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Application Form for: Republic of Sudan (Northern States) 
GAVI Alliance Health System Strengthening (HSS) Applications

October 2007

An electronic version of this document is provided on CD. Email submissions are highly recommended, including scanned documents containing the required signatures. Please send the completed application to:
Dr Craig Burgess

Senior Programme Officer, HSS 

GAVI Alliance Secretariat
c/o UNICEF, Palais des Nations
1211 Geneva 10, Switzerland
Email: cburgess@gavialliance.org
Please ensure that the application has been received by the GAVI Secretariat on or before the day of the deadline. Proposals received after that date will not be taken into consideration for that review round. GAVI will not be responsible for delays or non-delivery of proposals by courier services. 
All documents and attachments should be in English or French.  All required information should be included in this application form. No separate proposal documents will be accepted by the GAVI Secretariat. The GAVI Secretariat is unable to return submitted documents and attachments to countries. Unless otherwise specified, documents may be shared with the GAVI Alliance partners, collaborators and the general public.
Please direct all enquiries to: 

Dr Craig Burgess (cburgess@gavialliance.org) or representatives of a GAVI partner agency.  
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UN
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UNFPA 
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United States Agency for International Development
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WHO

World Health Organization
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Executive Summary
This GAVI/HSS application proposal has been developed in the background that the country has signed a Comprehensive Peaces Agreement that ended the civil war in the South and there are positive signs to reach a deal to end the conflict in Darfur states. It will be implemented in the Northern 15 states of the Republic of Sudan, benefiting a total population of over 30 million.

The process was lead by the Directorate General of Health Planning and Development (DGHP&D), Federal Ministry of Health (FMOH) Government of National Unity, participation of key department within the FMOH, state ministries of health and partnership and involvement of WHO, UNICEF, World Bank, civil society organizations. These stakeholders, who were organized as Technical Working Group and Drafting Committee, were involved in all phases, i.e. health system assessment, document review, identification of barriers, setting goals and objectives. The process was overseen by a Health Sector Coordination Committee (HSCC). This Committee endorsed the HSS proposal and its submission to the GAVI/HSS secretariat. 

The health outcomes, compared with Millennium Development Goals (MDGs) for Sudan, are poor and progress towards achieving them is slow. Maternal mortality ratio is 1,107 per 100,000 live births (638/100,000 in the Northern states), infant mortality was 81/1000 live births (71/1,000 in the Northern states), and the under-5 mortality rate was (102/1,000 in the Northern states) in 2006
. Furthermore, communicable diseases including vaccine preventable constitute a major burden of disease, and the health system, after years of conflict, is disrupted and inadequate to provide essential Primary health services to the population, especially those vulnerable. 

Although there has not been a comprehensive study to evaluate the health system performance, several assessments and studies focusing on the different components of health system has been conducted during the last 3 years. A review of these studies and documents and discussions with stakeholders led to the identification of several barriers that impede the health system performance in terms of coverage and access to basic health services including immunization. These barriers can be summarized as follows:

1. Weak governance and management systems, including the health information and health financing, specially at state and locality (district) levels;
2. Low level of spending on health and inefficiency in utilization of available resources;

3. Inadequate availability of health human resource, their weak capacity and inequitable distribution between geographical regions; and 

4. Inadequate coverage and inequitably distributed primary health and first level referral maternal and neonatal services; and
5. Poor infrastructure and inadequate supplies and logistics (medical supplies and equipment, cold chain, transport and communication) for primary health care facilities network.
The Federal Ministry of Health, Government of National Unity is committed to address these issues in the health system and to improve the health the nation. This is clearly stipulated in the 25-year long term and 5-year mid-term strategic plans, and is also envisioned in the National Health Policy. Another indication of government’s commitment to improve the health of the people is the observed trend of increased investment and allocations for health sector. The Medium Term Expenditure Framework for 2008-2011 visualizes a gradual increase of General Government Expenditure on health from the current level of 1.5% of GDP to 2.15% of GDP by 2011. Yet, given the range and extent of needs, there will still remain a huge resource gap in the foreseeable future, to finance the envisioned expansion and sustainability of PHC services including immunization. 

This proposal for GAVI/HSS support is aiming to achieve improved coverage and access to  immunization services, essential child and maternal PHC package for undeserved population. This will be through addressing the system barriers and developing management capacities at states and localities to enable them to deliver adequate health services and implement the reforms agenda necessary for sustainable health system development. Thus, the GAVI/ HSS will contribute to the FMOH vision of achieving MDGs of improving child health and reducing maternal mortality. Within this framework, the general objectives of this proposal are to:
1. Improve institutional capacity and system development at all levels of governance, i.e. at national, state and locality level in the Northern states for sustainable  financing and development of the health system;
2. Support organisation and management of the decentralized health system;

3. Contribute to the development of health human resources through HRH policy, system development and rationalization of  PHC workers training institutions for (Academies of Health Sciences);

4. Expand immunization coverage through supporting mobile and outreach immunization services and enhancing the numbers of fixed sites as a long term strategy; and
5. Improve access to the essential primary health care services focusing on improving maternal and child survival at lower PHC facilities and first referral level. 

The specific objectives for the GAVI/HSS support are: 

1. By end of 2012, strengthen/build core systems and capacities (organization and management; health planning and development, health financing; health management information system and monitoring and evaluation) in 15 Northern SMOHs and  20 Localities/districts;

2. By end of 2012 develop health human resources and strengthen the capacity  of 11 SMOH to produces, deploy and retain PHC workers focusing on nurses, midwifes, lab technician and multipurpose health workers in;

3. By end of 2012, contribute to achieving 90% EPI coverage in all 15 Northern states through increasing fixed site by 25% from the current level of 1,260 facilities; and 

4. By end of 2012, contribute to achieving 75% equitable coverage and access to quality PHC services necessary for improved maternal health and child survival in the 4 targeted states.
To achieve the goals and objectives stipulated above, the HSS proposal is framed to include two components. The first component: building the institutional, organisation and management capacity and system development. This first component is addressing objective 1 and 2.  This component will deal with barriers related to the institutional, organizational and management capacities and system development at state and locality levels.  Since these are systemic and cross cutting issues; the first component will be implemented in 4 targeted states (see below) in addition to the other 7 northern states (Khartoum Gezira, Northern, and River Nile, and 3 states of Darfour) and the 4 states supported through Multi Donors Trust Fund- North (MTDF-N)
 (Kassala. Red Sea, South Kordofan and Blue Nile) will be excluded. The rationale is to improve the health status in the poor performing states while helping the relatively better performing ones to sustain the current levels of achievement and outcomes. The following interventions will be implemented under this component:

i. support organisation and management of decentralised local health system;

ii. build capacities at national, state and district level in health planning and development;

iii. strengthen human resources for health development, including investing in the Academies of Health Sciences.

iv. improve capacities and knowledge base for equitable and sustainable health financing; and

v. strengthen health management information system and monitoring and evaluation. 

This component will complement and draw lesson form the experience of Decentralized Health System Development Project (DHSD), which is co-financed by the Government of National Unity and the Multi Donors Trust Fund-North. The focus of interventions under GAVI/HSS will be on adapting and/or developing and implementing the core systems, i.e. organisation and management, including budgeting and financial management, health planning for recovery and development; human resources for health development; health management information system and monitoring and evaluation. Also the proposal will contribute to strengthening capacities and building the knowledge base for equitable health financing policies by supporting relevant policy studies like household health expenditure and health services utilization. International and national technical assistance will be required for addressing the systemic barriers: the idea being to have consultants to work with nationals at the state and locality (district) levels on a rotating basis. 

Another intervention includes supporting the delivery of short courses and on-job capacity building for health managers at the state and district levels. In addition, for building capacity at state and locality level, this component visualises provision of essential office equipment, like computers, faxes, printers and photocopiers; and vehicles for supporting services delivery and enhancing supervision capacity. The component will also support assessment of training needs - both pre- services and in-services – of priority PHC staff, like medical assistants, laboratory technicians, midwifes, and nurses and to provide modalities for integrated training of these cadres as multi-purpose health workers, enabling them to deliver vaccination, nutritional assessment, advice and follow-up and health promotion/education. Both the pre-service training of health worker will be in Academies of Health Sciences, which will be rehabilitated and supported for operating cost, learning materials and refresher training of instructors. While the in-service training will be delivered though adapting best practices and approaches currently used by vertical programs and making use of the Academies of Health Science with the aim of institutionalising this experience and expanding it to a system of continuing Professional Development.

This first component will also support the provision of technical assistance and operational expenditure to the directorate of health planning and development both at FMOH and SMOH, in collaboration with PHC directorate and EPI to effectively coordinate, monitor and supervise the implementation of health system recovery and development projects including GAVI/HSS support. 

The second component: improving service delivery and access to essential package of PHC service; it addresses objective 3 and 4. Measures include improving and strengthening the delivery of key cost-effective interventions necessary for child survival and maternal health. 
This component and its envisioned interventions will mainly focus in 4 target states (White Nile, Sinnar, Gedarif, and North Kordofan), selected based on following composite indicators (table 1):

1 Coverage of PHC facilities (population facility ratio);
2 Coverage of immunization services (DPT3 and Measles from Sudan household survey, 2006);
3 Under-5 Mortality Rate
4 Maternal Mortality Ratio
Table (1): Key health indicators in the four states selected for implementing component 1 
	State
	Pop. (000)
	Pop/facility ratio/10,000
	DPT 3
	Measles
	IMR
	U-5 MR
	MMR

	Garadif
	1,784
	0.8
	67.7
	78.4
	86
	137
	609

	North Kordofan
	2,389
	0.8
	54.9
	70.3
	61
	88
	213

	Sinnar
	1,368
	1.1
	80.3
	80
	62
	99
	320

	White Nile
	1,718
	1.2
	76.5
	72.2
	57
	89
	366

	National average
	--
	--
	54.8
	66.2
	81
	112
	1,107

	North average
	..
	0.8
	85
	76
	71
	102
	638


Source: Sudan Household Survey, 2006
The main activities under this component will include the following:

1. improve the PHC facilities infrastructures network through the following main activities and interventions:

1.1. contribute to the rehabilitation, reconstruction and upgrading of targeted health centres and basic health unit/dispensaries.

1.2. provision of essential equipment for the targeted facilities

1.3. strengthen the emergency obstetrics care (EmOC) in selected rural hospitals

1.4. strengthen the cold chain through provision of equipment to increase access and coverage with immunization services from fixed sites

1.5. support outreach and mobile immunization services to underserved and low performing localities/district 

2. improve the supply of pharmaceutical and medical supplies:

2.1. Supplies essential to child and maternal health (cost-effective interventions)

2.1.1. Provision of drugs for treatment of key health problems (ARI and Diarrhoea)

2.1.2. Vitamin A supplementation

2.1.3. Anti helmenthics

2.1.4. Iron and folic acid supplementation for pregnant women

2.1.5. Support the distribution of insecticide treated bed nets (ITNs)
2.2. Lab supplies to perform essential test (urine, Hb, BFFM, etc)

3. improving health human resource availability and performances (redeployment, training and performance based incentives for health workers); and

4. addressing the demand side barriers at the individual, household and community levels (Information, IEC material, behavioural change interventions, etc…)

The total estimated GAVI/HSS support calculated, based on the base cohort for North Sudan, is US$16.15 million spread over 5 years (2008-12) as given in table 2. These resources will be used to finance the components and activities mentioned above and will be implemented in the Northern Sudan as indicated earlier. On average, the overall resources will add about 0.1 US$ (30.7. million) per capita annually as compared to the current level of 4.5 US$ spent at the state level form public resources (compared to the Commission on Macroeconomics and Health (CMH) recommendation of 36 US$). Although, HSS support as per capita is small, yet since the proposal is focusing intervention of the second component (services delivery) on 4 states with a population of 7.3 million, it is expected to have significant impact. Furthermore, with the growing revenues that is increasingly being allocated to health at national and states levels, and government commitment to mobilize more resources and investing on health, such measures are likely to contribute to the improvement of the health outcomes and the sustainability of the GAVI/HSS support.
Table (2): Expected GAVI/HSS support through this application
	
	Year 1
	Year 2
	Year 3
	Year 4
	Year 5
	TOTAL FUNDS
 

	
	2008
	2009
	2010
	2011
	2012
	

	Annual allocation
	3,063,620 
	3,144,806 
	3,228,143 
	3,313,689 
	3,401,503
	16,151,760




The Implementation of GAVI/HSS support will be led by the DGHP&D and coordinated by the Federal Project Coordination Unit and in collaboration with the PHC directorate and EPI; while the HSCC will oversee this process. The procurement of works and services will be done under government procedures and the progress will be monitored for a number of, outputs, outcomes and impact indicators.
Section 1: Application Development Process
1.1: The HSCC (or country equivalent)

	Name of HSCC (or equivalent): Health Systems Coordination Committee  


	HSCC operational since: 
Two committees already exist in the health sector. The first coordinates and monitors the variety of activities related to Expanded Programme on Immunisation (EPI) and Polio Eradication, is called the EPI Inter-Agency Coordinating Committee (EPI/ICC). It has been operational since 2001. The second is the Country Coordinating Mechanism (CCM) that came into existence in 2004 deals with issues related to Global Fund for HIV/AIDS, Malaria and Tuberculosis. 
In order to oversee and coordinate matters related to health systems strengthening, the Ministry of Health established Health Systems Coordination Committee (HSCC) in April 2007 through a ministerial decree. This committee brings together stakeholders in the area of communicable disease control and primary health care services. The HSCC coordinated the development of proposal for the first round of GAVI/HSS support and has since been reorganised to bring membership from the private sector, civil society, and others interested in developing the Sudanese health system (see Annex A for its composition). 



	Organisational structure (e.g., sub-committee, stand-alone): 

The HSCC is a stand alone committee to oversee the process for the development of GAVI/HSS proposal. Under its auspices a Technical Working Group (TWG) and a Drafting Committee (DC) have been established. The former is responsible to discuss technical issues related to the contents of the proposal and guide and review the drafts developed by DC. Such a mechanism provided a forum to ensure the development of a technically sound and focused proposal as well as internal peer review of the HAVI/HSS proposal. 


	Frequency of meetings:
The HSCC held meetings as below: 
1. First meeting held on 09 May 2007 to endorse application for May round (not attached)
2. Second meeting held on 26-08-07 to review the framework, barriers and objectives of the application for October round (Annex B)
3. Third meeting held on 27-09-07 to endorse the application for October round (Annex C)
The TWG held meetings as below:
1. First meeting held on 28-06-07 to agree on issues for application development (Annex D)
2. Second meeting held on 14-07-07 to define outline of application (Annex E)
3. Third meeting held on 16-09-07 to review 0-draft of application (Annex F)
4. Fourth meeting held on 23-09-07 to review amended draft of application (Annex G)
Furthermore, the group held a number of informal meetings and email exchange (copy of email correspondence attached) for which the minutes were not kept.

In addition to a number of informal meetings, the State Director Generals of Health came together on 25-09-07 to review and agree on final draft of application and develop consensus (Annex H).

The Drafting Committee met frequently to discuss the drafts and clarify issues. 


	Overall role and function: 
Health Systems Coordination Committee
This committee, established for HSS, was to undertake the following for application development:

1. Bring together the stakeholders representing different components of the health system;

2. Oversee and steer the process for the development of GAVI/HSS proposal;

3. Guide the TWG and DC in identifying health system barriers to EPI, and for defining the objectives of the proposal;

4. Review the set of activities proposed and validate their importance in strengthening the health systems in support of improving EPI coverage;

5. Ensure that the proposal is not only technically sound but also dwells on the mechanisms for its efficient management and sustainability;

6. Review/authenticate budget and other details on the financial implications of the proposal;

The role of key members of HSCC, once the approval of the application is given, in implementing GAVI/HSS is given in section 7, but as a Committee, it will have the following responsibilities:

7. Guide the lead implementing agency in developing the detailed programming;

8. Oversee the procurement and the overall management of GAVI/HSS support;

9. Monitor and guide on the smooth implementation of the variety of activities proposed;

10. Review periodically the progress and tease out any hurdles in the implementation; and
11. Review and approve the reports for submission to the GAVI secretariat. 
Technical Working Group

This group drawn from different organisations of the Federal Ministry of Health as well as from other agencies, including the UN Agencies was established to;
1. Bring together different stakeholders for strengthening health system in support of EPI;

2. Discuss the barriers hindering the efficiency and effectiveness of the EPI and tease out recommendations for HSCC and guidance of DC;

3. Define objectives for GAVI/HSS and guide the DC in defining component interventions;

4. Assist and advise DC on costing and budgeting of GAVI/HSS proposal;

5. Review periodically the work done by the DC and make suggestions for improvement, 

6. Ensure a technically sound proposal with adequate mechanisms for efficient management of resources from the window as well as the proposed interventions are sustainable; and

7. Recommend to HSCC for the approval of the GAVI/HSS proposal for submission. 
Drafting Committee

This committee comprising core technical team, representing WHO, UNICEF, EPI, and steered by the Directorate General of Health Planning and Development was set up to:
1. Gather input from key stakeholders interested in improving health system and EPI;

2. Bring together the ideas and guidance of the TWG (members of DC are also on TWG);

3. Draw details of the proposal including identification of component activities and tasks for the variety of interventions suggested by the TWG;

4. Develop budgetary details and cost the activities and tasks;

5. Draft different components of GAVI/HSS proposal for exchange amongst its members;
6. Share the draft proposal with TWG and seek its comments; 

7. Incorporate the comments received from stakeholders; and finalise the proposal readying for submission to the GAVI/HSS secretariat.




