in 2017).

4.7.2 Second line anti-TB drugs to treat drug-resistant-TB patients will be also purchased (20 in 2015, 40 in 2016 and 75 in 2017). 
4.7.3 Isoniazid in loose presentation will be purchased to ensure preventive therapy for PLHIV who have no active TB and children who are contacts, exposed to index TB cases, and do not have active TB. 
4.7.4 Ancillary medicines to treat adverse effects of second line TB drugs will be also procured. 
4.7.5 A buffer stock of all TB drugs will be ensured for one year. 
4.7.6 The TB drugs’ management process will be evaluated (from the process to estimate needs for TB drugs up to their distribution to patients). 
4.7.7 The information system inherent to the TB drug management will be revised according to the findings of this evaluation. 
4.7.8 A training program will be created for the health staff in charge of TB drug management at county, state and central levels. Training sessions based on this program will be organized for these staff and integrated into the training on TB control management that will be organized for state coordinators (see activity 4.2.2) and the NTP focal points in the Health Departments of the counties (see intervention 4.3). 
4.7.9 The procedures of estimating, ordering, acquiring, stocking and distributing TB drugs will be monitored at all levels. 
4.7.10 The transport of TB drugs from the warehouses to the health facilities will be ensured and monitored. 
4.7.11 A monitoring system will be implemented to identify potential stock out of TB drugs (for example: an alert is triggered as soon as the buffer stock of any TB drug starts to be used at state level). 
4.7.12 The situation of TB drug management will be evaluated and discussed at all the quarterly meetings held at state level and in the annual meeting organized at national level by the Central Unit of the NTP.
4.8 Others

4.8.1 World TB Day will be commemorated every year

4.8.2 A review of the NTP will be organized

Module 5 on Monitoring and Evaluation
4.9 Strengthening the monitoring and evaluation system 
 The monitoring and evaluation are a major asset in the management of any national TB program. The data generated by a monitoring and evaluation system are paramount for managing the program resources, following the epidemiological situation of TB and assessing the outcomes of TB control efforts. To strengthen the monitoring and evaluation system of the NTP, the following actions will be undertaken: 

4.9.1 An additional staff will be recruited to help the focal point in charge of the monitoring and evaluation within the NTP Central Unit

4.9.2 The monitoring and evaluation system will be revised in line with the WHO-recommended Revised Case Definitions and Reporting Framework-2013
4.9.3 Following this, the new registers and forms will be printed

4.9.4 A guidelines’ document on how to use the new information system of the NTP will be prepared and printed 
4.9.5 Based on the previous and successful experience in using the electronic model e-TB Register in six PHCCs of South Sudan, a case-based computer program consistent with the requirements of the new information system will be adapted from the above model to collect the relevant information on individual TB patients’ data; this program will be implemented in the PHCC already equipped with computers

4.9.6 An additional computer program will be developed to collect consolidated data; this program will be implemented in the NTP coordination units at state level

4.9.7 Health staff in charge of TB control activities in PHCCs will be trained on the utilization of the new information system of the NTP

4.9.8 Health staff in charge of TB control activities in the PHCCs equipped with computer will be trained on how to use the new case-based computer program to collect the data and to establish the quarterly reports

4.9.9 All the quarterly reports will be forwarded to the state coordination units for TB control 

4.9.10 The coordinators for TB control and the monitoring and evaluation officers at state level will be trained on: 

· using the case-based computer program as well as the computer program developed for data consolidation

· compiling data at state level

· undertaking the required analysis of the data collected, including those on the identification and management of patients suspected of having TB
· establishing the required reports

· utilizing the findings of the analysis to make decision in order to improve the outcomes of TB control activities carried out in the state

· retro-informing the health workers who are involved in TB control activities within the state 

4.9.11 The results of the data analysis will be presented and discussed in the quarterly meetings organized at state level by the NTP coordination units (see activity 4.2.7)

4.9.12 The internet access will be ensured for the state coordination units of the NTP
4.9.13 The compiled data and the reports will be forwarded through internet to the NTP Central Unit on quarterly basis and whenever necessary

4.9.14 The information system of the NTP will be linked, at national level, to the District Health Information System of the Ministry of Health; therefore, all the data collected on TB and TB control situation will be accessible to all the departments of the Ministry of Health 