1.2: Overview of application development process 

	Who coordinated and provided oversight to the application development process?

The DGHP&D coordinated all activities for developing proposal for health system strengthening (HSS), while the HSCC oversaw the application development process. The HSCC met at various stages of the proposal development for October round. Firstly, to review and comment on the framework of the application, defining the interface between EPI and the core health system and the barriers in the health system that affect the performance of the EPI in achieving the targeted coverage and sustainability of routine immunization. It also deliberated on the workplan for application development and reviewed the objectives, components and the constituent activities. In its second meeting, it reviewed the final draft application, including financial implications and endorsed the application for submission to GAVI Secretariat (see minutes Annex B and C).


	Who led the drafting of the application and was any technical assistance provided?

A Drafting Committee, which was led by the DGHP&D, working under the guidance of TWG, drafted the application. The latter, which drew a variety of national experts and international staff from UN agencies, notably, WHO, UNICEF and World Bank, were main source of technical assistance. Further, as a part of exercise, members of Drafting Committee reviewed literature both published and grey. They exchanged drafts, and thus undertook first internal peer review.


	Who was involved in reviewing the application, and what process was adopted?

A comprehensive and inclusive mechanism for drafting and reviewing was adopted. The concepts and issues surrounding health system were discussed in TWG. The members of the DC were since also on the TWG, they benefited fully from the discussion in developing drafts. These drafts were reviewed by TWG and their technical input was incorporated in the subsequent drafts by the DC. Then WHO/EMRO reviewed the final draft and its comments were incorporated in the final version before submission. Also, UNICEF country and regional office and the World Bank provided invaluable comments on the proposal. In addition, the HSCC provided a forum to review the application, at least at the stages of proposal development and approval of the final version. 


	Who approved and endorsed the application before submission to the GAVI Secretariat?

The Federal Ministry of Health and Federal Ministry of Finance and National Economy, Government of National Unity, Republic of Sudan and the HSCC approved the Northern Sudan application.



1.3: Roles and responsibilities of key partners (HSCC members and others)
The HSCC comprised 25 members drawn from the various organisations, both in the public as well as private (the government notification nominating HSCC membership is attached as Annex A). The role and responsibility of the key organisations/stakeholders involved in preparing the proposal and possibly in implementing the variety of interventions, is given below. 

	Title / Post
	Organisation
	HSCC member
	Roles and responsibilities of key partners in the GAVI HSS application development

	Undersecretary
	FMOH, GONU
	Yes
	· Acted as chairperson to facilitate decision making and reaching consensus in HSCC meetings. He guided the process, keeping proposal and the interventions in accordance with national health policy and strategic plans. 

	Representative 
	WHO, in Sudan
	Yes
	· Assigned the Health Systems Specialist to be the member of TWG and DC to provide insight into the health system, relating different components to EPI service delivery. Based on WHO framework
, this understanding helped TWG in defining the barriers associated with health system that hinder the provision of immunisation services. 
· Organised support of Advisor, Health Management Support at WHO Regional Office for Eastern Mediterranean, who assisted in understanding best practice for GAVI/HSS application process; and reviewed final draft prepared by the DC and TWG.

· Assigned Technical Officer, EPI/Polio Eradication to be the member of TWG to help in defining issues in the provision and sustainability of EPI activities supported by GAVI/ISS and Government. Specifically what else, in the broader context of health system, could be done to compliment the existing inputs and improve immunisation services.

	Representative 
	UNICEF, Sudan

	Yes
	· Assigned the Programme Officer for Health and Health Officer (Field Support) to be the member of TWG and DC to participate in the proceedings and assist in drafting / reviewing the application.  The input also included the defining details on interventions for addressing the continuing poor indicators. 

	Country Manager
	World Bank, Sudan

	Yes
	· Assigned the Programme Officer for Health Sector to represent and participate in the proceedings of HSCC. She was key in briefing about the health system strengthening interventions that were being undertaken in four states under MDTF supported DHSD Project. Also, suggested linking HSCC with Steering Committee for DHSD Project that will be consider in implementing this proposal. 



	Director General, Health Planning and Development
	FMOH, GONU
	Yes
	· Acted as the Secretary of HSCC and Chair of the TWG and coordinated all the meetings. In addition, he was available for consultation to the DC. But, the most important input was to bring in the health system perspective to the proposal, and informed about other initiatives and plans that are ongoing. 

	Director General, Primary Health Care
	FMOH, GONU
	Yes
	· Acted as a member of TWG, brought in the PHC perspective as a comprehensive means to support immunisation and complementary interventions for addressing the maternal and child health issues. The need for strengthening PHC network to act as fixed EPI sites and base for outreach and mobile was emphasised. In implementing the proposal, his role will be vital and essential. 

	Director General, International Health
	FMOH, GONU
	Yes
	· The external aid flow to the FMOH, Government of National Unity is channelled through office of Director General, International Health. In this capacity, he was a key in identifying the gaps that remain in supporting immunisation; and that there is no duplication of input and efforts in improving EPI.

	Director, EPI

	Directorate General, Primary Health Care, FMOH, GONU
	Yes
	· As a member of TWG and HSCC participated in the process for proposal development, bringing in EPI perspective and keeping the proposal in line for improving the immunisation, while input is made into the health system as a whole; and that there is no duplication to the input from GAVI/ISS and other sources. 

	Director, Local Health Systems Development

	Directorate General, Primary Health Care, FMOH, GONU
	Yes
	· As a member of the HSCC, provided an insight into how the local/district health system constitutes the building block for strengthening health system, and thereby improve immunisation. Also, he was the key to providing information about the current status and what inputs were required. 

	Director General, Health Services
	State Ministry of Health?
	Yes
	· Participated in HSCC meetings and reviewed the final draft and endorsed the application for submission. He brought the state perspective to the contents and the issues health system faces at the state level. 

	Representative of the Ministry of Finance and National Economy
	Ministry of Finance and National Economy, GONU
	Yes
	· Deliberated and discussed the issues Sudan faces for health financing and public sector contribution. Also, guided on the mechanisms and possibility for the sustainability of interventions that are being proposed to be financed from GAVI/HSS support.

	Sudanese Business and Employees Federation

	Private Sector (for profit)
	Yes
	· Their participation was an opportunity for creating the recognition that private sector was part of the health system, and that how they can contribute to improving the immunisation services. This dialogue will possibly lead to their further involvement in implementing the proposed activities. 

	Sudanese Civil Society Organisations’ Association

	Private Sector (not for profit)
	Yes
	· The NGOs have been the key in providing health services, particularly to IDPs. Their participation in the meetings brought ground realities in developing the proposal and to consider how they could be involved in implementing the GAVI/HSS support.


1.4: Additional comments on the GAVI HSS application development process 

1. The GAVI/HSS application has been developed in consultation and partnership with stakeholders. The process involved review of the literature, both published and grey, including a critical look at the application submitted for the first round and the process adopted in its development. While lessons were drawn from the past experience, a clear understating was developed on the functions and goal of the health system, including EPI as a vertical program for delivering immunization services. It being understood that any intervention aimed at strengthening the health system will ultimately result in improved service delivery, including immunization.
2. The WHO (2000) framework for health system performance was used to help the development of this proposal; and accordingly a distinction was made between health care/services and the health system. In the current proposal, the emphasis is on the latter that supports the delivery of the former (which is a component subsystem of the health system). That is, the focus of the variety of interventions suggested in this proposal is on stewardship, resources, and financing, rather than purely on the delivery of services. Within this remit, since GAVI/ISS funds predominantly immunization services, GAVI/HSS support will shore up the systems that support and sustain service delivery, including immunization services. 
3. In this framework, the health system barriers to effective immunization were identified that led to defining the objectives and the investment plan was developed nevertheless, within the overall aim of achieving MDGs, especially 4 and 5. Since, in this manner the health system boundaries were defined, it was possible to identify the stakeholders and define their roles in meeting the challenges facing the health system in Sudan. Their involvement at different stages of the design phase (see section 1.3) will lead to and motivate their engagement in the implementation of the proposal. The possible role of key stakeholders in the latter phase is identified in section 7.2.
4. Sudan, after seeing years of conflict, signed a Comprehensive Peace Agreement (CPA) in January, 2005 between the National Government in Khartoum and Sudan People Liberation Movement (SPLM) in South. As a result of CPA, a GoNU, to represent both Southern and Northern states, was established. Within that a Federal Ministry of Health is responsible for the health of the people in the 15 Northern States of Sudan. This application is since for the 15 Northern States of Sudan; its contents, including data may be read and evaluated in that context.
5. This application is the result of an.intense and inclusive process involving all key stakeholders at all levels of health system hierarchy, geographical regions of country, and different organizations representing variety of functions, including immunization, performed by the health system. Notably, in this regard, the Director Generals of 12 States (excluding those from the three Darfur states) and some locality health managers participated in a consensus workshop. For Darfur, WHO, in a separate meeting, worked with partners for developing a plan for ‘scaling up assistance’. 

The application development involved brain storming/ group discussion (TWG and DC) to generate ideas. The drafts developed as a result went through a peer review process. It was internal between DC members and then sharing with members of TWG. The partners: WHO, UNICEF and World Bank were key in providing technical input. Further, the drafts were shared and comments received from WHO Regional Office, UNICEF and World Bank Africa Regional Office. The drafting committee made all out efforts to incorporate these comments in finalizing the application. 

A WHO Regional Advisor on Health System Strengthening visited Sudan. During his stay he participated in a workshop with DGs of Health from States and a wrap up meeting with partners, including Director General Primary Health Care, who is also responsible for EPI through its manager, thus ensuring that all partners were on board in developing the application. 
Section 2: Country Background Information

2.1: Current socio-demographic and economic country information

	Information
	Value
	Information
	Value

	Population*
Sudan

Northern states (15 states)
	36,297,000
30,767,000
	GNI per capita**
	640$US

	Annual Birth Cohort (Northern states)
	1,162,992
	Under five mortality rate (Sudan)

Under five mortality rate (Northern states)
	112/1000

102/ 1000

	Surviving Infants£ (Northern states)
	1,080,419

	Infant mortality rate (Sudan)

Infant mortality rate (Northern states)
	81/ 1000
71/1000

	Percentage of GNI

allocated to Health
	1.5%


	% Government expenditure on Health 
	7%



£ Surviving infants = Infants surviving the first 12 months of life

* The population estimates are for Northern States only projected from 1993 census
** GNI source is World Bank and Ministry of Finance and National Economy
2.2: Overview of the National Health Sector Strategic Plan

A number of developments have taken place in national planning for recovery and development of the health system; and a brief overview is given below:

a. Consequent to the CPA, the Interim Constitution (2005) for Sudan was framed and approved. It places health high on the agenda and includes the promotion of public health and commits the public sector to provide equal access to free of charge primary health care to all citizens as one of its guiding principles and directions for the state. Sudan is a decentralized federal state and ensure distinct role of the three levels of governance: federal/national, state and locality in the provision and management of health services. Health policymaking is on the concurrent list of powers between Federal Ministry of Health and State Ministry of Health.
b. The National Health Policy reiterates the principles and direction laid down in the Constitution and vows to achieving the Millennium Development Goals (MDGs); maintaining and securing human rights and dignity; and fighting disease and ignorance. Specifically, since communicable diseases constitute a major cause of morbidity and mortality, it endorses the hitherto promulgated policies for their control and eradication. In this vein, it emphasizes on reforming the health system to ensure strengthening the local and national health system based on the principles of primary health care. Further, it calls for building capacity in local health management, planning and policy at all levels of governance: federal, state and local levels for creating an enabling environment for the decentralized units within the health system (attached).

c. The 5-year medium term strategic plan (2007-11), in line with 25-year long term strategic plan and National Health Policy, envisions ensuring the provision of health care to the citizens of Sudan, with special emphasis on the health needs of the poor, underserved, disadvantaged and vulnerable that they can lead a socially and economically productive life. It sets objectives in terms of MDGs, addressing all aspects of the health system. The variety of objectives set forth in it can be classified into the following four categories (attached): 

1. Promote health as central to sustainable development and peace; 

2. Develop health system to support health interventions; 

3. Reduce the burden of prevalent diseases; and 

4. Strengthen emergency and humanitarian action for health.

That is, the overall emphasis of the 5-year medium term strategic plan (2007-11) is on building the core health system based on comprehensive primary health care, as a tool to reducing the burden of diseases and combating the emergency and disasters. This will be done by increasing the capacity of the decentralized health system as a basis for health sector reforms, sustainable financing and development. The government is increasingly committed to achieve these targets.
d. Comprehensive multi-year national immunization plan (2006-10), follows the Global Immunization Vision and Strategy, 2006-2015, adopted by the World Health Assembly in May 2005. This plan (attached) takes into account and carries forward the visualization made in EPI 5-Year Plan, 2001-05. It aims to achieve the following eight objectives through four strategic directions: (i) service delivery and programme management; (ii) advocacy and communications; (iii) surveillance and data for decision-making; and (iv) vaccine supply, quality and logistics. 

1. Routine coverage: by the end of 2010 Sudan will have a national DTP3 coverage of 90% with at least 80% coverage in each district.

2. Polio: by the end of 2008 Sudan will be certified polio-free.

3. Measles: by the end of 2010 measles elimination will have been achieved. 

4. MNT: by the end of 2010 neonatal tetanus elimination (<1 case per 1,000 live births) will have been achieved.

5. Hepatitis B: by the end of 2008, Hep-B vaccine will have been introduced in all states; and by the end of 2010 Hep-B3 coverage will equal the DTP3 coverage.

6. New vaccines: 


a. Hib: by the end of 2010 a 90% reduction in Hib disease burden will have been 
achieved. 


b. Yellow Fever: After 2006 there will be no more yellow fever outbreaks. 


c. Rubella: by the end of 2010 the incidence of congenital rubella syndrome will be 
documented.


d. Rotavirus, Strep pneumonae and N. meningitides: By the end of 2010 burden of disease
estimates for these pathogens will have been established.

7. Vitamin A: by the end of 2010, 90% of children under-5 years of age will have received Vit-A supplementation.

8. Immunization safety: by the end of 2008, all immunization will be safe. 
Section 3: Situation Analysis / Needs Assessment

3.1: Recent health system assessments

	Title of the assessment
	Participating agencies
	Areas / themes covered
	Dates

	1. Sudan Health System Survey, 2004
	Federal Ministry of Health in collaboration with WHO
	This document provides an overview of the status of the various components of health system. Although it is a 0-draft and analysis is limited to the national level, it provides data about health infrastructure at state level. 
	2004

	2. Joint Assessment Mission for Sudan, UN and WB Sudan, 2005
	Co-led by the representatives from Government of Sudan in Khartoum and SPLM, along with UN agencies and the World Bank
	The assessment focused on eight clusters: capacity building and institutional development; governance and rule of law; economic policy; production sector; basic social services; infrastructure; livestock and social protection; information and statistics; and the Three Areas, i.e. South Kordafan, Blue Nile; and Abeyi.
	2005

	3. Comprehensive Multi-Year National Immunization Plan 2006-2010
	Federal Ministry of Health, National Government of National Unity in collaboration with WHO and UNICEF
	This document contains the extensive situation analysis on the situation of EPI programme and immunisation coverage; and proposes plan for 2006-10.
	2005

	4. Sudan Household Survey, 2006
	Central Bureau of Statistics, GoNU, GOSS, in collaboration with UNICEF, PAPFAM), WFP, UNFPA, WHO, USAID and League of Arab States.
	This document assesses the situation of children and women to monitor the progress towards selected MDG indicators. Survey tools are based on the models and standards developed by the global MICS project, and PAPFAM.
	2006

	5. Project document for Decentralized Health System Development Project 
	Federal Ministry of Health, Government of National Unity, and the Multi-Donor Trust Fund
	This document after giving an account of the key development issues, dwells on the rationale for the project leading to the description of the project, including implementation 
	2006

	6. Health System Profile – Sudan, 2006
	WHO’s Health Systems Observatory for the Eastern Mediterranean 
	This document provides an overview of different aspects of the Sudanese health system, including immunisation services. 
	2006

	7. Sudan Health Workforce Survey, 2007
	Federal Ministry of Health and WHO
	This document maps the available health workforce in the Northern states, except in three Darfur states, disaggregated into various denominators. 
	2007

	8. Sudan Health Information System: Review and Assessment, 2007
	National Health Information Centre, Government of National Unity, Federal Ministry of Health
	Using assessment tool of Health Metrics Network, this document assesses the strengths and weaknesses of Sudan Health Information System to form the basis for devising a plan for its development.
	2007


Health system strengths and weaknesses 
Based on the review of the above literature and detailed discussions in TWG and DC, the following strengths and weaknesses in the Sudanese health system (in the Northern States) are identified. Also, this entails defining the opportunities that should be harnessed for achieving the increased access to basic health services and sustained immunization coverage:

a. Strengths 

The Sudanese health system has certain strengths, raising hope for improving health status, and thereby achieving the MDGs. 

· The most important strength is the clear direction envisioned in the Constitution, 25-year long term and 5-year short term strategic plans, and the national health policy. All these documents explicitly indicate government’s resolve to building health system, based on the principles of comprehensive primary health care. 

· There exists some infrastructure, albeit dilapidated and in many cases unusable. Yet, it provides a base to plan and undertake recovery and development. Many steps required for de novo acquiring and building will not be required, saving substantial time and investment in recovery and development. 
· Although various subsystems at different levels of governance are disrupted, there remains a degree of institutional memory and basic skills, which can contribute to its rebuilding. That is, there is clear agreement on the purpose and principals, the components and hierarchy. It is primarily the investment, financial and human, which is awaited. 
· The EPI is one of the good performing programs in the region. Despite constraints it has registered successes, e.g. polio eradication in Sudan is not quite far away. A marginal input will be required that immunization is provided through fixed sites, reversing the current dependency on campaigns, outreach and mobile services.  

· The years of conflict and periodic natural disasters disrupted and weakened the health system due largely to the public sector spending on health dwindled. This lack of resources was, to some extent, substituted by the communities, in terms of building and financial contributions – an attribute that can be further built for strengthening health services.  
b. Weaknesses
Yet, there are weaknesses that should be taken into account while planning for the recovery and development of the Sudanese health system. 
· Sudan is a vast country with long distances and poor road and transport infrastructure. Such factors have contributed to the inequitable distribution of health infrastructure and thereby relatively poor access to services. In addition, the nomadic nature of population in some places further complicates issues surrounding the access.
· Core competencies, like health planning, informatics, management are weak, especially at peripheral level. Thus, there is a risk, particularly in the wake of decentralized nature of governance, the states and locality might not efficiently exercise authority and use input for recovery and development of health system, and thereby improving the service delivery.

· The protracted conflicts and continuing under-development has contributed to the skilled manpower fled the country. The disruption of health infrastructure, particularly in the periphery, caused internal brain drain and thereby a vicious circle of mal-distribution of human resources and poorly maintained health infrastructure. The effect of such factors is that currently the EPI is depends heavily on outreach
· Since resources were diverted from social services to conflict and response to disasters, the evolution of systems
 suffered both at national and sub-national levels. The increasing focus on service delivery and continuing brain drain added to weakening the systems that are essential for sustaining the delivery, including for immunisation. 
· Due to the displacement of population, on account of one reason or the other, there has been increasing trend for urbanisation. To respond to this challenge, the focus shifted to urban health services, neglecting rural and hard to reach areas. Clinical services surpassed the public health on the priority list and so was the continuing training of health workers, including those delivering immunisation services. 
c. Opportunities
But, there are also many opportunities which if explored appropriately and timely not only the weaknesses can be addressed but also harness the little strength in the Sudanese health system. 

· The CPA ended the civil war in Sudan and there are positive signs to reach a deal to end the conflict in the three Darfur states. As a result there is a degree of stability, albeit raising the expectations of people, who want to see the peace dividends. Also a grater attention is being given by the government to the social services, including health services. 

· The international community is committed to work with the government for recovery and development including health services. A Joint Assessment Mission Framework (JAM) after CPA advocated international assistance, calling for an input of US$ 7.9 billion, out of which US$ 4.3 billion was earmarked for Northern States, including US$ 0.7 billion for the Three Areas (Blue Nile, South Kordofan and Abaye). Out of these resources, a significant amount is likely to be allocated for the basic social services including health.
· The national resources are increasingly being committed for health. The Medium Term Expenditure Framework (2008-2011) visualizes boosting General Government Expenditure on health from the current level of 1.5% of GDP to 2.15% of GDP by 2011. In addition, a larger share is allocated to states from national resources, as earmarked and block grants. 

· The federal nature of the state and decentralization committed in the Constitution provides another window of opportunity. Greater availability of resources complimented by authority for decision making at state and locality level will enhance efficiency, better utilization of resources according to local needs and harnessing the potential of community participation.

 d. Threats
Still there are threats that risk the chances of the health system recovery and development, and improving the delivery of health services including immunization.

· The country is prone to natural disasters, like floods and droughts.  While these disrupt the infrastructure, including that of the health system, also cause illness and bring sufferings for the people, who in many cases get displaced, losing shelter, food and sources of income. Thus posing a greater demand on the already weak and disrupted health system. 
· The health system strengthening is relatively a new concept. Also, there is rather a skewed understanding, and the importance of health system strengthening as a means to improving the service delivery. Therefore, professionals hitherto involved in the latter would resist any investment in developing public health organization and management and the institutions.  
· Given that the main focus of the Ministries of Health has so far been on humanitarian action and provision of clinical services in urban areas, the health system development was tilted and disoriented likewise. In the presence of such biases, there might be a competition for resource allocation between different components of the health systems. 
3.2: Major barriers to improving immunization coverage identified in recent assessments
The documents reviewed to assess barriers to improving immunisation coverage provide insight into the performance of the Sudan health system, of which immunisation services form a part. This review and selection of the document was made following WHO’s framework for health system (figure). 
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This approach, as advocated by WHO (2000), while keeping emphasis on the delivery of services delivery including immunisation services, requires looking back to see how effectively the other components, i.e. stewardship or oversight, creating resources (investment and training) and financing (collecting, pooling and purchasing) are operating for achieving the goals/ outcomes, i.e. better health, in addition to the system being responsive and financially fair. That is, a holistic view of the health system is taken in defining barriers to improving the immunisation services. But, before these barriers are discussed, a brief overview of the country’s situation is provided.                                                    
The Republic of Sudan is the largest country in Africa, spreading over 2.5 million square kilometres and administrative and politically the country is divided into 25 states. Northern part of the country, which is the focus of this proposal, comprising 15 states composed of about 87 localities or districts (5-8 localities per each state). Its geography and ecology contributes to the shaping of health, nutrition and population situation. Vast distances and poor roads and transport structure affect coverage of health services. Quite infrequently, droughts and flooding cause humanitarian emergencies and ecological factors expose population to infectious and parasitic diseases including malaria. 
But, the most important factor that affected country’s social structure, including health services is the civil war that lasted over two decades caused human losses and damage to the physical infrastructure as well as hampered the social and economic development process. The Comprehensive Peace Agreement (CPA) was signed in 2005 putting an end to the civil war.  However, before the CPA was signed, another conflict erupted in the three Darfur states, attributed to contention over resources, inequitable development and power sharing. One consequence of this conflict is that health system in Sudan (Northern as well as Southern) was disrupted and faces many challenges: most important being improving the health of the nation. 
The health indicators in Northern Sudan are poor and the progress towards achieving the MDGs is slow; or stagnant. The maternal mortality ratio remains as high as 638 per 100,000 live births, infant mortality was 71 per 1,000 live births, and the under-5 mortality rate was 102 per 1,000 live births in 2006
 for the Northern states. Likewise, the progress on MDG-6 has been slow and the returning refugees consequent to CPA from the neighboring countries pose a greater risk in terms of HIV/AIDS. The case fatality for malaria remains as high as 7% and annual rate of infection for tuberculosis is 1.8%, i.e. the annual new case load of over 50,000 (UN, 2004). Further, 45-65%, of the populations has access to essential PHC services is which is very low.

This situation indicates that there are many barriers in the health system that hinder the progress towards achieving the MDGs, implying also, if this situation is left unabated the targets for improving the health indicators including immunization coverage are difficult to achieve. 
From the review of documents (section 3.1) and a snapshot of the situation presented above, following are the issues in the health system that act as barriers and contribute to ineffective and inefficient health services including immunisation are: 
1. Weak governance and management systems especially at state and locality levels
Generally, the governance function is weak at all levels of the health system. While the FMOH has relatively good capacity in developing health polices and strategies, its ability to translate these into the implementable programs at the state and locality level is insufficient. It is especially due to its weak capacity in designing and setting up systems, e.g. financial, personnel, logistics management systems, as well as support systems such as referral, monitoring and supervision, drug and pharmaceutical supply system, and the repair and maintenance. All these systems are essential for delivering effective health services, including immunisation. It has limited capacity in building coordination and collaboration with other key government actors in the health field (such as Health Insurances, Military and Policy health and medical services) and the private sector. Capacity of the majority of States Ministries of Health in organization and management essential to provide efficient health services, including immunisation is quite limited posing further challenges to the decentralized nature of the health system. This state of affairs extends to the institutions as well, thus calling for immediate interventions and resources aiming at restoring and scaling up PHC services, which certainly includes immunisation, mainly in the more deprived areas. 
2. Low spending on health and inefficiency in utilization of available resources

Generally, the health sector is under funded with public health expenditure from federal, state and local levels just reaching to 1.5% of GDP and 4.8% of government budget, which in real term was US$ 13 per capita in 2006 as compared to the US$ 36 required to achieve the MDGs as recommended by the CMH . Further, the per capita out of pocket expenditure is as high as US$ 19 – 21 (over 60% of total expenditure on health). The National Health Accounts (NHA) study and/or house hold health expenditure and health services utilisation survey has not been carried out in the country, hence it is difficult to know the amount being spent on health whether by the public sector or household and accordingly predict the incidence of catastrophic health expenditure, pushing the households to extreme poverty, contributing to the reduction of health services utilisation. 
Furthermore, the public health spending is skewed towards hospitals care, i.e. most of the public budget allocation is used for salaries and major hospitals in the Khartoum and state capitals. The development budget is quite meagre most of the states; however with CPA and increasing oil revenues and flow of foreign investments the situation is likely to change (WHO, 2007) and evidence of improvement were seen in 2006 and 2007 budgets. But, such a state of health financing has impacts on plans for recovery and development; and there remains a gap that needs to be filled through Official Development Assistance (ODA) both from bilateral and multilateral entities for improving and sustaining health services, including immunisation. 
3. Inadequate availability of human resources, their quality and inequality in distribution

Due to the continuing conflict and econmics situation in the 1990, there has been a massive brain drain of the health human resource from the country. Out of a total of 21 000 doctors registered with Sudan Medical Council, over 60% of doctors are working outside Sudan in the Gulf and UK. Further, health work force development was inadequate, particularly for those who cater for the needs of the PHC facilities that are a key to providing maternal and child health services including immunisation services. For these cadres, not only the attrition rate is high, the production is also low. Furthermore the distribution of workforce is inequitable with concentration in better-off stets and main towns. Federal Institutions and Khartoum State Ministry of Health attract the majority of skilled workforce, leaving few in the rural areas
. Khartoum, with a ratio of 35/100,000, has by far the highest density of doctors. The lowest ratios are in Darfur and Kordofan. Similar disparities are seen with regard to other cadres. In Northern State, there are 63 medical assistants per 100,000 population, compared to only 5 in South Darfur.  Similarly, in Northern State, there are 126 nurses per 100,000 population, compared to 16 in Southern Darfur. In addition to this mal-distribution, there is imbalanced skill mix. 
The higher educational reforms introduced earlier has resulted in an imbalanced increase of doctors in relation to other categories of health human resources. The FMOH has adopted a new policy in 2001, as part of the Sudan endorsed joint with MOH and WHO, for reforming the nursing and allied health personnel training. This policy call for upgrading the training programmes to post secondary diplomas. This will be implemented through establishing Academies of Health Sciences – one in each state to replace existing nursing and paramedical schools. The Academies of Health Sciences started to function in 2006-2007 and expected to play a vital role in the training and production of nurses and paramedics, including those providing immunisation services. But, these are currently in need of repair and lack essential training equipment and trainers. Likewise, the concept of continuous professional education has not been widely introduced and neither has it been accepted by the health practitioners. On job training is limited to the national training activities supported mainly by UN agencies
. Also, there has been no significant effort to explore options for retaining the health workforce within the country and/or for ensuring their deployment in the underserved and rural areas.
4. Inadequate coverage and inequitably distributed primary health and first level referral maternal and neonatal services
Overall only 45-65% of the population has access to essential PHC services, with and average of 1 health facility for each 12,000 of the population. Further, the various types of health facilities are unevenly distributed in different states, i.e. there is a great variation in the size of population served by a facility.  For example, According to Sudan health system survey (2004) there are 5.2 hospitals and 246 hospital beds per 100,000 population in the Alshimalia State, compared to 0.2 hospitals and 14 beds per 100,000 in Southern Darfur.  The overall averages are: 1.0 hospital and 74 beds per 100,000.  Where the facilities exist they often lack essential equipment. According to the aforementioned survey, while overall more than 50% facilities had less than the minimally required equipment, the situation varied in states. Only 57% of deliveries are attended by trained personnel and outpatient consultation is about 0.8 per capita per year. This state of affair is also indicative of immunisation services being used less, as health facilities serve as fixed sites for vaccination. 
5. Poor infrastructure and inadequate supplies and logistics for primary health care 
The civil conflict and chronic scarcity of resources has led to the poor health facilities infrastructure, particularly PHC and they are lacking essential equipment, including that needed for vaccination. According to Sudan health system survey (2004) 29% PHC health facilities (including first level referral rural hospitals) are not functional..In addition, a major consequence of this state of repair and inadequacy of equipment and furniture at primary health care facilities is that these facilities cannot deliver all the components of essential PHC package, including immunization services. That is, these health facilities can not act as fixed immunization sites, and it is the continuing dysfunction of these facilities that a greater reliance is on the outreach and mobile approach to immunization, that is not sustainable in the longer term. Especially, the EPI which is now highly dependent on external assistance will be taken over by the government. 
Cuts in the donor funding for vaccination in the early 1990s led to a drop in coverage, leading to epidemics of polio and measles. Government and some donors renewed support in the mid 1990s, but again a cut in government funding in 1999 led to reduced coverage: DPT3 falling to 44%, measles 58% and only 29% children were completely immunised, while 22% had had no vaccination (MICS, 2000). In 2001, the government of Sudan received approval for US$10.8 million support over five years from the GAVI, which enhanced the coverage significantly. However, SHHS (2006) suggests national coverage for DPT3 at 54.8%; (66% for northern states) measles at 66.4% (74% for Northern States) and 41.4% children aged 12-23 having been fully immunised.
3.3: Barriers that are being adequately addressed with existing resources

The health system in Northern Sudan faces many challenges; and the FMOH, Government of National Unity, has been working with partners for improving the health of the nation and making progress towards MDGs. However, as indicated above (see 3.2), there are challenges, which lie in all functions of the health system (stewardship/ governance, resources, finances, and service delivery), at all levels of governance (federal/national, state, and locality), and in all geographical regions of the country, albeit there are significant disparities. Such a situation has led to the health system is performing low, including for immunization. The government, in order to address these health system issues, has been taking initiatives, but these are by no means adequate. 
However, despite these initiatives, in Northern states of Sudan, there are, and will remain problems and barriers to improving health system performance, including immunization services.  These issues are systemic that ultimately reflect in the low performance of services. This is essentially due to the huge gap in the need and the availability of resources, including capacity for planning and management of health system recovery and development at different levels of governance and geographical regions of the country. Nevertheless, an overview of these initiatives and the variety of actors, who play role in health development, is given as below:  
a. Decentralized Health Systems Development Project

The JAM was launched in April 2004. This mission co-led by the representatives from Government of Sudan in Khartoum and SPLM, along with UN agencies and the World Bank reported in February 2005 on eight clusters: capacity building and institutional development; governance and rule of law; economic policy; production sector; basic social services; infrastructure; livestock and social protection; information and statistics; and the specific needs of the Three Areas, i.e. South Kordofan, Blue Nile; and Abeyi. Within the domain of the basic social services cluster, the JAM recommended interventions for improving water and environmental sanitation, health, and education. In the health sector, the following targets were defined to be achieved by 2011, both in the Northern and Southern Sudan:

1. Expand service delivery for long term, in parallel with the implementation of ‘quick win’ projects;

2. Develop an equitable and efficient infrastructure network of health care;

3. Provide adequate and sustainable system for delivering basic health care, especially in the   disadvantaged areas; and

4. Expand the availability of human resource for health care.  

In order to fund the above visualizations, Multi-Donor Trust Funds (MDTF): one for Northern states and the other for Southern States were set up. US$ 500 million were raised for recovery and reconstruction of different sectors including health in the Oslo Donor Conference on Sudan held on 11-12 April, 2005. Administered by the World Bank, this fund is a co-financed for recovery and development projects by a ratio of 1 by the Donors community and 2 by the GONU. Under MDTF-N, a Decentralized Health Systems Development Project was approved and declared effective in January 2007 with a total fund of US$ 70 million cover a period of 4 years. The DHSDP focuses on the recovery and development of the conflict-affected four states (Blue Nile, South Kordofan, Red Sea, and Kassala) in Northern Sudan. 
This project, aims at improving access to essential PHC services while improving the knowledge and capacity and laying the basis for sustainable financing, reforming and development of the decentralized health care system. It has two components, essentially complimentary to each other: (a) expanding access to primary health care; and (b) establishing and developing the decentralized health system. The former will be achieved by: (i) expanding the primary health care services; and (ii) reducing barriers to access to primary health care. The latter component involves: (i) capacity building and policy development in health care financing; pharmaceutical supply; health planning, budgeting and management by locality/district health system; and designing and establishing a system for monitoring and evaluation of health system performance; (ii) developing primary health care human resources; and (iii) investing in primary health care infrastructure and equipment. 

b. Sudanese Cooperation and Development Project

The Italian Ministry of Foreign Affairs - the General Directorate for Development Cooperation - in collaboration with the Italian Embassy in Sudan is supporting a bilateral Italian and Sudanese Cooperation and Development Project for strengthening PHC services, infrastructures (Basic Health Units and Health Centers) and capacity building in the Kassala and South Kordofan states. This project, which complements the MDTF supported DHSD project, with a total cost of US$ 600,000 aims at improving health services, in terms of quality, access and utilization by the vulnerable in the most deprived and remote areas, and specifically focuses on:

1) The provision of TA for health management to SMOH both at the central and peripheral level.