4.9.15 The data and reports received from the state coordination units will be compiled and further analyzed by the focal point for monitoring and evaluation at the NTP Central Unit; this analysis should contribute whenever possible to raise hypotheses for operational research

4.9.16 A report based on the results of the analysis of the data generated by the information system will be prepared to highlight the epidemiologic situation of TB in the country and the outcomes of TB control interventions developed and implemented

4.9.17 The results of the report will be presented at the meeting organized by the NTP Central Unit every year

4.9.18 The report will be forwarded to the key departments of the Ministry of Health, the decision makers, the donors and partners

4.9.19 The information system will be evaluated in 2017.
4.10 Developing operational research
The operational research will be in priority based on the findings of the analysis of the data generated through the information system of the NTP. The conclusions of the  findings will result in identifying hypotheses to explore in operational research studies. The operational research will aim at improving TB control situation in South Sudan and therefore will have a problem-solving orientation.
4.10.1 A focal point for operational research will be designated within the NTP Central Unit team 

4.10.2 A national Task Force for Operational Research (TFOR) will be established. It will include representatives of the existing three medical schools of South Sudan, relevant nursing schools and partners

4.10.3 A national workshop on operational research and TB control will be organized in close collaboration with the TFOR. The participants of this workshop will have to: i) identify the needs to build capacities in operational research and ii) establish a national agenda of operational research for TB and TB control in South Sudan based on the results of the information system of the NTP

4.10.4 A report on the outcomes of the national workshop on operational research will be prepared 
4.10.5 This report will be distributed to: i) the academic institutions of South Sudan in order to be informed on the priority areas regarding TB and TB control in South Sudan, ii) the international partners involved in operational research in South Sudan and iii) funding agencies

4.10.6 Funding proposals will be developed and submitted to international partners or organizations which can potentially provide financial support to carry out operational research studies; these studies will be in line with the agenda established in the national workshop on operational research

4.10.7 The operational research studies will be included in the annual plans of the NSP

4.10.8 The reports on the findings of the operational research studies will be prepared and distributed to those who need to be informed

4.10.9 Articles will be prepared based on these reports and submitted for publication

4.10.10 Actions will be defined and implemented on the basis of the studies’ findings and the effects of these actions will be assessed through the results of the information system of NTP.




	3.3  Modular Template  

	Complete the modular template (Table 3). To accompany the modular template, for both the allocation amount and the request above this amount, briefly:
a. Explain the rationale for the selection and prioritization of modules and interventions. 

b. Describe the expected impact and outcomes, referring to evidence of effectiveness of the interventions being proposed. Highlight the additional gains expected from the funding requested above the allocation amount. 

	3-4 PAGES SUGGESTED

The goal and objectives of this concept note are in line with the 2015-2019 NSP for TB control in South Sudan. The interventions and activities included in the modules that were prioritized in the framework of this Global Fund investment are aiming at building the capacities of the NTP network and improving TB control in a context of major constraints and a very weak overall infrastructure that characterize the situation of South Sudan. These interventions and activities are targeting settings where key affected populations are highly in need for TB prevention, care and control services. 

 In the paragraphs below, the rational behind the prioritization of each of the selected modules is explained as well as the potential impact, outcome or output that can be reasonably expected.
1) Module 1: TB Care and Prevention

South Sudan has a poor overall infrastructure and very weak health system. A significant part of the population has no access to health services, including those for TB care and control. TB diagnosis and treatment services are not provided in a high proportion of the health facilities that exist across the country. They are implemented: i) in only 31% of the PHCCs which are the first referral level health facilities and ii) in none of the 792 PHCUs which are the most peripheral health facilities; the PHCUs are linked to communities through the home health promoters’ system. NTP data show that 36% of the 79 counties of the country have no single health facility which provides TB diagnosis or treatment services. These counties include 26% of the population of South Sudan. In some states, the population of counties with no TB services account for more than one third. Many states have recently experienced major political conflicts or are in the situation of complex emergencies because of famine or a major displacement of populations. The notified incidence of TB in these states is low in comparison to the national average. The data collected in the PHCCs where DOTS services were implemented from 2002 to 2012 indicate that the average increase in the number of TB cases notified was 24% per year for all forms of TB and 18% per year for smear-positive pulmonary TB. These annual rates of increase in notification strongly suggest that there is an important room for the identification of patients with TB who do not access the existing TB diagnosis and treatment services. Moreover, NTP data of 2012 indicate that 14% of patients suspected of having TB are smear-positive (which indicates a significant selection of TB suspects), 18% of pulmonary TB did not undergo any sputum examination before being treated and less than half of pulmonary TB cases are bacteriologically confirmed. This also strongly suggest that not all patients who reach health facilities and who need to be assessed for TB are appropriately evaluated for this disease. Except for PLHIV, the NTP has not yet developed and implemented specific interventions to tackle TB issues in high risk groups and vulnerable populations such as TB contacts, prisoners, refugees/internally displaced persons or children. In addition, the treatment success rate is still below 85%.
 These are the reasons why this module is a priority.

 Through this module, the following actions will be undertaken in such way that:

· The TB diagnosis and treatment services will be: i) maintained and strengthened in health settings where these services have been already implemented (indicative allotment) and ii) upgraded in settings with a low TB case notification, a situation of complex emergencies or high HIV burden  
· The identification and management of patients suspected with TB will be improved
· Specific interventions will be developed and implemented to tackle the TB issues in TB high risk groups and vulnerable populations
· All TB patients who will be identified will be appropriately treated and managed. 
Impact: as it is expected that, through this module, the number of TB cases who will be detected will increase and a significant proportion of them will be successfully treated, the mortality from TB in general population is likely to be influenced.

Outcomes: by 2017, the number of notified TB patients will reach approximately 15,800 and the treatment success rate 85%

Outputs: i) the proportion of smear-positive TB cases among patients suspected with TB will decline from 14% in 2012 to 6.7% in 2017 and ii) the proportion of bacteriologically confirmed pulmonary TB will increase from 48% in 2012 to 70% in 2017.

2) Module 2: TB/HIV
The HIV/AIDS epidemic is generalized in South Sudan. In 2012, the prevalence of HIV infection was estimated at 2.6% among the persons aged 15 to 49 years and the total number of PLHIV at 152,000 across the country. NTP data indicate that approximately 15% of TB patients are infected with HIV. PLHIV are one of the groups which have the highest risk for developing TB because not only of their immunocompromised status but also of their social vulnerability. TB/HIV collaborative activities have been developed and implemented with especially the financial support of the Global Fund through TB grant (Round 5 and TFM) and HIV grants (Round 4, Continuation of Services and TFM). Even though coordination mechanisms between NTP and NACP have been established at national and intermediate levels, these mechanisms have not been fully functioning. The most reliable NTP data (2012) show that only half of the notified TB patients were screened for HIV infection and only 28% of identified TB/HIV were administrated ARV treatment. The screening of PLHIV for TB is not systematically undertaken in health facilities providing HIV services and remains, in general, low. Therefore, PLHIV with active TB are likely to be not identified earlier or not detected at all. Moreover, there is no national policy for the isoniazid preventive treatment of PLHIV with no active TB. These weakness is probably contributing to the occurrence of a non-negligible number of deaths in PLHIV. It is clear that the TB/HIV collaborative activities that have been developed and implemented need to be strengthened and upgraded by addressing the issues highlighted above. These are the reasons why this TB/HIV module is a priority. 
The implementation of this module will contribute to increasing, through intensive case finding, the identification of TB cases among PLHIV as well as HIV-infected persons among TB patients. Prompt identification and appropriate treatments for TB/HIV cases is expected to contribute to preventing a significant number of deaths among them. In addition, the integration of care management will improve the quality and appropriateness of health care services for TB/HIV patients which is expected to result in improving the quality of their life. Through this module, the implementation of coordination mechanisms at all health levels between the NTP and NACP and the close collaboration among the staff who are carrying out the activities of the two programs at health facility and community levels will help make accessible appropriate care services to PLHIV, TB patients and TB/HIV co-infected patients.
Outcome: The death rate among TB/HIV co-infected patients will decline to 5% by 2017.

Outputs: 

· Output 1: By 2017, 90% of the notified TB patients will be tested for HIV infection.

· Output 2: By 2017, 90% of TB/HIV co-infected patients who are eligible for ARV treatment, according to the NACP policy, will be appropriately treated. 