2) The rehabilitation/ construction and provision of basic equipment in BHU and health centers.

3) The strengthening of the community-based participation in the rehabilitation, management and supervision of the health units and services provided by the project.

4) Increasing the availability of qualified human resources and strengthening the capacity building at all level of the health administration: central, intermediate and local. 
c. Collaborative programs of the United Nation 
WHO, in pursuit of its global strategic objectives, has been working in Sudan; and as reiterated in WHO’s Country Cooperation Strategy for 2008-12, it will assist FMOH through its regular and extra budgetary resources, inter-alia, for: strengthening the governance and health management through building institutional capacity at the federal, state, and local level; and support government in securing increased investment in health sector at federal and state levels. Specifically, WHO worked with FMOH for rehabilitating five academies of health sciences in four states. Also, it will continue working for providing humanitarian assistance, recovery and development in Northern Sudan particularly in the conflict ridden states of Dafur. 
UNICEF has been working in Sudan for improving the wellbeing of children and women through a variety of programs in health, nutrition, education, water and sanitation and child protection. The health programs for 2007 include projects namely national EPI, child health and PHC support, safe motherhood/PMTCT. In addition, it has provided critical and timely support for emergency preparedness and response wherever they occur in the country. On the   policy front, UNICEF in collaboration with other agencies is supporting the policy development and promotion and has been involved in the health system decentralization efforts through MDTF.  It is also working with other partners for rolling out of an Accelerated Child Survival Initiative. 
United Nation agencies have been partner for providing humanitarian assistance to the population in the three Darfur states, which are currently undergoing a degree of conflict. A document (Scaling-Up Priority Public Health Interventions in Darfur) prepared by WHO jointly with other UN agencies and NGOs working in Darfur lays down the following tasks as fundamental for health and nutrition; and will be included in the UN’s workplan for 2008-9:

1. Scaling up of critical lifesaving interventions; 

2. Accelerate the pace for the attainment of health and nutrition related MDG;

3. Shield essential public health functions;

4. Tackle the main bottlenecks of the disrupted health system; and 

5. Intensify the processes for scaling up the delivery of health and nutrition services.

The above interventions by a variety of sources focus on strengthening the health system, but are rather patchy, i.e. do not address holistically all components of health systems. Also these are limited both geographically as well as hierarchically. 

d. Support by Health Metrics Network for strengthening health information system
The National Health Information Centre, Federal Ministry of Health received a grant (US$250,000) in 2007 for assessing the status of health information system and devising a comprehensive plan for its strengthening. The first phase has been undertaken, and preparations for the next phase are being made. But, given that in recent years there has been a little budget for development, and this situation is likely to continue in the near future, funds will be required for implementing the plan. 
e. GAVI Immunization Services Support

The Expanded Program on Immunization in Sudan has been facing funding problem since its launch, and GAVI/ISS has helped boost the coverage. The ISS funds are pooled into the account of FMOH and released according to the regulations of the Ministry of Finance and FMOH, based on the planned activities. From October, 2002 till December, 2006 EPI has received US$ 4,656,962 for supporting expenditure for personnel, transportation, maintenance and overheads, trainings, IEC/social mobilization, supervision, monitoring and evaluation, epidemiological surveillance, vehicles, and provision of cold chain equipment
 . 
That is, GAVI/ISS funds have been used to support immunization services delivery. Other services, which are complementary to maternal and child health and thus could possibly reduce mortality, remained unaddressed. Also, areas like health information, management and organization, health care financing, health human resources and infrastructure etc. are left out. One consequence is that the EPI is mostly dependant on the mobile and outreach services, while immunization through fixed sites is quite minimal
. 
The Global Fund to fight AIDS, Tuberculosis and Malaria

The country is classified to be in an early stage of a generalized epidemic (Behavioral and Epidemiological Survey Report, 2002). Available data gives an estimate of 1.6% prevalence for the entire country (based on WHO/UNAIDS modeling).  To fill up this information gap, there are plans for conducting a comprehensive nationwide AIDS Indicator Survey, capturing behavioural and infection prevalence data, but that may only be feasible during 2009. 
Sudan has received four grants: rounds 3 and 5 for HIV/AIDS, round 2 for malaria and round 5 for tuberculosis. Total resource envelopes of these grants for five year total add to approx. US$ 182.9 million. It is managed through Country Coordination Mechanism (CCM). The major implementing partners are the Sudan National AIDS Program (SNAP), UNAIDS, the General Directorate of Pharmacy, the National Blood Transfusion Services, and Civil Society Organizations (CSOs). The CSOs support includes training for voluntary counselling and testing and assisting the advocacy activities for the organisation of an Association of people living with HIV/AIDS. For Malaria and Tuberculosis the Directorate for Malaria and Tuberculosis are the main implementers in partnership with WHO and the other UN agencies.
f. The Non-governmental Organizations

The role of NGOs in developing health in Sudan has been vital. There are over 85 national and international NGOs and community-based organizations in Northern Sudan and 65 in Darfur. These are active in different fields of humanitarian assistance, providing support in emergency relief rehabilitation, education, orphan sponsorships, mother and child cares, health services, environment, supply of water and sanitation among other development activities. In addition, there are few more working in Eastern Kassal State and the There Areas. 
However, given that consequent to the CPA, peace has returned in the Southern states and it is also imminent in the three Darfur states, the kind of assistance required is gradually changing from humanitarian to the health system recovery and development. Therefore, depending on their mandate, as NGOs funding is dwindling these are either looking for funds to sustain their operation or are preparing to pack. In the wake of this situation, under the MDTF supported DHSD project, the health services particularly in the war affected areas will be contracted out to the NGOs.
3.4: Barriers not being adequately addressed that require additional support from GAVI HSS
As indicated above, health system challenges are in all its functions (stewardship/ governance, resources, finances, and service delivery), at all levels of governance (federal/national, state, and locality), and in all geographical regions; and to address these challenges, efforts are being made by taking a number of initiatives (section 3.3). But, given that these initiatives do not adequately address the range and extent of challenges facing the health system in their entirety, there is a need for complementing these initiatives with more interventions. Specifically there is a need for: 
1. Consolidating and scaling up the already ongoing work to establish systems of: organization and management; health planning and development; human resource management and development; health financing; medical and pharmaceutical supply systems and health information and monitoring and evaluation. These are meant for national, state and locality level for all geographical regions of the Northern Sudan, although with varying input. That is, through these interventions, which are systemic in nature, all 15 northern states will benefit from the technical assistance provided through GAVI/HSS support.
2. Complementing by providing technical assistance the already ongoing interventions in the MDTF-N supported DHSD project in the four states (Kassla, Red Sea, Blue Nile, and South Kordofan). That is, the lessons learnt from the DHSDP will help in streamlining the interventions funded through GAVI/HSS support, and if found successful will be replicated in other states, in order to have a uniform and comprehensive systems in all Northern states. That is, through this proposal, the four states, where some health systems strengthening interventions are already being made will benefit from the GAVI/HSS input as technical assistance..
3. Providing quick win inputs for improving service delivery, infrastructure and equipment to the four states (White Nile, Sinnar, Gedarif, and North Kordofan), selected on the basis of being relatively underserved and has poorer health indicators. This intervention will be in addition to the envisaged interventions for health system strengthening (see above). That is, by this intervention, the four deprived four northern states will benefit from the direct investment of GAVI/HSS support.
4. Providing technical assistance to four states (Khartoum, Gezira, Northern, and River Nile) that are relatively better off in terms of health indicators and resources. That is, the lesson learnt from HSDS project states and GAVI/HSS input will be replicated in these states to have a uniform health system in all Northern states. The GAVI/HSS input will be used to provide technical assistance to these four states for adapting and taking measures for improving health system functions including delivery of services. Also TA will be provided to the 3 Darfur states. 
NB: The three Darfur states are since currently in the conflict, while working with UN agencies, technical assistance will be provided at state level to build different components of health system. In this manner, work of UN and other agencies in these conflict ridden states will be complemented by input from GAVI/HSS support by providing lessons and technical assistance.
Specifically, proposed interventions, which will address barriers to improving immunization services by health system strengthening, include supporting: (a) organization and management at all levels of governance, health planning and development; human resource management and development; health financing policies; health information system and monitoring and evaluation; and (b); rehabilitating health care infrastructure; and interventions for improving access to the health care.  
The GAVI/HSS support is proposed to be invested  on the above-mentioned interventions, which will either fill-in gaps, whether geographical or functional at different levels of health system hierarchy, left by the ongoing initiative or to draw lessons from these initiatives. The likely funding through this window as per capita will be small, yet it is expected to have significant impact, as particularly it will focus on building different components of the health system, which are essential for the sustainable delivery of services, including immunization. In addition, interventions envisaged in second component (services delivery) will benefit 7.3 million people in 4 poorly performing states of White Nile, Sinnar, Gedarif, and North Kordofan.
Section 4: Goals and Objectives of GAVI HSS Support
4.1: Goal of GAVI HSS support

	To contribute to the reduction of child and maternal morbidity and mortality by increasing access to priority health interventions in underserved states and improving the institutional capacity and performance of the decentralized health system in the Northern Sudan. 


4.2: Objectives of GAVI HSS Support
	Within the remits and to achieve the goal to reducing child and maternal morbidity and mortality by strengthening the health system the general objectives for GAVI/HSS support is to:

1. Improve institutional capacity and system development at all levels of governance, i.e. at national, state and locality level in the Northern states for sustainable financing and development of the health system;
2. Support organisation and management of the decentralized health system;

3. Contribute to the development of health human resources through HRH policy, system development and rationalization of PHC workers training institutions for (Academies of Health Sciences);

4. Expand immunization coverage through supporting mobile and outreach immunization services and enhancing the numbers of fixed sites as a long term strategy; and
5. Improve access to the essential primary health care services focusing on improving maternal and child survival at lower PHC facilities and first referral level. 

The specific objectives for the GAVI/HSS support are: 

1. By end of 2012, strengthen/build core systems and capacities (organization and management; health planning and development, health financing; health management information system and monitoring and evaluation) in 15 Northern SMOHs and  20 Localities/districts;

2. By end of 2012 develop health human resources and strengthen the capacity  of 11 SMOH to produces, deploy and retain PHC workers focusing on nurses, midwifes, lab technician and multipurpose health workers in;

3. By end of 2012, contribute to achieving 90% EPI coverage in all 15 Northern states through increasing fixed site by 25% from the current level of 1,260 facilities; and 

4. By end of 2012, contribute to achieving 75% equitable coverage and access to quality PHC services necessary for improved maternal health and child survival in the 4 targeted states.


Section 5: GAVI HSS Activities and Implementation Schedule
Description of proposal

Following the above objectives of the GAVI/HSS support, this proposal has two components that are described below:

Component-1: Improve institutional capacity, organization and management, and system development 

This component focuses on addressing the barriers that exist at the systemic level and impede the provision and coverage of maternal and child health services including immunization services. The following interventions are planned under this component:

i. support organisation and management of decentralised local health system;

ii. build capacities at national, state and district level in health planning and development;

iii. strengthen human resources for health development, including investing in the Academies of Health Sciences.

iv. improve capacities and build knowledge base for equitable and sustainable health financing policies; and
v. strengthen health management information system and monitoring and evaluation.
This component will complement and draw lesson form the experience of DHSD project, which is co-financed by the GONU and the MDTF-North. The focus of interventions under GAVI/HSS will be on adapting and/or developing and implementing the core systems, i.e. organisation and management, including budgeting and financial management, health planning for recovery and development; human resources for health development; health management information system and monitoring and evaluation. Also the proposal will contribute to strengthening capacities and building the knowledge base for equitable health financing policies by supporting relevant policy studies like household health expenditure and health services utilization. International and national technical assistance will be required for this component: the idea being to have consultants to work with nationals at the state and locality (district) levels on a rotating basis. 
Another intervention includes supporting the delivery of short courses and on-job capacity building for health managers at the state and district levels. In addition, for building capacity at state and locality level, this component visualises provision of essential office equipment, like computers, faxes, printers and photocopiers; and vehicles for supporting services delivery and enhancing supervision capacity. The component will also support assessment of training needs - both pre- services and in-services – of priority PHC staff, like medical assistants, laboratory technicians, midwifes, and nurses and to provide modalities for integrated training of these cadres as multi-purpose health workers, enabling them to deliver vaccination, nutritional assessment, advice and follow-up and health promotion/education. Both the pre-service training of health worker will be in Academies of Health Sciences, which will be rehabilitated and supported for operating cost, learning materials and refresher training of instructors. While in-service training will be delivered though adapting best practices and approaches currently used by vertical programs and making use of the Academies of Health Science with the aim of institutionalising this experience and expanding it to a system of continuing Professional Development.

This first component will also support the provision of technical assistance and operational expenditure to the directorate of health planning and development both at FMOH and SMOH, in collaboration with PHC directorate and EPI to effectively coordinate, monitor and supervise the implementation of health system recovery and development projects including this GAVI/HSS support. Detailed description of subcomponents is as below:

i. Support organization and management of the decentralized health system 
The country has a three-layered health system: (i) FMOH in the GONU and the MOH in the GOSS; (ii) the SMOH; and (iii) locality health management authorities. The Northern states are 15 in number, and correspondingly are the SMOH, and there are 87 localities, and accordingly are the locality health management teams. 