· Output 3:  90% of PLHIV enrolled for care and treatment are screened for TB, at least one time per year, by 2017.
3) Module 3: MDR-TB

To date, there is no capacity to detect and manage drug-resistant TB patients in South Sudan. In very few circumstances, specimens of TB patients suspected with drug-resistant TB are forwarded to the NRL of the NTP of Kenya for further assessment. Since 2010, the specimens of 235 such patients were transported to this NRL. Fifteen of them were identified as having MDR-TB; but none of these 15 patients have received, to date, any appropriate treatment using second line TB drugs. As the number of TB cases, who will be detected, is expected to increase within the coming years particularly through this investment, it is also expected that the number of retreatment TB cases, who will be identified, will increase. In addition, the acquisition of Xpert machines to improve the diagnosis of TB in PLHIV and their utilization, where they are accessible, in the assessment of retreatment TB cases is likely to identify patients with rifampicin-resistant TB. Given the probable increase in the identification of retreatment TB cases and the introduction Xpert testing, it is likely that more and more patients with rifampicin-resistant TB will be identified and who, therefore, will need: i) further assessment for their drug resistance profile, ii) treatment using adequate second line TB drugs’ regimens and iii) appropriate management. There is still no well-established data on prevalence of MDR-TB in South Sudan; however, according to the WHO estimates, the prevalence of MDR-TB is 1.8% in new TB cases and 19% in retreatment TB cases. Based on these estimates and on the number of pulmonary TB cases and retreatment TB cases that are expected to be identified in the years covered by the concept note, the number of MDR-TB patients is estimated at 369 in 2015, 431 in 2016 and 501 in 2017. It is clear that time has come for the NTP of South Sudan to start building the capacities to manage patients with drug-resistant TB. Through this investment, the capacities to implement PMDT activities will be initiated and progressively built over the three years covered by the concept note. Small numbers of MDR-TB cases will be enrolled and managed under appropriate PMDT conditions: 20 in 2015, 40 in 2016 and 75 in 2017. It is clear that these numbers account for small proportions of the expected numbers of MDR-TB among the pulmonary TB and retreatment TB cases who will identified in these three years. However, the experience that will be acquired will help establish a strong basis to scale up PMDT activities in South Sudan. This is the reason why this module is a priority.        

Outcome: 70% of the MDR-TB patients who are enrolled will be successfully treated.

Output: The capacity-building to implement appropriate PMDT activities will be initiated and progressively developed: the number of MDR-TB cases who are enrolled on appropriate management will gradually increase.

4) Module 4: Program management

The management is a fundamental element for the implementation of the activities of any health program. Even though South Sudan has successfully established a national TB control program, the managerial capacities that have been established are mainly available at the NTP Central Unit. However, at this level, some of the managerial functions are still not well defined or not undertaken, such as the coordination with the partners, the mobilization of additional resources, the supervision or national operational planning. Many functions, that need to be carried out on routine basis by the intermediate level (e.g.: state level), are still almost exclusively undertaken by the Central Unit such as supervision activities, training or monitoring and evaluation. The managerial capacities of the NTP coordination units at state level are not well developed. These coordination units are not fully involved in the operational planning of the NTP activities, the implementation of routine supervision activities, the training of health staff, the TB drug management and the monitoring and evaluation. They do not fully play their role of linkage between the health facilities or the counties and the Central Unit. In addition, the health department of counties which have a direct link with the health facilities (PHCCs and PHCUs) are not involved at all in the management of TB control. To successfully implement the interventions and activities specified in the above Modules 1, 2 and 3, the NTP Central Unit, the coordination units at state level and the county level should have well defined managerial functions and fully play their role in the management of NTP activities. The actions that will be taken in the framework of this Module 4 aim at improving and strengthening the technical and managerial capacities of the NTP at all levels. These are the reasons why this module is also a priority.

Output: the relevant and appropriate managerial activities are carried out at each level.   

5) Module 5: Monitoring and evaluation

The monitoring and evaluation is a fundamental function of the management of any health program. The implementation of an appropriate monitoring and evaluation system aims at generating data which will be used to undertake adequate management of the resources available for TB control, to evaluation the epidemiologic situation of TB and to assess the impact, outcomes and outputs of the strategic interventions that have been developed and implemented. The NTP of South Sudan has implemented a monitoring and evaluation system that needs to be revised in line with the last WHO recommendations. The data that are generated through this system are still not fully used to improve TB control situation in South Sudan. This weakness is linked to the weak involvement of the intermediate level (state and counties) in supervising the quality of data that are collected and in comprehensively compiling them at this level. This weakness is also linked to the limited capacities, at all levels, to analyze the data collected and compiled. The interventions and their inherent activities specified for this module (interventions 4.8 and 4.9 under Objective 4) aim at improving and strengthening the monitoring and evaluation system of the NTP. The development and implementation of these interventions will contribute to enhancing the managerial capacities highlighted in the Module 4 and appropriately assessing the implementation and outcomes of the interventions specified in Modules 1, 2 and 3.

 These are the reasons why this Module 5 is a priority in the framework of this investment. 
Output: the relevant and appropriate monitoring and evaluation activities are undertaken at each level.




	3.4  Focus on Key  Populations and/or Highest-impact Interventions

	This question is not applicable for low-income countries.

	Describe whether the focus of the funding request meets the Global Fund’s Eligibility and Counterpart Financing Policy requirements as listed below: 
a. If the applicant is a lower-middle-income country, describe how the funding request focuses at least 50 percent of the budget on underserved and key populations and/or highest-impact interventions.
b. If the applicant is an upper-middle-income country, describe how the funding request focuses 100 percent of the budget on underserved and key populations and/or highest-impact interventions.
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	SECTION 4: IMPLEMENTATION ARRANGEMENTS AND RISK ASSESSMENT


	4.1  Overview of Implementation Arrangements

	Provide an overview of the proposed implementation arrangements for the funding request. In the response, describe:   

a. If applicable, the reason why the proposed implementation arrangement does not reflect a dual-track financing arrangement (i.e. both government and non-government sector Principal Recipient(s). 

b. If more than one Principal Recipient is nominated, how coordination will occur between Principal Recipients.

c. The type of sub-recipient management arrangements likely to be put into place and whether sub-recipients have been identified. 
d. How coordination will occur between each nominated Principal Recipient and its respective sub-recipients.
e. How representatives of women’s organizations, people living with the three diseases, and other key populations will actively participate in the implementation of this funding request.
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a. If applicable, the reason why the proposed implementation arrangement does not reflect a dual-track financing arrangement (i.e. both government and non-government sector Principal Recipient(s). 

South Sudan is one of the recipients of Global Fund grants through non-government Principal Recipients only. This grant will be implemented using a single track financing arrangement through a non-governmental PR, United Nations Development Program (UNDP). The UNDP has been as PR for the Global Fund Rounds 2, 4, 5, 7 and the Transition Funding Mechanism (TFM). Given that South Sudan is still under Global Fund Additional Safe Guard policy, a process to select a new PR has not been undertaken by the CCM. Following protracted period of conflict in South Sudan, institutional capacity is still being built at all levels. The UNDP is currently engaged in capacity development of the National Programs of the Ministry of Health.  An assessment of program capacities on programmatic and financial management capacities has been undertaken to date by the PR. It is envisaged that, through ongoing capacity development initiative, the government will be in position to take up the role of a PR in the future. 
b. If more than one Principal Recipient is nominated, how coordination will occur between Principal Recipients.

Not applicable

c. The type of sub-recipient management arrangements likely to be put into place and whether sub-recipients have been identified. 
Under the Global Fund, there are four sub-recipients (SRs) currently implementing Tuberculosis control activities in South Sudan, namely; National Tuberculosis Control  Program, Arkangelo Ali Association (AAA), Caritas Torit and WHO. Two additional sub-recipients, Doctors with Africa CUAMM and COSV were included in the transitional funding mechanism 2014-2015 (TFM). However, the two SRs have not yet signed a project contract agreement (PCA) with the Principal Recipient (PR), UNDP. The sub-recipient COSV, which was operating in Ayod PHCC, discontinued services as their area of operation was a flash point in the current conflict that started in December 2013. The PHCC was partially destroyed, equipment were looted and staff were relocated. The organization Doctors with Africa CUAMM is operational in Lui Hospital and two other PHCCs in Greater Mundri. They were unable to sign the PCA as they are waiting for the state ministry and county health departments to sort out mechanisms of staff remuneration.