The FMoH, working with SMoH, is responsible to formulate health policies, human resources planning and development, strategic planning, health legislation, response to epidemics, international health, in addition to M&E of health activities and interventions. The SMoH is responsible for detailed health planning, and programming and project formulation. This level organizes health services by supporting the local health authorities. The locality, where a local health authority is based, manages health system. 
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However, there is weak capacity at all levels of governance in the health sector all over northern Sudan, particularly in the four deprived states (White Nile, Sinnar, Gedarif, and North Kordofan) that are not receiving adequate input for HSS. In addition to the lacking resources, the managerial capacity is not adequate to cope with the requirements of a decentralized health system. Such a situation impacts not only on the overall management of but also on the delivery of services including immunization. To address these issues, following interventions will be made, particularly focusing on the four selected underserved and deprived states:

a. Health management teams will be developed, both at the state as well as locality level. These teams will be charged with the responsibility of management and supervision of health services, including immunization. The project will support defining of the membership and protocols for their operation and provision of health service package, including immunization services by different health facilities. For this purpose, technical assistance will be provided through this proposal. 
It is planned that by end of 2012 all 15 northern states and 20 localities will have active health management teams. All these teams will be provided orientation on protocols, decision-making, teamwork, and conducting effective meetings.
b. Given that the decentralized locality health system poses a greater degree of management responsibility, the health managers at state as well as locality level will be trained by giving short courses and on-job capacity building in areas like health planning, management of district health system, and leadership. Such an intervention will enhance the knowledge and skill of health managers in managing immunization and other services provided through health network, essentially complementing the trainings provided to the vaccination staff through GAVI/ISS. This activity will, however, be preceded by a training needs assessment and measures will be taken that such trainings, are offered on regular basis. 
It is planned that by end of 2009 training needs assessment will have been conducted and by 2011 senior and mid-level health managers in all 15 northern states and 20  localities/districts  will have attended short courses and on-job capacity building on the abovementioned subjects. 

c. The capacity of 11 Sate Ministries of Health and locality health administration will be built by providing essential office equipment (PCs, Printers, Faxes, and Photocopiers). In addition, vehicles, 2 to each of these states, will be provided and 1 for each of the 20 localities health management teams. In this manner, health management teams both at state and locality levels will have enhanced capacity for supporting both health services delivery and supervision, including immunization. This intervention, as mentioned above, will add to the input from GAVI/ISS that makes input for service delivery mainly through outreach.  
Under this intervention it is planned that by end of 2009 the (SMOH) in the 11 states will have been strengthened by providing them PCs (2), faxes (1), printers (2), photocopiers (1), and vehicle (2) in addition to 20 localities. 
d. The decentralization brings with it the authority for planning, decision making and allocation of resources. Given that the current capacity at the state and locality level is weak, the immunisation and other services aiming at improving the maternal and child health suffer and it becomes difficult to achieve the targets. Therefore, technical assistance will be provided for strengthening the budgeting and financial management systems, including those for immunisation. 
It is planned that by 2010 15 Northern states (along with all their localities) will be supported in definition/ adaptation of job descriptions, service package for different levels of care/facilities, staffing and resource requirements. In addition, by 2011 training will have been provided to all admin and financial staff of the 11 states in budgeting, financial  and resources management.  
ii. Build capacities at national, state and district level in health planning and development
In the FMOH there is a DGHP&D. It hosts units of health economics, project planning, health systems research, and health statistics. There is a Directorate of Health Planning and Development in each state that mirror images the federal counterpart, but there is no such structure at the locality level. Further, the existing technical capacity both at the individual and as institution is weak. There is little development planning; including for improving and sustaining the immunization services and that is what is being currently demanded in the wake of the CPA. In order to address such issues, following interventions will be made:

a. The FMOH will be assisted in its ongoing effort for designing a planning format for developing health plans as software for use at the three levels of governance: federal, state and locality by EPI and other programmes. The software will have capabilities for integrating different plans from various localities into a state health plan and from different states to a national plan for health services development, including that for immunization services. In addition, a planning and instructional manual will be developed for preparing plans, outlining major planning activities and setting relations with other systems e.g. finance and aid agencies and timetable for planning activities, and organization and management issues in setting up and strengthening of the planning systems at the state level. 

Under this activity, by the end of 2008 the planning software will have been installed and staff trained on its use in the Directorates of health planning in all 15 northern states. Also, copies of the planning and instructional manual will be provided.  
b. A modest amount from GAVI/HSS support will be used to develop capacity of the individuals working for health planning and development both at the national and state level by training them; and institutionalizing in-service training in collaboration with appropriate university/ institute or the Public Health Institute. Such training will enhance the capacity of staff in planning, including for enhancing immunization coverage. This is important since there has been rapid turnover of health staff that is likely to continue in the foreseeable future; and the intervention will include the creation of a core group as trainers and designing of the curriculum. 

It is planned that by end of 2009 a short course/on-job capacity building programme (2-3 weeks duration) on planning of health system recovery and development will have been established in a local university/institute; and a group of 3-6 experts (at national level) trained to act as trainers; and by end of 2010, at least two staff from 15 Directorates of Health Planning in Northern states and one staff from each of the 20 localities.  
c.The 11 states MOH will be assisted to strengthen the Directorates of Health Planning by providing basic equipment and technical assistance for developing comprehensive plans for their recovery and development. Such plans, focusing on improving health care network and enhancing health service delivery, including immunization will improve maternal and child health and health of the population. These directorates liaise with stakeholders both at the national level and in the state and are responsible for planning, efficient managing and coordinating the projects. For this, transport will be provided for enhancing mobility as distances are long and there is poor road and communication network. 

Under this intervention it is planned that by end of 2008 the Directorate of Health Planning in the 11 states will have been strengthened by providing them with PCs (1), faxes (1), printers (1), photocopiers (1), and vehicle (1). 

iii. Improve capacities and knowledge base for equitable and sustainable health financing policies
In general, the health sector is under funded, with public health expenditure from federal, state and local levels just reaching 1.5% of the GDP and around 7% of government budget. In absolute figures the public health expenditure was only around US$ 13 per capita in 2006. The magnitude of the out of pocket expenditure is estimated to be as high as US $ 19 – 21 per capita and constitutes a very high proportion (more than 60%) of the total expenditure on health. 

Furthermore, the public sector health spending is skewed towards hospital care. Primary and first-referral care, including immunisation, maternal and child health care and emergency gyne/obs care, particularly in the poorer states suffers from under-financing and inequitable allocation of resources (WHO, 2007). In order to address financial barriers to accessing health services and promote fair financing in health it is essential to create evidence by conducting relevant researches. Such studies will shed light on the flow of funds in the health sector, including primary health care and immunization; and based on such evidence, the government can be encouraged to develop policies that are pro-poor. For achieving this, this proposal will support the following interventions: 

a. The project will support funding the household expenditure and health services utilization survey in the eleven northern states, (to complement the state being supported by the MDTF-N). The evidence will help in developing policy on the financing of health sector. With the help of this information, national health accounts (NHA) will be developed for systematic, comprehensive and consistent monitoring of resource flow in the health system. With the assistance of this tool, policy-makers will be able to make better and informed decisions to improve health system performance, including interventions aimed at enhancing primary health care coverage. 
With GAVI/HSS support, by 2009 household expenditure and health services utilization survey will have been conducted in 11 northern states and by 2009 evidence for equitable and sustainable health financing policies will be framed. 
b. The Health Economic Directorate (HED) in FMOH plays a pivotal role in financing of the health system, however, it has limited capacities. It will be strengthened by building capacity of the individuals by training them and enabling them to undertake studies to create evidence for policymaking for health sector financing. 
It is planned to train by 2009 three senior staff in health economics/financing at Master/Diploma level in order to build the capacity of HED to undertake effectively health financing functions.
c. Health, including health financing policymaking is on the concurrent list of power for FMOH and SMOH. However, the states do not have capacity to either develop or translate/adapt policies to their environment. MDTF is providing technical support to four states (Kassla, Red Sea, Blue Nile, and South Kordofan) for this purpose. To compliment his initiative, technical assistance will be provided to non-MDTF states for adapting and implementing health financing and other policies developed through MDTF supported DHSD project. The aim is that the state, following the provisions of the Constitution of the Republic of Sudan (2005), adopts measures to provide and finance of PHC services. This also draws on the findings of JAM and commitments made in CPA, ensuring the health financing policy is pro-poor and sustainable at state and local level. 
By end of 2011, with technical assistance from GAVI/HSS, 11 Northern states (excluding MDTF states) will have pro-poor, comprehensive and sustainable health financing policy and health financing management.  

iv. Health information and monitoring and evaluation system

In Sudan, the recently conducted assessment indicated a weak health information system; and a variety of issues facing it. The data is incomplete, as a result, it is difficult to install and operate a robust system for monitoring and evaluation. Most of the PHC facilities and the private sector, including NGOs are not covered, while organizations like army, police etc. providing health care have their own information system (FMOH, 2007). There are islands of information for data production, collection, processing, analysis and reporting by departments and programs, but due to the poor coordination, this hardly gets consolidated. Such a state of affairs makes it difficult to develop a definitive account of Sudan’s achievements and monitor its progress in many of the inputs and outputs necessary to achieve the MDGs, emphasizing the need for a comprehensive health information system. In order to address the above-mentioned issues and to strengthen the health information system, following interventions will be made:

a. The project will complement the support given by Health Metrics Network (HMN) for strengthening HIS (section 3.3 d). Through HMN grant, the status of the health information system has been assessed and currently a comprehensive plan for its strengthening is being devised. Complementing this intervention for designing information system will be the strengthening of community based health information system, particularly for rural and hard to reach areas. This is important for EPI and other community based programmes. But, since this part of the health information system is not being covered, a modest amount is planned from GAVI/HSS. 

By 2009 through TA a community based health information system will have been designed, and by 2012 implemented in 2 localities in each of the 12 states (excluding the three Darfur states). 
b. As mentioned above, health information system is weak, and as result, the data is scarce – a factor that is truer for the state and locality level. In order to build capacity of SMOH and Locality health authorities for improving health information system, including surveillance, it is planned to provide IT equipment and software for supporting the designing of a standardized and integrated database. As a result, the data received from states and localities will be consolidated at the national as well as state level. For this purpose, in a phased manner, server and appropriate software will be installed at federal level and at all 15 states to receive or collect data from the states/programs and transform it into a general framework for integration, compilation and analysis, based on the defined indicators and for sharing reports with the stakeholders. 
In order to implement this scheme for establishing the integrated information base, following measures will have been undertaken by end of 2012: 

1. Identification and definition of indicators that needs to be measured at different levels of the health system. While a large number of indictors would be ideal, at this stage of system development, only few and SMART will be selected. 

2. Development of a comprehensive national data dictionary to have standard definitions for indicators, data items and data collection tools to be used by different agencies at all levels of the statistical system. With this input there will be one language in HIS domain.

3. Development of standards for regulating data transfer/exchange to and from the base at different levels. The idea is to have transparent and accurate definitions for interaction will become available guaranteeing implementation. 

4. A uniform coding and classification system and procedures for data cleansing, feeding and processing and designing of appropriate algorithms for linking data from various sources to establish a record linkages. 

c. The above-mentioned database will be developed into a country health system observatory.  The monitoring of health systems and reforms is one of the key functions of the observatory, the basic idea being to establish a national electronic resource center that would include a national database on selected indicators, and based on those state/locality level profiles will be developed on standardized template using relevant information about health system. In the latter stage, such national observatory will be linked and feed into the regional observatory. For this purpose, in Sudan, a human resource observatory, which is currently being developed in the Directorate General of Human Resource, will be expanded. Another intervention will be that the descriptive and disease surveillance data will be integrated with the attribute and spatial data, already available with WHO and other UN agencies, using GIS software for feeding into the observatory. 
It is planned that by end of 2010 a health system observatory that could provide output using GIS will have been developed and by end of 2011 mechanisms are developed for its regular updating. 
d. For efficient and effective management of the health system it is essential to have a robust M&E system at all levels of governance: national, state and locality to follow the progress, including for immunization services. But, while there could be some ad-hoc arrangements, there is no formal system, churning out reports regularly. In order to fill up this gap, the FMOH and SMOH will be assisted in setting up a system for performance monitoring and evaluation functions in the context of a decentralized health system. The intervention will include capacity building of health managers to effectively analyze and use data from the routine health information system. In addition, TA will be provided for developing manual and tools for M&E on an agreed plan, and the training of supervisory staff, including EPI in conducting the exercise regularly. 
By end of 2008 through TA a comprehensive monitoring and evaluation system for health system performance, both at the national and state level, will have been designed; and by end of 2011 tested and installed in all 15 Northern states. 
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v. Strengthen human resources for health development, including investing in the Academies of Health Sciences 

Human resource for health situation in Sudan is a daunting agenda, but is equally important to address in order to meet the MDGs. The gap of HRH identified in the 5-year strategic plan is seen in table; and this situation perpetuates (see graph). 

	Category
	Current
	Needed
	Gaps

	Specialized Doctors
	1000
	5000
	4000

	Nurses
	18,000
	80,000
	62,000

	Midwives
	11,500
	26,000
	14,500

	Medical Assistants
	6,000
	26,000
	20,000


 In order to address this situation, Sudan Declaration for the promotion of Nursing and Allied Health Workers' Educational Reform (2001) was endorsed in partnership with WHO. It calls for “the development of all nursing and allied health cadres (e.g. medical assistants, mid-wife, technicians etc.) to post-secondary diplomas and bachelor programs by the year 2015”. Accordingly, the Academies of Health Sciences – one in each state – constitute mainstay in the training of nurses, medical assistants and allied health cadres. 
This proposal will invest in human resource by supporting the following interventions:

a. Support will be provided to rehabilitate Academies of Health Sciences, as a step to building local capacity as students at these institutes will be locals belonging to the same state. In this manner, it will be possible to retain the health workforce at the local level, which otherwise is drained both internally and externally.
NB: rehabilitation of health facilities and institutes since creates better work environment, it will be another incentive for the health workers to stay and work in their home states (see below). This intervention will complement the initiative under DHSD project undertaken in the four states (Kassla, Red Sea, Blue Nile, and South Kordofan). The government has managed to secure funding to rehabilitate three academies in White Nile, North Kordafan, and Gadarif. In this manner, by rehabilitating these state level institutes a stable system for the training of health workers including those for EPI will be created.
It is planned that by 2011 one Academy of Health Sciences (Sinnar) will be rehabilitated and four Academies in the four selected states (White Nile, North Kordafan, Sinnar and Gadarif), will be provided audio-visual equipment, furniture, computers for skill lab and books for library. 

b. One weakness in the Sudanese health system that adversely affects its performance including that for EPI is that there is no formal system for human resource management and development at the state level. The 11 states will be assisted in strengthening the Directorates of Human Resource at SMOH – almost a mirror image of Directorate General of Human Resources at FMOH – to work for human resource development and management; and for this purpose a modest amount will be allocated for equipment and furniture. The input will be guided by the standards developed by the FMOH. In addition, through this proposal system will be developed that a fund is created for paying tuition fees to the students of Academies of Health Sciences (AHS) after a fair competition. 

Under this intervention, it is planned that by end of 2008 the Directorate of Health Human Resource in the 11 states (except the MDTF-N supported states) will be provided with PCs (1), faxes (1), printers (1), photocopiers (1),. Also, in every academic year, tuition fee will be given to 50 students of different categories (Nursing, Midwifes, and Medical Assistants) in the 11 states AHSs. 
c. Learning from the work of the MDTF supported DHSD project, the proposal will support the adoption of PHC training programs and curricula and will fund the refresher training for instructors and allied health staff, e.g. medical assistants, midwifes, village midwife, and skilled birth attendant. It will be ensured that the curricula are such that the focus is on the integrated comprehensive PHC, including immunization and child and maternal health. Also, through the GAVI/HSS support measures will be taken for institutionalizing and organizing of in-service training, including those for EPI workers on regular basis by extending continuing professional development (CPD) programme to the State Academies of Health Sciences. 

It is envisaged that by end of 2012 with funding from GAVI/HSS: (i) all instructors in the 11 AHSs will have been trained; (ii) technical assistance provided for adapting curricula for paramedics and development of training material for the training of medical assistance as multi-purpose health workers; (iii) 11 AHSs  will have CPD programmes. 

d. Technical assistance will be provided to SMoHs, other than those supported by MDTF, to carry out needs assessment to determine HRH needs, with a focus on the PHC workers for addressing issues like skills imbalances and training and quality, as well as inequalities in geographic allocation. As an operational research, the innovative approaches like financial and non-financial incentives will be employed for improving the retention of health staff, including the instructors at Academies of Health Sciences in the 11 states.

It is planned that by end of 2009 a comprehensive human resource plan for the 11 Northern states, essentially addressing the issues like skill imbalances and geographical inequalities will have been developed and measures taken for their implementation. Also, from GAVI/HSS support funds will be provided during 2009-12 to test financial and non-financial incentives to instructors of AHS. 