The performance of current sub-recipients has been satisfactory as evidenced by the most recent grant performance report of B1. On this note, it is foreseen that all current SRs will continue to implement TB services during the concept note period. However, recruitment of additional SRs will be undertaken by the PR especially local organizations engaged in community activities and organizations working with identified key affected populations..

Current SR management arrangements in place include; financial, programmatic, procurement and monitoring and evaluation procedures.

· Programmatic arrangements include: routine OSDV visits, discussion of reports in CCM meetings and action plans drawn. In addition, the PR will have standing arrangements of regular meetings with each SR on a monthly basis. With the NTP, more regular meetings (monthly) will be instituted in the context of the ongoing capacity development and transition of PR role in the near future. 

· Routine reporting. SRs are required to fill PUDR quarterly. These reports include financial reports, target achievement and reasons for any deviation. 

· Regular joint monitoring and supervision to states and health facilities.

The following processes have been planned during the CN period:

The SRs will develop activity plans/work plans and finalize budgets, which will be submitted to the PR. The PR will then organize a work plan meeting with the MOH, CCM-SS, MoH M&E unit, all SRs and relevant stakeholders to review all work plans and integrate SR plans into a National Global Fund New Funding Model implementation plan. Once finalized, this will be presented at the CCM for review and endorsement. Budgets will be submitted to the Global Fund for review and endorsement. After this, the PR will enter into contractual agreements with each sub-recipient of project funds. The agreement will be based on the approved work plan, M&E plan and budgets, and will include a strategy for corrective action if targets are not being met. The work plan will specify the amount and purpose of the grant and the terms and conditions to be adhered to. The PR will release additional funds on the basis of performance against approved work plans and budgets.


	4.2  Ensuring Implementation Efficiencies 

	Complete this question only if the Country Coordinating Mechanism (CCM) is overseeing other Global Fund grants.

	Describe how the funding requested links to existing Global Fund grants or other funding requests being submitted by the CCM.

In particular, from a program management perspective, explain how this request complements (and does not duplicate) any human resources, training, monitoring and evaluation, and supervision activities.  
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Not applicable


	4.3  Minimum Standards for Principal Recipients and Program Delivery 

	Complete this table for each nominated Principal Recipient. For more information on minimum standards, please refer to the concept note instructions.

	PR 1 Name
	United Nations Development Programme (UNDP)
	Sector
	 UN

	Does this Principal Recipient currently manage a Global Fund grant(s) for this disease component or a cross-cutting health system strengthening grant(s)?
	☐Yes
    ☐No

	Minimum Standards 
	CCM assessment 

	1. The Principal Recipient demonstrates effective management structures and planning
	Overall performance assessment for PR Minimum Standards undertaken in October 2009 and  December 2010 gave B1 and B2 ratings respectively for the current PR (UNDP) in all aspects of grant management across all the following disease components and cross-cutting HSS grant:

i. The PR has strong Management Systems/Structures and processes in place built with the Global Fund assistance, and are working.
There is a Program Management Unit at the PR that manages the TB Grant. It includes finance and accounting, M&E and technical officers

	2. The Principal Recipient has the capacity and systems for effective management and oversight of sub-recipients (and relevant sub-sub-recipients)
	Yes, the PR was found to have capacity and systems for management of SRs, through contractual agreements. All contractual agreements require prior approval for any SSRs are involved in implementation.

	3. The internal control system of the Principal Recipient is effective to prevent and detect misuse or fraud
	PR internal control systems were found to be effective
The PR has checks and balances at various parts of the financial process. The Program Management Unit has its own Finance & Compliance Manager and also an Officer, who engage in on-going review and feedback, including on-site financial verification, of SRs. This includes written feedback provided to SRs with deadlines for review and or correction.

	4. The financial management system of the Principal Recipient is effective and accurate
	The Program Management Unit has its own Finance & Compliance team. There is a clear delegation of duties as well as checks and balances at every step of the financial process.

	5.  Central warehousing and regional warehouse have capacity, and are aligned with good storage practices to ensure adequate condition, integrity and security of health products
	Currently, the PR uses a central warehouse in Juba to receive all commodities, before these are dispatched to SRs and health facility partners. The warehouse has been reviewed by the LFA and is currently being upgraded in line with the recommendations made by the Global Fund

	6. The distribution systems and transportation arrangements  are efficient to ensure continued and secured supply of health products to end users to avoid treatment/program disruptions
	The PR has a functional lorry procured through GF R7, which is currently being used for distribution of supplies to facilities. In some situations, the PR requests the SRs to collect their commodities and transport them to the sites.  In addition, a partnership arrangement between the PR and United Nations Humanitarian Air Services (UNHAS) also facilitates transportation of supplies nearer to facilities where access by roads is difficult.

	7. Data-collection capacity and tools are in place to monitor program performance
	There are standardized tools used for data collection and monitor program performance by the PR. An example is the M-supply system for management of commodities. 

	8. A functional routine reporting system with reasonable coverage is in place to report program performance timely and accurately
	The PR requires all SRs to complete Performance Update and Disbursement Requests (PUDR) reports on a quarterly basis.  This is then verified and any challenges or inconsistencies identified and reported back to the SRs. The results are presented at the programme meetings and to the CCM. 

	9. Implementers have capacity  to comply with quality requirements and to monitor product quality throughout the in-country supply chain
	The PR in conjunction with the programme requests suppliers of products to furnish the Ministry of Health Directorate of Pharmaceuticals certificates of product analysis before delivery. Again on arrival, products are subjected to quality assessment at the entry points which have mini laboratories for this activity. Routine sampling of drugs from the field is carried out by the PR for quality assessment.  


	4.4
Current or Anticipated Risks to Program Delivery and Principal Recipient(s) Performance

	a. With reference to the portfolio analysis, describe any major risks in the country and implementation environment that might negatively affect the performance of the proposed interventions including external risks, Principal Recipient and key implementers’ capacity, and past and current performance issues. 
b. Describe the proposed risk-mitigation measures (including technical assistance) included in the funding request.  
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a. With reference to the portfolio analysis, describe any major risks in the country and implementation environment that might negatively affect the performance of the proposed interventions including external risks, Principal Recipient and key implementers’ capacity, and past and current performance issues. 
b. Describe the proposed risk-mitigation measures (including technical assistance) included in the funding request.  

The Republic of South Sudan is barely three years following decades of bloody civil wars. Normality has since returned to the country since independence. However, violence erupted in December 2014, causing mass displacement of the populace especially in three states of Jonglei, Unity and Upper Nile. Revision of the country’s Tuberculosis strategic plan took place at a time when current conflict had just started. However, a number of interventions were still designed with the assumption that normality will return in the short term. Despite this, the following risks are envisaged and suggest mitigation strategies. 
RISK
L=Low                                                   M=Medium                                                  H=High

IMPACT
P RISK MANAGEMENT AND MITIGATION MEASURES
Program Risks

Targeting is highly ambitious relative to baselines

Low

- Prioritize high impact interventions

- Focus will be on states with high notification, easy access, and concentration places like Internally Displaced Peoples camps.
Inadequate and untimely  financing 

High

Focus on high impact interventions; share targets across partners; implement cost-effective interventions prioritized in NSP sustainability section; assign specific targets to partners; frontload willingness to pay discussions to ensure money is availed in the first year of scale up; and implement TB/HIV/AIDS resource mobilization strategy.

Organizational Risks

Inadequate implementation capacity- 

Medium

-Fast racking recruitments and task shifting may be necessary,
-Institute upfront capacity and risk assessment using partner tools ; strengthening for implementers  through local  organizations and partners
- Appoint lead implementers across sectors to promote coordination, technical support sharing, , timely, consistent and accurate reporting.

- Implement joint technical capacity building strategy and plan across program.

Contextual Risks

Political risks; widespread conflict with worsening humanitarian situation

High

- Accelerate integration of TB/HIV into Humanitarian Program implemented by partners like IOM, UNHCR, MSF and local organizations working with these populations; 

- Appoint government, civil society, private sector, humanitarian and development partner lead for each cluster;

-Adopt matrix implementation management structure focused on beneficiaries in different locations rather than functions; assign flexible targets and funding to humanitarian partners based on number of IDPs and refugees 

Macroeconomic Risks:  Foreign exchange exposure due to SS Pound volatility against US Dollar; Narrow fiscal space due to falling revenue, stagnant forecast

High

Negotiate use of internal and external exchange risk management techniques; e.g.  forward contracting or other acceptable derivatives; multicurrency accounts , swaps; invoicing currency, etc. 