Component -2: improving service delivery and access to PHC by rehabilitating infrastructure and provision of equipment and furniture
This component will be implemented in 4 targets states (White Nile, Sinnar, Gedarif, and North Kordofan) selected based on the criteria of inputs and heath outcome indicators, such as MMR, U-5 MR, Measles and DPT3 coverage. These states have relatively worse indicators compared to the Northern states averages, for instance, in Gadarif state IMR and U-5 MR are 86/1000 and 137/1000 respectively compared to the North States averages of 71/1000 and 101/1,000. However these four selected states are better than the 3 states of Darfur and comparable to the 4 states of Kassala, Red see, south Kordofan and Blue Nile that are supported by the MDTF-N through the DHSDP. The Population facility ratio although appears to be better than Khartoum and Gezira, however this is countered for by the fact that the population density in Khartoum and Geziar states is quite high, that is 32.5% of Sudan Northern States population is found in Khartoum and Gezeria states. Furthermore, Khartoum and Gezira states are better-off ones and enjoy the highest number of private health facilities where 76.3% of the private health facilities (2,938 private health facilities out of 3,852(are concentrated in Khartoum and Gezira states
 (table 3). 
Table (3): Key health indicators in the northern states
	State
	Pop. (000)
	Pop/facility ratio (per 10,000)
	DPT 3
	Measles
	IMR
	U-5 MR
	MMR

	Blue Nile
	759
	0.8
	77.2
	69.2
	99
	178
	515

	Garadif
	1,784
	0.8
	67.7
	78.4
	86
	137
	609

	Gezira
	4,014
	0.7
	81.2
	87.3
	52
	63
	355

	Kassala
	1,708
	1.0
	72.1
	78.9
	56
	81
	1414

	Khartoum
	5,974
	0.5
	89.4
	83.6
	69
	86
	311

	North Darfour
	1,763
	0.5
	55.8
	79.3
	69
	95
	346

	North Kordofan
	2,389
	0.8
	54.9
	70.3
	61
	88
	213

	Northern
	644
	3.7
	85.1
	78.2
	57
	70
	94

	Red Sea
	739
	1.0
	58.1
	59.3
	73
	126
	166

	River Nile
	1,008
	2.5
	74.6
	81.7
	69
	91
	161

	Sinnar
	1,368
	1.1
	80.3
	80
	62
	99
	320

	South Darfour
	3,394
	0.2
	32.4
	48.8
	67
	98
	1581

	South Kordofan
	1,687
	1.0
	56.9
	64.9
	98
	147
	503

	West Darfour
	1,818
	0.3
	32.6
	57.3
	93
	138
	1056

	White Nile
	1,718
	1.2
	76.5
	72.2
	57
	89
	366

	National Average
	
	
	54.8
	66.2
	81
	112
	1,107

	North States Total
	30,767
	

	North States Average
	
	0.8
	66
	74
	71
	102
	801


The health care infrastructure and equipment including furniture at health facilities, particularly PHC is dilapidated and many of these facilities are non-functional (FMOH, 2004). One result is that the routine immunization continues to depend heavily on outreach and mobile services. In addition, the access to health services by people is limited due to the factors related to the quality and financial barriers, in addition to the geographical coverage. In order to improve access to the essential maternal and child health services including immunization at PHC and first referral levels (i.e. basic health units, health centres and rural hospitals), the following interventions will be made: 
1. improve the PHC facilities infrastructures network and access to essential maternal and child health services through the following main activities and interventions:

1.1. contribute to the rehabilitation, reconstruction and upgrading of targeted health centres and basic health unit/dispensaries.

1.2. provision of essential equipment for the targeted facilities

1.3. strengthen the emergency obstetrics care (EmOC) in rural hospitals

1.4. strengthen the cold chain through provision of equipment to increase access and coverage with immunization services from fixed sites

1.5. support outreach and mobile immunization services in underserved localities as a short term strategy while expanding immunization from fixed site as a long term strategy

2. improve the supply of pharmaceutical and medical supplies:

2.1. provide supplies essential to child and maternal health (cost-effective interventions)

2.1.1. Provision of drugs for treatment of key health problems (ARI and Diarrhoea)

2.1.2. Vitamin A supplementation

2.1.3. Anti helmentics

2.1.4. Iron and folic acid supplementation for pregnant women

2.1.5. Support the distribution of impregnated bed nets

2.2. Lab supplies to perform essential test (urine, Hb, BFFM, etc)

3. improving health human resource availability and performances (redeployment, training and performance based incentives for health workers);

4. addressing the demand side barriers at the individual, household and community levels (Information, IEC material, behavioural change interventions, etc…)

The abovementioned interventions are further explained below:
a. Physical rehabilitation of primary health care facilities (dispensaries, rural and urban health centres) and first-referral emergency obstetric and neonatal care will be done in the four underserved states. The decision on rehabilitation will be made consequent to development of a comprehensive plan. The health system survey (2004) found that overall 19% health facilities were in need of repair and rehabilitation in the four selected states (see table below). 
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It is planned that by end of 2009, through TA from GAVI/HSS a comprehensive investment plan for recovery and development for eight states (White Nile, North Kordafan, Sinnar Gadarif, Khartoum, Gezira, Northern, and River Nile) will have been developed; and by end of 2011, infrastructure of all rural hospitals, and 200 dispensaries, rural and urban health centres in the four states (White Nile, North Kordafan, Sinnar and Gadarif) will have rehabilitated/upgraded according to standards.   
b. Furnishing and equipping of primary care and first-referral emergency obstetric care facilities will be undertaken following the plan for recovery and development of health services in the four selected deprived states. The health system survey (2004) found that out of the functional primary health care facilities 56.6% did not have adequate equipment in the four states (see table below). 

	States
	Total Funct.
	RH
	RHC
	UHC
	Disp
	DS
	PHCU
	Total HF need equip.
	% HF need equip.

	Gadarif
	125
	3
	1
	3
	0
	35
	54
	96
	76.8%

	Sinnar
	137
	2
	4
	2
	14
	19
	0
	41
	29.9%

	White Nile
	171
	1
	0
	14
	36
	7
	46
	104
	60.8%

	North Kordofan
	284
	0
	0
	17
	8
	21
	119
	165
	58.1%

	Total
	717
	6
	5
	36
	58
	82
	219
	406
	56.6%


It is envisaged that by end of 2011, essential equipment (according to standards)including EPI cold chain to all rural hospitals and 200 health facilities  (primary health care units, dispensaries, rural and urban health centres) in the four states (White Nile, North Kordafan, Sinnar and Gadarif) will have been provided.  
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c. Likewise, it was found that out of the functional primary health care facilities 33.4% did not have adequate furniture in the four states (see table below).
It is planned that by end of 2011, essential furniture (according to standards) to 240 health facilities (rural hospitals, dispensaries, rural and urban health centres) in the four states (White Nile, North Kordafan, Sinnar and Gadarif) will have been provided.  
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One consequence of the bad state of repair and inadequacy of equipment and furniture at primary health care facilities is that these facilities cannot act as fixed immunisation sites, as seen in figure below; and it is the continuing dysfunction of these facilities that a greater reliance is on the outreach and mobile approach to immunisation, that is not sustainable in the longer term. The above mentioned interventions, by increasing the fixed sites will expand coverage and improve access to immunisation services in addition to child and maternal health services. In Rural hospital the focus will be on maternal and neonatal and child health services.
d. Provision of essential supplies for children and maternal health (cost-effective interventions) to improve access to primary health care services and ‘quick win’ health interventions for the underserved populations in the four target states. 
During 2008-11 targeted (15 PHC facilities in each state annually = 300 in total) PHC facilities in the four states will be provided supplies for the treatment of key child health problems (acute respiratory infection and diarrhoeal diseases); Vitamin A; Anti-helminthes; Iron and folic acid supplements for pregnant women and laboratory supplies for test (urine, Hb, BFFM, etc). This will focus on underserved and poor districts and area. In addition, long lasting insecticidal mosquito bed nets will be distributed in rural and hard to reach areas of the four states. 
e. Input will be made for alleviating the financial barriers to the access of primary health care by introducing subsidies, as free or highly-subsidized services, including medication, including antibiotic treatment of pneumonia, artemisin-combination therapy for malaria, tuberculosis treatment, different options for family planning, antenatal and delivery care, and provision of emergency obstetric care. This intervention will be made as an operational research and its feasibility, using various options will be determined, keeping in view the input from Global Fund and other sources for combating HIV/AIDS, TB and Malaria. 
An operational research will be conducted during 2008-11 in selected PHC facilities (two each of rural hospital, urban health centre, rural health centre and dispensary) in each of the four selected state to test interventions for alleviating the financial barriers to the access of primary health care.
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f. The availability of printed supplies is an important factor in improving the quality and timeliness of routine health information reports. The figure provides a snapshot of EPI reporting. Further, a recent study found that often the health facilities are short of printed supplies and the health workers have to submit reports on handwritten forms
. Therefore, a modest amount will be invested for providing printed supplies for health information system. 

By end of 2008 HMIS printed supplies will be arranged for provision to all PHC facilities in the four states (White Nile, North Kordafan,Sinnar and Gadarif) during 2009-11. 

g. Through this proposal support will be provided for designing and distribution of health education/ promotion material like basic information about immunization child and maternal health in the form of posters, pamphlets, leaflets, etc. In addition, special information package for target population will be designed and distributed. The emphasis of this activity will be on promoting routine immunization, while keeping the focus on campaigns for selected vaccines, like polio and measles, use of malaria bed nets. 
By end of 2009 documentaries and advocacy material will be developed; and will be disseminated during 2010-11 for improving household knowledge and making informed decisions about health. In addition, KAP studies in all 15 northern states will be conducted for determining the social and cultural barriers and defining measures for addressing these. 
Management of GAVI/HSS

At the Federal Ministry of Health (FMOH), the Directorate General of Health Planning and Development (DGHP&D) will be the responsible department form managing and coordinating the GAVI/HSS support. It will coordinate with PHC and EPI at the level of FMOH. Since the DHSDP is being managed through the Federal Project Coordination Office (FPCO) which is housed within the DGHP&D, the capacity of this coordinating office will support and enhanced to mange the implementation of this GAVI/HSS support.  This will be through tasking staff already employed by the FMOH in the planning directorate to be responsible for the management and coordination of this GAVI/HSS support. At the sates levels the management and coordination of the GAVI/HSS support will be through the office of the DG, Health in the four selected States, where this will be in coordination with the Planning directorate, PHC Directorate and EPI. Inputs of GAVI/HSS support will be made by tasking employees to act as focal point in addition to provision of National and International TA to support planned activities, In this regard, the following input is envisaged: 
a. Support to the FPCO in the DGHP&D: additional staff, i.e. (i) Assistance Project Coordinator who will have the responsibility for planning, managing and coordinating the health system recovery and development projects and liaising with PHC and EPI at the FMOH and the SMoHs levels, and other stakeholders; (ii) Assistance Financial Officer to ensure good fiduciary standard in the receipt and disbursement of funds are maintained; (iii) Assistance Procurement Officer who will be responsible for cost effective procurement of services, works and supplies; and (iv) an internationally-recruited TA which will provide support to the Federal and SMOH in planned and managing the projects. 
That is, it is planned that during 2008-11 the FPCO will be supported through additional staff and operational expenditure to ensure efficient implementation and management of GAVI/HSS support. 

b. Furthermore, in each of the four target states (White Nile, North Kordafan, Sinnar and Gadarif), the Directorates of Planning will be assisted to coordinate activities at state level and to liaise with PHC, EPI and stakeholders in the state and federal level FPCO. S/he will ensure efficient planning, managing and coordinating the health system recovery and development plan envisaged under GAVI/HSS support and use of funds at state and locality level. In addition, a modest amount will be allocated for meeting operational expenditure. 
It is envisaged that during 2008-11, the DG health office and the Directorate of Planning in the four states will be supported by providing operational expenditure to ensure efficient implementation and coordination of GAVI/HSS support.
5.1: Sustainability of GAVI HSS support
GAVI/HSS support is aiming at enabling the health system to efficiently deliver immunization and health service essential for child and maternal health. This GAVI/HSS support will strengthen systems of health planning, organization and management, health financing and human resource development. Efforts will be made to close the gap in the availability of human resources and institutionalizing in-service training of health workers, particularly the primary health care workers. In addition, rehabilitation of the non-functional health facilities to function as fixed sites for immunization on longer term basis. Thus, there is a degree of sustainability inbuilt in the interventions suggested in this proposal; and by improving child and maternal survival, it will contribute to reducing the infant and maternal mortality and achieving the health related MDGs. 
Furthermore, there are other factors contributing to the sustainability of GAVI/HSS support. The government is committed to increasing investment and allocation to the health sector and there are strong indications that in the coming years the financing of health services will improve significantly. Although the public health expenditure has been low in Sudan, it has increased substantially during the past 5 years. The budget of the FMOH increased from US$ 28.46 million in 2000 to US$132.5 million in 2006, which is almost 4 folds increase. In terms of per capita spending on health, federal ministry of health expenditure has increased from 0.91 US$ in 2000 to 3.65 US$ in 2006. The same trend is also observed at the states level where, on averages, the annual expenditure on health was US$ 4.5 per capita in 2005, compared to US$1 in 2000.  
The increasing public expenditure on health is further emphasized by the wealth sharing protocol of CPA, which demands achieving equity in resource allocation and sustainable development especially at the states levels. Accordingly, the budget of the GONU has witnessed major restructuring and reform in the fiscal year 2006, whereby 35.9% of central government revenue was allocated to states (19.7% to Northern States and 16.2% to the Southern states). During 2007, this allocation to states has further increased to 38.1% out of the US$11.8 billion Central Government budget. This increase in the total transfer to the states will translate as an increased allocation to the health sector. In addition, the government through its Medium Term Expenditure Framework (MTEF) for 2008-2011 is committed to increase public sector expenditure on health from current level of 1.5% of GDP to 2.15% of GDP by 2011. 
These financial projections are consistent with the 5 years health sector strategy (2007-2011). The government is committed to providing comprehensive primary health care including EPI and Maternal and Child Health services (MCH). The national health policy and the 5-year strategic plan explicitly reiterate this resolve of the government. It has already embarked on a DHSD project, which is co-finance by the GONU and MDTF by a 3:1 ratio (70% GoNU and 30% MDTF) in the four conflict-affected states. The GAVI/HSS support will essentially complement the ongoing efforts of the government in strengthening health system and therefore improving the immunization and other complementary services aimed at child and maternal survival. Further, the FMOH is also submitting a proposal for a matching grant to complement GAVI/HSS support for consideration in the 2008 fiscal year budget, which is currently under preparation in October 2007. 
5.2: Major Activities and Implementation Schedule
Implementation schedules:
Specific objectives
1. By end of 2012, strengthen/build core systems and capacities (organization and management; health planning and development, health financing; health management information system and monitoring and evaluation) in 15 Northern SMOHs and  20 Localities/districts;

2. By the end of 2012, develop health human resources and strengthen the capacity  of 11 SMOH to produces, deploy and retain PHC workers focusing on nurses, midwifes, lab technician and multipurpose health workers in 

3. By end of 2012, contribute to achieving 90% EPI coverage in all 15 Northern states through increasing fixed site by 25% from the current level of 1,260 facilities; and 

4. By end of 2012, contribute to achieving 75% equitable coverage and access to quality PHC services necessary for improved maternal health and child survival in the 4 targeted states.
Barriers: 

1. Weak governance and management systems, including the health information, specially at state and locality (district) levels;

2. Low level of spending on health and inefficiency in utilization of available resources;

3. Inadequate availability of health human resource, their weak capacity and inequitable distribution between geographical regions; and 

4. Inadequate coverage and inequitably distributed primary health and first level referral maternal and neonatal services; and
5. Poor infrastructure and inadequate supplies and logistics (medical supplies and equipment, cold chain, transport and communication) for primary health care facilities network.
	Major Activities
	Year 1

(2008)
	Year 2

(2009)
	Year 3

(2010)
	Year 4

(2011)
	Year 5

(2012)

	
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Detailed planning, annual review as part of operational research and preparation of annual report
	x
	
	
	
	x
	
	
	
	x
	
	
	
	x
	
	
	
	x
	
	
	

	Component-1: Improve institutional capacity, organization and management for sustainable health system financing and development 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 1: By end of 2012, strengthen/build core systems and capacities (organization and management; health planning and development, health financing; health management information system and monitoring and evaluation) in 15 Northern SMOHs and  20 Localities/districts
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.1: Improving management and organization
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1.1: short and long term TA to assist in building the capacity of 15 northern states and 20 localities
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 1.1.2: train health management teams in 11 states and 20 localities in decision-making, teamwork, and conducting effective meetings 
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 1.1.3: TA for undertaking training needs assessment of public health managers both at state and locality level
	
	
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1.4: train senior and mid-level health managers in all 11 northern states and 20 localities on short courses/on-job capacity building programme on health planning, district health management, leadership (11 states*4 each = 44) (20 loclaities * 3 each =60)
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	
	
	
	

	Activity 1.1.5: improve work environment and provide key office equipment for SMOH in 11 states (PCs=2, faxes 1, printers=2, photocopiers (1).
	