- Increase targets for lower cost implementers at community level 

-Frontload willingness to pay discussions and develop res. Mob. strategy;

-Hold funds in multi-currency accounts and negotiate fixed rates

Health and community system weaknesses constraining program scale up and access: HR, PSM, HIS, Financing, Service delivery • and CSS

High

-Integrate interventions; conduct integrated package of training on HTC, SRH, 

 MNCH, STI, HCT, PMTCT, TB,ARV initiation for same workers  at different times

- Replace transport costs through use of new technologies as per NSP; accelerate 

  linking of all national diagnoses to new laboratory;

- Conduct joint PSM planning and strengthening for all partners

- Increase supervision at facility level; Implement NSP accountability measures




	CORE TABLES, CCM ELIGIBILITY AND ENDORSEMENT OF THE CONCEPT NOTE  

	Before submitting the concept note, ensure that all the core tables, CCM eligibility and endorsement of the concept note shown below have been filled in using the online grant management platform or, in exceptional cases, attached to the application using the offline templates provided. These documents can only be submitted by email if the applicant receives Secretariat permission to do so. 


	☐
	Table 1: Financial Gap Analysis and Counterpart Financing Table

	☐
	Table 2: Programmatic Gap Table(s) 

	☐
	Table 3: Modular Template 

	☐
	Table 4: List of Abbreviations and Annexes

	☐
	CCM Eligibility Requirements

	☐
	CCM Endorsement of Concept Note


IMPORTANT NOTE: Applicants should refer to the Standard Concept Note Instructions to complete this template.





A concept note outlines the reasons for Global Fund investment. Each concept note should describe a strategy, supported by technical data that shows why this approach will be effective. Guided by a national health strategy and a national disease strategic plan, it prioritizes a country’s needs within a broader context. Further, it describes how implementation of the resulting grants can maximize the impact of the investment, by reaching the greatest number of people and by achieving the greatest possible effect on their health. 


A concept note is divided into the following sections: 


Section 1:	A description of the country’s epidemiological situation, including health systems and barriers to access, as well as the national response. 


Section 2:	Information on the national funding landscape and sustainability.


Section 3:	A funding request to the Global Fund, including a programmatic gap analysis, rationale and description, and modular template.


Section 4:	Implementation arrangements and risk assessment.
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Mobilizers introduced








� WHO Global Health Observatory, 2012


� South Sudan Statistical Year Book, 2012


� South Sudan Development Plan 2011-2013


� WHO Global Tuberculosis Report, 2013.


� Coverage estimates for 10 States that have been surveyed by the Health Facility Mapping (HFM) 2011


� Country Dialogue, May 2014


� NPSSS HQs Reports


� South Sudan July 2011 the Basic Package of Health and Nutrition Services /in the Secondary/Tertiary Health Care Basic Package of Health Services, South Sudan, 2011


� Health facility mapping, 2011


� Health facility mapping, 2009/2010


� Basic Package of Health and Nutrition Services, South Sudan, 2009


� Countries with high co-infection rates of HIV and TB must submit a TB and HIV concept note. Countries with high burden of TB/HIV are considered to have a high estimated TB/HIV incidence (in numbers) as well as high HIV positivity rate among people infected with TB.


� Countries with high co-infection rates of HIV and TB must submit a TB and HIV concept note. Countries with high burden of TB/HIV are considered to have a high estimated TB/HIV incidence (in numbers) as well as high HIV positivity rate among people infected with TB.


� World Health Organization. Recommendations for investigating contacts of persons with infectious tuberculosis in low- and middle-income countries. WHO, Geneva. 2012; WHO/HTM/TB/2012.9.





� S. Ottmani, M. Zignol, N. Bencheikh, L. Laâsri, L. Blanc and J. Mahjour. TB contact investigations: 12 years of experience in the National TB Programme, Morocco 1993-2004. Eastern Mediterranean Health Journal 2009; 15 (3): 494-503.


� World Health Organization and United Nations High Commissioner for Refugees. Tuberculosis care and control in refugees and displaced populations - An interagency field manual. WHO and UNHCR, Geneva. Second Edition, 2007; WHO/HTM/TB/2007.377 ; WHO/CDS/DCE/2007.2. 
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