	
	
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1.6: improve work environment and provide key office equipment for 20 districts  (PCs=2, faxes 1, printers=1)
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1.7: support 11 SMOH to undertake supervision of services delivery though provision 4WD double cap vehicle (1) each (11 states * 1 vihecles = 22).
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1.8: support Health Management Teams in 20 localities to undertake supervision of services delivery though provision vehicle (1) each = 20 districts* 1 each = 20
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1.9: provide TA to 11 Northern states for defining/adapting job descriptions, service package for different levels of care/facilities, staffing and resource requirements
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.1.10: train admin and financial staff in 11 northern states on budgeting and financial  and resources management.
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	

	1.2: Strengthening of health planning capacities 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2.1: purchase/design and install planning software for the three levels of governance and train staff on its use in the Directorates of Health Planning in all 15 northern states and 20 localities. Also, provide copies of the planning and instructional manual
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2.2: provide copies of the planning and instructional manual to 11 SMOH and 20 Localities Management Teams
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2.3: develop a system for short course/on-job capacity building programme (2-3 weeks duration) on planning of health system recovery and development in a local university/ institute; 
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2.4: train a group of 6 experts (at national level) to act as trainers for the short course/on-job capacity building programme on the planning for recovery and development of health system;
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.2.5: train at least two staff from each of 15 Directorates of Health Planning in Northern states and one staff from 20 localities on planning of health system recovery and development 
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	

	Activity 1.2.6: provide PC (1), fax (1), printer (1), photocopier (1), to the Directorates of Health Planning in 11 states
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.3: improve capacities and knowledgebase for equitable and sustainable  health financing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity  1.3.1: conduct household expenditure and health services utilization research in 11 northern states 
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity    1.3.2: train 2 senior staff of Health Economic Unit in health economics/financing at Master/Diploma level
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.3.3: provide TA for developing/adapting pro-poor, comprehensive and sustainable health financing policy in 11 Northern states
	
	
	
	
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity: 1.3.4 provide TA for developing PHC services and immunization sustainability plans for national level and 11 Northern states
	
	
	
	
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	1.4: Strengthening of health Information system
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.4.1: TA to support designing of a community based health information system 
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.4.2: support to implement community based health information system in 12 states (excluding the three Darfur states) 2 localities in each=24 localities
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	

	Activity 1.4.3: design and establish a comprehensive integrated information base at national and state level (in 11 states)
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.4.4: develop a health system observatory that could provide output using GIS and set up mechanisms for the regular updating of health system profile. 
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.4.5: provide TA for designing a comprehensive monitoring and evaluation system, both for national and state level, for the decentralized health system
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 1.4.6: Support to establish comprehensive monitoring and evaluation system in all 15 Northern states.
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 2: By end of 2012 develop health human resources and strengthen the capacity  of 11 SMOH to produces, deploy and retain PHC workers focusing on nurses, midwifes, lab technician and multipurpose health workers in
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	2.1: Develop health human resources systems and policies
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.1.1: provide TA for developing a comprehensive human resource plan for 11 Northern states, essentially addressing the issues like skill imbalances and geographical inequalities
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	

	Activity 2.1.2: institute innovative approaches like financial and non-financial incentives as operational research for improving the retention of health staff
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	2.2: Rationalize and invest in training institutions for PHC workers focusing on Nurses, Midwifes, Lab technicians and multi purpose health worker 
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2.1: rehabilitate 2 Academy of Health Sciences in 2 SMOH 
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2.2: provide audio-visual equipment, furniture, computers for skill lab and books for library to four Academies of Health Sciences in 11 SMOH
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2.3: provide PCs (1), faxes (1), printers (1), to Directorates of Health Human Resource in 11 SMOH
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2.4: provide TA for adapting curricula for paramedics and development of training material for the training of medical assistance as multi-purpose health workers;
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 2.2.5: provide tuition fees in every academic year (2009-12), to 40 students of different categories in AHSs in the 7 SMOH (300 annually).
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 2.2.6: support to institutionalize Continuing Professional Development  programmes as a pilot in four AHSs (Khartoum, Gezira, White Nile, and Gadarif)
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	
	
	
	

	Activity: 2.2.7: provide integrated on the job training for PHC workers to enable with the skill necessary for the provision of essential services such as immunization, child and maternal care in the 4 targets states (4 localities/districts each) (4 states* 4 localities/districts * 20 PHC workers=  320  annuly * 5 years
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Component -2: improving service delivery and equitable access to quality PHC services.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Objective 3: By end of 2012, contribute to the achievement of 90% EPI coverage in all 15 Northern states through increasing fixed site by 25% from the current level of 1,260 facilities and support to outreach services
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity: 3.1: provide cold chain to support health facilities to work as fixed sites for immunization (60 annually) (4 states * 15 health afcilties * 5 years = 300 health afcilties)
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 3.2:  support to outreach services targeting underserved and districts with low immunization coverage (2 districts * 4 sates * 5 years =  60) * 30,000 US$ each district 
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Objective 4: By end of 2012, contribute to the achievement of 75% equitable coverage and access to quality PHC services necessary for improved maternal health and child survival in the 4 targeted states.
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	4.1: Invest in PHC infrastructure network and equipments
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.1.1: provide TA for developing comprehensive investment plan for health system development in 8 states (White Nile, North Kordafan, Sinnar Gadarif, Khartoum, Gezira, Northern, and River Nile)
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 3.1.2: rehabilitate 1 rural hospital annually, in each of the four states (White Nile, North Kordafan, Sinnar and Gadarif) according to standards (1*4*5=20)n (focus on maternal, neonatal and EmOC)
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 3.1.3: rehabilitate/upgrade 3 dispensaries/Primary Healthcare Units annually in each of the four states (White Nile, North Kordafan, Sinnar and Gadarif) according to standards (3 HF * 4 states * 2 years = 24 + 6* facilites *4 state*2= 48 in 3 and 4 )
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 3.1.4: rehabilitate 2 rural  health centers in each of the four states (White Nile, North Kordafan, Sinnar and Gadarif) according to standards (2 * 4 states * 5 years = 40)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity: 3.1:5 provide essential equipment and future (according to standards) for 2 hospitals annually in each of the four states (White Nile, North Kordafan, Sinnar and Gadarif) (2 hospital * 4 states *5 years = 40)  (focus on maternal, neonatal and EmOC)
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity: 3.1:6 provide essential equipment and furniture (according to standards) for 3 dispensaries/PHCUs in each of the four states (White Nile, North Kordafan, Sinnar and Gadarif) (3 facilities * 4 states  * 5 years = 60)  
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 3.1.7: provide essential equipment and furniture (according to standards) for 4 urban health centers in each of the four states (White Nile, North Kordafan, Sinnar and Gadarif) (4 health centers * 4 states * 5 years = 80 HCs) 
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	4.2: Provision of medicines and medical supplies essential for child and maternal health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.2.1: provide medicines for the treatment of key child health problems (ARI and diarrhoeal diseases); Vitamin A; Anti-helminthes; Iron and folic acid supplements for pregnant women to 25 Health centers and dispensaries annually  in each of the targeted four states (20 PHC facilities * 4 states *  5 years = 500) *6000 US$ each facility per year
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 4.2.2: provide medicines for the treatment of key child health problems (ARI and diarrhoeal diseases); Vitamin A; Anti-helminthes; Iron and folic acid supplements for pregnant women to 4 rural hospital in each of the targeted four states (4 Rural Hospitals * 4 states *  5 years = 80) * 12000 US$ for each facility per year
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 4.2.3: provide essential laboratory supplies for testing (urine, Hb, BFFM, etc) necessary for improving maternal and child care to 4 rural hospital in each of the targeted four states (4 Rural Hospitals * 4 states *  5 years = 80) * 250 US$ each facility
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 4.2.4: provide essential laboratory supplies for testing (urine, Hb, BFFM, etc) necessary for improving maternal and child care to 25 Health centers and dispensaries annually in each of the targeted four states (25 PHC facilities * 4 states * 5 years = 500) * 2000 US$ each facility per year. 
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 4.2.5: provide long lasting insecticidal mosquito bed nets for distribution in the rural and hard to reach areas of the 4 states (5,000 bed nets * 4 states * 5 years * 5 US$ per nets)
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 4.2.6: Provide HMIS printed supplies for providing to 100 PHC facilities in each of the four states (White Nile, North Kordafan, Sinnar and Gadarif) (100 facilities * 4 states * 5 years) * 50 US$ annually for each facility
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	4.3: Address the demand side barriers to access health services (Immunization, care seeking behaviour for children, RH, harmful tradition to mother and child)
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity  4.3.1: design documentaries and advocacy material 
	
	
	
	
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 4.3.2: print and disseminate documentaries and advocacy material for improving household knowledge and making informed decisions about health in the 4 targetd states (4 * 5000 US$ each)
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 4.3.3: conduct operational research in selected to test interventions for alleviating financial barriers to access primary health care and the impact of these subsides on the demand for services).
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	
	
	
	
	
	
	
	

	Activity 4.3.4: conduct KAP studies in all 4 northern states for determining the social and cultural barriers and defining measures for addressing these.
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	x
	x
	x
	x
	
	
	
	

	5: Management of GAVI/HSS support
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 5.1: Support the DGHP&D in the FMOH to coordinate, monitor and report on the implementation of the GAVI/HSS support
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 5.2: Providing equipment to DGHP&D to enhances its capacity to coordinate, monitor and report on the implementation of the GAVI/HSS support  
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 5.3: Support the DGHP&D in the 4 SMOH to coordinate, monitor and report on the implementation of the GAVI/HSS support
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x
	x

	Activity 5.4: Providing equipment to DGHP&D in each of the 4 states to enhances its capacity to coordinate, monitor and report on the implementation of the GAVI/HSS support  
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	6: Monitoring and evaluation for GAVI/HSS support
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Activity 6.1: Undertake baseline (in 2008) and evaluation resrach (in 2012) 
	x
	x
	x
	x
	
	
	
	
	
	
	
	
	x
	x
	x
	x
	
	
	
	


Section 6: Objectives, Monitoring, and Evaluation (M&E) and Operational Research
6.1: Impact and Outcome Indicators

	Indicator
	Data Source
	Baseline Value

	Source
	Date of Baseline
	Target
	Date for Target

	1. Maternal mortality rate per 100,000 LB
	Sudan Household Survey (SHHS)
	638/ 100,000 LB
	SHHS
	2006
	Contribute to reducing MMR by 50% of baseline 
	2012

	1. % deliveries attended by skilled personnel
	SHHS
	49.2
	SHHS
	2006
	70%
	2012

	2. Under five mortality rate (per 1000 LB)
	SHHS
	102/1000 LB
	SHHS
	2006
	Contribute to reducing IMR by 50% of baseline
	2012

	3. National DTP3 coverage (%)
	SHHS
	66%
	SHHS
	2006
	90%
	2012

	4. % districts achieving ≥ 80% DTP3 coverage 
	WHO/UNICF Joint Report
	72%
	WHO/UNICF Joint Report
	2006
	100%
	2012

	5. Use of Oral Dehydration Therapy (ORT)
	SHHS
	54.57  %
	SHHS
	2006
	80%
	2012

	6. % children 6-59 months received vitamin-A supplementation within last 6 months
	SHHS
	76.4 %
	SHHS
	2006
	90%
	2012


6.2: Output Indicators

	Indicator
	Numerator
	Denominator
	Data Source
	Baseline Value16
	Source
	Date of Baseline
	Target
	Date for Target

	Institutional capacity, management and organization 

	1. % SMOH with functioning organizational structure as per standards 
	SMOH with organogram positions filled with qualified and trained key staff 
	15 Northern SMOH
	Administrative reports on a standardized checklist
	n. a.
	Admin. reports
	2008
	100%
	2011

	2. % SMOH with functional planning directorates 
	SMOH with functional planning directorates 
	15 Northern SMOH
	Administrative report on a standardized checklist
	n. a.
	Admin. reports
	2008
	100%
	2010

	3. % States planning directorates using standard planning format
	States planning directorates using standard planning format
	15 Northern SMOH
	Administrative report on a standardized checklist
	n. a.
	Admin. reports
	2008
	100%
	2010

	4. % SMOH with functioning directorates of human resource 
	SMOH with functioning directorates of human resource
	15 Northern state MOH
	Administrative report on a standardized checklist
	n. a.
	Admin. reports
	2008
	100%
	2010

	Services delivery, access and utilization

	5. % health facilities (RH, RHC, UHC, Dispensary/BHU) providing essential PHC package
	Number of health facilities (RH, RHC, UHC, Dispensary/BHU) that provide essential PHC packages as per guidelines
	PHC health facilities (RH, RHC, UHC, Dispensary/BHU) in 12 Northern states (excluding 3 Darfur states)
	Health facility survey
	35%
	Health facility survey
	2004 (updating planned in 2008)
	50
	2011

	6. % PHC workers who received integrated in-service training during last 1-year
	PHC worker who received in-service integrated training
	PHC health facilities (RH, RHC, UHC, Dispensary/BHU) in 12 Northern states (excluding 3 Darfur states)
	Health facility survey (human resources)
	n. a.
	Health facility survey
	2008
	50%
	2011

	7. Health services utilization rate 
	Total outpatient consultations in the 15 Northern states
	Total population in the 15 northern states
	Household health services utilization survey

Routine annual statistical report
	< 1 per person per year
	Annual statistical report – but covers only public sector
	2008 - Household health services utilization survey, along with health expenditure survey
	> 1 per person per year
	2011

	8. % PHC facilities reported timely for health information
	Health facilities that submit statistical report 
	PHC facilities in the 15 northern states
	Annual statistical report
	33%
	Annual statistical report
	2006
	60%
	2011


6.3: Data collection, analysis and use

	Indicator
	Data collection
	Data analysis
	Use of data

	Impact and outcome 
	
	
	

	1. % deliveries attended by skilled personnel
	Household survey
	State and locality level
	Developing the state and locality plans

	2. Under five mortality rate (per 1000 LB)
	Household survey
	State and locality level
	Developing the state and locality plans

	3. National DTP3 coverage (%)
	Household survey and joint WHO/ UNICEF report
	State and locality level
	Developing the state and locality plans

	4. Districts/localities achieving ≥ 80% DTP3 coverage 
	Household survey and joint WHO/ UNICEF report
	State and locality level
	Developing the state and locality plans

	5. Use of Oral Dehydration Therapy (ORT)
	Household survey
	State and locality level
	Developing the state and locality plans

	6. % children 6-59 months who received vitamin-A supplement within last 6 months
	Household survey and joint WHO/ UNICEF report
	State and locality level
	Developing the state and locality plans

	Output
	
	
	

	Institutional capacity, management and organization

	1. % SMOH with functioning organizational structure as per standards 
	Admin. reports on a standard checklist
	National level for northern states
	National plan for organisation and management capacity building

	2. % SMOH with functional planning directorates 
	Admin. reports on a standard checklist
	National level for northern states
	National plan for building managerial / planning capacity

	3. % States planning directorates using standard planning format
	Admin. reports on a standard checklist
	National level for northern states
	Use the capacity for development planning

	4. % SMOH with functioning directorates of human resource 
	Admin. reports on a standard checklist
	National level for northern states
	Use capacity for human resource management

	Services delivery, access and utilization

	5. % health facilities (RH, RHC, UHC, Disp/BHU) providing essential PHC package
	Health facility survey
	National, state and locality level
	Develop policies on health package and to devise state/ locality plans for service

	6. % PHC workers who received integrated in-service training during last 1-year
	Admin. reports on a standard checklist, and health facility survey
	National, state and locality level
	Develop policies for human resource training and to devise state and locality plans

	7. Health services utilization rate 
	Household health services utilization survey, and annual statistical report
	National and state level
	Identify bottlenecks to health services’ access and define national and state policies

	8. % PHC facilities reported timely for health information
	Annual statistical report
	State (and possibly at locality) level
	Develop plans and set up a system to assure regular supplies


6.4: Strengthening M&E system
While the data for a number of indicators, mentioned above (6.3) will be available through routine reporting, others will require launching of special surveys. However, as indicated in section 5 and barriers the health information system is generally weak and the information retrieved from this source is often considered as not reliable. 

Therefore, in order to build a baseline situation and to monitor the progress of, not only the GAVI/ HSS interventions, but also Sudan’s march towards achieving the MDGs a system of M&E, as part of GAVI/HSS support will be installed. It will comprise undertaking a baseline (in 2008) and a final evaluation (in 2011) will be undertaken. In this regard, the option of updating the baseline data for the status of the health system gathered earlier
 will be considered. The data will be analyzed, using the state/locality as analytical unit; and an exercise involving all stakeholders in each of these states. The proposed study will be comprehensive and inclusive of the variables addressing the different interventions mentioned in this proposal. 
The input for M&E system will include designing, launching and reporting of study and progress; and the process will be monitored by a Monitoring Officer based in the FPCO for DHSD project. S/he will coordinate different activities required and will liaise with National Health Information Centre and EPI for monitoring the outcome and impact indicators. In addition, technical assistance both local and international will be required to feed into the process.
6.4: Operational Research

This proposal, per se, will be treated as an operational research.  The implementation process will be documented and analyzed at the end of second year to determine the bottlenecks and issues. Lessons learnt will be fed into that the plan for the subsequent years will be reviewed. In addition, activity 2.7 and 3.4 of the proposal will be undertaken as an operational research. 

A. The purpose of the activity 2.7 is to test and develop mechanism of financial and non-financial incentives for improving the retention of staff at the state level. Currently, at state level there is a serious dearth of qualified staff both for service delivery as well as health management. Academies of Health Sciences in this scenario are being seen as an important tool. Local candidates from the state will be recruited for training as nurses, medical assistance, and other allied health personnel. However, the recruitment and retention of instructors for these academies and health managers at state/locality level financial and non-financial incentives will be introduced to test their feasibility. 
B. Activity 3.4 will be implemented as an operational research with the objective to test and develop options for alleviating financial barriers of access to primary health care. This is important, as the Interim Constitution of Sudan (2005) requires the provision of free primary health care to all citizens. In this regard, different option will be tried, including subsidies and mechanism like wavering of user fee will be introduced; and their impact on the utilization of health services particularly by the deprived and destitute will be observed and documented. The lessons and results from this research will be fed into the policy process for health financing. 
Section 7: Implementation arrangements 
7.1: Management of GAVI HSS support

	Management mechanism
	Description

	Name of lead individual / unit responsible for managing GAVI HSS implementation / M&E etc.
	Dr. Mustafa Salih Mustafa, Directorate General, Health Planning and Development, under the overall guidance and supervision of Dr. Abdullah Sid Ahmed Undersecretary, Federal Ministry of Health, Government of National Unity, Khartoum

	Role of HSCC (or equivalent) in implementation of GAVI HSS and M&E
	1. Ensures that GAVI/HSS support is managed according to the best practices for the management of global health partnerships at the country level;

2. Reviews/authenticates annual budget and other details on the financial implications of the proposal; 

3. Monitors and guides on implementing the variety of GAVI/HSS activities;

4. Reviews the progress and teases out/ addresses any hurdles in implementation; 

5. Reviews and approves the progress reports for submission to the GAVI secretariat; and
6. Coordinates with allied programs and activities in health sector, ensuring best practices for managing global health partnership at country level.

	Mechanism for coordinating GAVI HSS with other system activities and programs
	HSCC for GAVI/HSS since brings together members from ICC, Steering Committee for MDTF/ DHSD project, private sector and civil society, this forum will bridge different programs and major activities undergoing in the health sector. 
In addition, the Directorate General of International Health, GONU that is on HSCC will ensure dialogue and coordination between different actors in health sector with competing interests. 


7.2: Roles and responsibilities of key partners (HSS members and others)
	Title / Post
	Organisation
	HSCC member
	Roles and responsibilities of key partners in the GAVI HSS application implementation

	Undersecretary
	FMOH, GONU
	Yes
	In addition to being the Chair of HSCC and thereby responsible to the carrying out of all functions of HSCC (see 7.1) and monitor and review progress, he being head of public sector health system has management responsibility for the efficient use of GAVI/HSS support.  

	Representative 
	WHO in Sudan
	Yes
	1. Ensures the carrying out of all functions of HSCC (see 7.1), particularly coordination with allied programs and activities in the health sector; 

2. Assures the best practices for managing the global health partnership are adhered to in implementing the GAVI/ HSS support; and
3. Facilitates the provision of TA required for the implementation of GAVI/ HSS support. 

	Representative 
	UNICEF, Sudan


	Yes
	1. Ensures the carrying out of all functions of HSCC (see 7.1), particularly coordination with allied programs and activities in the health sector; 

2. Assures the best practices for managing the global health partnership are adhered to in implementing the GAVI/ HSS support; and
3. Facilitates the provision of TA required for the implementation of GAVI/ HSS support.

	Country Manager
	World Bank, Sudan


	Yes
	1. Ensures the carrying out of all functions of HSCC (see 7.1), particularly coordination with allied programs and activities in the health sector; 

2. Assures the best practices for managing the global health partnership are adhered to in implementing the GAVI/ HSS support; and
3. Coordinates inputs from MDTF/ DHSD project with GAVI/HSS support by creating links of HSCC with Steering Committee of the former.

	Director General, International Health
	FMOH, GONU
	Yes
	In addition to discharging responsibilities as a member of HSCC (see 7.1), s/he, being a conduit for global health partnership, will ensure the dialogue and active coordination between different actors in the health sector with competing interests for avoiding any overlap. 

	Director General, Health Planning and Development
	FMOH, GONU
	Yes
	In addition to discharging the responsibilities as a secretary of HSCC (see 7.1), s/he: 

1. Prepares detailed plan of action for different components of GAVI/HSS proposal;

2. Coordinates the implementation of GAVI/HSS support activities at the national and state level;

3. Designs and implements a system to monitor the implementation of GAVI/HSS support; and
4. Presents periodic/annual progress reports for review by HSCC and sharing with the partners;

	GAVI Coordinator (under supervision of Manager, FPCU)
	FPCU, DHSD Project
	No
	Working under supervision of Manager, FPCO and assisted by GAVI/HSS staff appointed in FPCO for effective management of GAVI support, s/he undertakes the following:

1. Receives and manages the GAVI/HSS support, ensuring the best practices for managing global health partnership;

2. Implements activities planned for different components of GAVI/HSS support;

3. Ensures the provision of GAVI/HSS funds and inputs to states through agreed channels;

4. Organises efficient procurement of services and works through FPCO envisaged for GAVI funds;

5. Make financial disbursements to entities in a most efficient and effective manner; 

6. Prepares periodic/annual progress reports for review by HSCC and sharing with the partners;

7. Arranges financial audit and presents report to HSCC and submission to GAVI/HSS secretariat.

	Director General, Primary Health Care
	FMOH, GONU
	Yes
	In addition to discharging the responsibilities as a member of HSCC (see 7.1), s/he: 

1. Coordinates with DG, P&HD for efficient use of input at the national, state and locality level aimed at improving access to primary health care; 
2. Ensures the Director PHC work with Director Health Planning in states for the effective implementation of the planned activities; and
3. Identify activities which can improve child and maternal survival and work with DG, HP&D for their inclusion in the plan.

	Director, EPI


	FMOH, GONU
	Yes
	In addition to discharging the responsibilities as a member of HSCC (see 7.1), s/he: 

1. Coordinates with Manager, FPCO to harmonise the GAVI/ISS support with GAVI/HSS support;

2. Assists in monitoring the outcome and impact indicators for GAVI/HSS support; and
3. Takes up the output of HSS support, e.g. the rehabilitated health facility for using it as fixed site for immunisation service. 

	Director, Local Health Systems Development
	FMOH, GONU
	Yes
	In addition to discharging the responsibilities as a member of HSCC (see 7.1), s/he: 

1. Coordinates with Manager, FPCO to ensure the health facilities are rehabilitated, equipped and furnished following agreed locality health system;
2. Ensures that M&E evaluation system designed complements the one for locality health system;


7.3: Financial management of GAVI HSS support
	Mechanism / procedure
	Description

	Mechanism for channelling GAVI HSS funds into the country
	The government bank account of the International Health Department in Federal Ministry of Health will be used for receiving funds from GAVI. This amount will be used according to government procedures and all transactions will be used to fund activities planned for the GAVI/HSS support. 

	Mechanism for channelling GAVI HSS funds from central level to the periphery
	Funds from GAVI/HSS support will be channelled to states for local payment through government account operated by the DG, Health in the SMOH. 

	Mechanism (and responsibility) for budget use and approval
	Funds received through GAVI/HSS support will be managed by the Manager FPCO, following the government procedures laid down by the Ministry of Finance and National Economy. 
The disbursement of funds will be made by the authorised officer to eligible recipients/contractors against approved activities for GAVI/HSS support. 

Regular financial reports will be prepared by the GAVI/HSS Coordinator based in FPCO/DHSD for presenting to the HSCC.

	Mechanism for disbursement of GAVI HSS funds
	Disbursement from the amount received through GAVI/HSS support will be made against the planned activities approved by the HSCC. 

	Auditing procedures
	The GAVI/HSS Coordinator working under the Manager, FPCO will arrange yearly audit of account for GAVI/HSS support by the General Chamber of Audit, Government of Sudan.
The audited financial reports will be submitted regularly to the GAVI Secretariat.


7.4: Procurement mechanisms
Procurement in the Republic of Sudan will be governed by Section 8, Articles 56-66 of Financial and Accounting By-laws (1995). Currently, a new set of By-laws is being legislated with the stated purpose to create a set of regulations that the procurement is efficient and consistent with the international practices. This said, it should be noted that the practice in Sudan is for use by local entities the donor procedures for all donor funded projects, which are similar or inline with the international standards such as those of the World Bank.

As indicated in section 5 (D) (a) of this proposal, the GAVI/HSS support will be implemented through the Directorate General of Health Planning and Development in the FMOH. The Project Coordinating Office for the MDTF supported DHSD project, will be handling the day-to -ay work of implementation, monitoring and reporting and it is accountable to the DG Health Planning and Development. The procurement procedures of the government will be used and will be complemented, especially for procurement of services by the procedures in use by the DHSDP as laid down in the Operational Manual for DHSD project, since it has been endorsed by the government. This manual includes a section on procurement, accounting and financial management such as internal controls and financial safeguard procedures. 

All procurements using GAVI/HSS fund will follow the steps of developing a procurement plan, advertising for works, goods and services, procurement evaluation through technical committees and using both national and international competitive biddings approaches. The procurement records and receipts and expenditures will be recorded in an excel-based accounting records maintained on a “cash basis”. Monitoring and evaluation of procurement will be based on the procurement plan to be developed for the GAVI/HSS support. Prevailing government, both internal and external, auditing guidelines and procedures will be used to guard against corruption and misuse of the fund and for accountability and transparency purposes.
7.5: Reporting arrangements
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The organisation of GAVI/HSS support is given in figure. That is, while HSCC will coordinate and steer implementation, the DG, HP&D will mange the input at national and state levels. In this process, he will be assisted by the DG, PHC and DG, IH. The procurement of works and services and disbursement of funds will be made through FPCO to the Directorate of Health Planning in the SMOH, which working with the Directorate of PHC/EPI will coordinate HSS activities at the state and locality levels. 

Reporting of the GAVI/HSS support in terms of physical and financial progress or output will follow its organisation. That is, the locality and state level activities, since coordinated by the State Director of Health Planning, will be reported to DG, HP&D, where FPCO will also coordinate national level activities. 
However, reporting on the outcome and impact indicators will be managed by a Monitoring and Evaluation unit in FPCO/DG, HP&D. This unit is currently in its developing phase and will receive some investment from GAVI/HSS funds. A Monitoring Officer based within FPCO/DG, HP&D to work closely with National Health Information Centre and Monitoring Officer of EPI for generating periodic reports on the outcome and impact indicators. Protocols will be developed in order to develop a strong monitoring and evaluation function that is critical to the accountability of GAVI HSS fund and to ensure its efficient and effective utilization of inputs. 
7.6: Technical assistance requirements
	Activities requiring technical assistance
	Anticipated duration
	Anticipated timing (year, quarter)
	Anticipated source (local, partner etc.)

	Activity 1.1.1: 
	Four years
	2008-12
	GAVI/HSS

	Activity 1.1.3: 
	2 weeks
	2008 Q3/4
	GAVI/HSS

	Activity 1.1.9: 
	6 months
	2009 (during the year)
	GAVI/HSS

	Activity 1.3.3: 
	6 months
	2009, Q1 and 2
	GAVI/HSS

	Activity: 1.3.4 
	6 months
	2009, Q1 and 2
	GAVI/HSS

	Activity 1.4.1: 
	6 months
	2008 (during the year)
	GAVI/HSS

	Activity 1.4.3: 
	4 weeks
	2009 
	GAVI/HSS

	Activity 1.4.4: 
	4 weeks
	2009 
	GAVI/HSS

	Activity 1.4.5: 
	4 weeks
	2008, Q 3
	GAVI/HSS

	Activity 2.1.1: 
	6 weeks
	2010  
	GAVI/HSS

	Activity 2.2.4: 
	12 months
	2009
	GAVI/HSS

	Activity 3.1.1. 
	6 months
	2009, (during the year)
	GAVI/HSS

	Activity  4.3.1: 
	6 months
	2009, (during the year)
	GAVI/HSS

	Activity 6.1: 
	3 months
	2008 (during the year)
	GAVI/HSS


Section 8: Costs and funding for GAVI HSS
8.1: Cost of implementing GAVI HSS activities
	Area for support
	Cost per year in US$ 

	
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Year 5 of implementation
	TOTAL COSTS

	
	2007
	2008
	2009
	2010
	2011
	2012
	

	Activity costs
	
	
	
	
	
	
	

	Detailed planning
	
	10,000
	10,000
	10,000
	10,000
	10,000
	50,000

	Component-1:
	
	
	
	
	
	
	-

	Objective 1: 
	
	
	
	
	
	
	-

	Sub-component 1.1: 
	
	
	
	
	
	
	-

	Activity 1.1.1: 
	
	45,000
	45,000
	45,000
	45,000
	45,000
	225,000

	Activity 1.1.2: 
	
	45,000
	45,000
	45,000
	45,000
	45,000
	225,000

	Activity 1.1.3: 
	
	60,000
	0
	0
	0
	0
	60,000

	Activity 1.1.4: 
	
	50,000
	50,000
	50,000
	50,000
	50,000
	250,000

	Activity 1.1.5: 
	
	66,000
	66,000
	0
	0
	0
	132,000

	Activity 1.1.6: 
	
	60,000
	0
	0
	0
	0
	60,000

	Activity 1.1.7: 
	
	385,000
	-
	0
	0
	0
	385,000

	Activity 1.1.8: 
	
	-
	-
	350,000
	0
	0
	350,000

	Activity 1.1.9: 
	
	60,000
	60,000
	0
	0
	0
	120,000

	Activity 1.1.10: 
	
	-
	30,000
	30,000
	0
	0
	60,000

	Sub-component 1.2 
	
	
	
	
	
	
	-

	Activity 1.2.1: 
	
	-
	80,000
	80,000
	0
	0
	160,000

	Activity 1.2.2: 
	
	-
	10,000
	0
	0
	0
	10,000

	Activity 1.2.3: 
	
	-
	60,000
	60,000
	0
	0
	120,000

	Activity 1.2.4: 
	
	-
	45,000
	45,000
	
	
	90,000

	Activity 1.2.5: 
	
	-
	60,000
	60,000
	0
	0
	120,000

	Activity 1.2.6
	
	-
	44,000
	0
	0
	0
	44,000

	Sub-component 1.3
	
	
	
	
	
	
	-

	Activity  1.3.1: 
	
	-
	330,000
	0
	0
	0
	330,000

	Activity    1.3.2
	
	-
	50,000
	50,000
	0
	0
	100,000

	Activity 1.3.3: 
	
	-
	60,000
	0
	0
	0
	60,000

	Activity: 1.3.
	
	-
	60,000
	0
	0
	0
	60,000

	Sub-component 1.4
	
	-
	
	
	
	
	-

	Activity 1.4.1: 
	
	-
	60,000
	0
	0
	0
	60,000

	Activity 1.4.2: 
	
	-
	-
	240,000
	240,000
	0
	480,000

	Activity 1.4.3: 
	
	-
	60,000
	
	
	
	60,000

	Activity 1.4.4: 
	
	-
	60,000
	-
	60,000
	60,000
	180,000

	Activity 1.4.5: 
	
	60,000
	-
	-
	0
	0
	60,000

	Activity 1.4.6: 
	
	55,000
	-
	-
	0
	0
	55,000

	Objective 2: 
	
	
	
	
	
	
	-

	Sub-component 2.1
	
	
	
	
	
	
	-

	Activity 2.1.1: 
	
	45,000
	45,000
	
	
	
	90,000

	Activity 2.1.2: 
	
	-
	45,000
	45,000
	0
	0
	90,000

	Sub-component 2.2 
	
	
	
	
	
	
	-

	Activity 2.2.1: 
	
	100,000
	0
	0
	0
	0
	100,000

	Activity 2.2.2: 
	
	40,000
	0
	0
	0
	0
	40,000

	Activity 2.2.3: 
	
	22,000
	0
	0
	0
	0
	22,000

	Activity 2.2.4: 
	
	30,000
	-
	0
	0
	0
	30,000

	Activity 2.2.5: 
	
	210,000
	210,000
	210,000
	210,000
	210,000
	1,050,000

	Activity 2.2.6: 
	
	40,000
	40,000
	-
	0
	0
	80,000

	Activity: 2.2.7: 
	
	90,000
	90,000
	90,000
	90,000
	90,000
	450,000

	Component -2: 
	
	
	
	
	
	
	-

	Objective 3: 
	
	
	
	
	
	
	-

	Activity: 3.1: 
	
	200,000
	200,000
	200,000
	200,000
	200,000
	1,000,000

	Activity 3.2
	
	200,000
	200,000
	200,000
	200,000
	200,000
	1,000,000

	Objective 4: 
	
	
	
	
	
	
	-

	Sub-component 4.1
	
	
	
	
	
	
	-

	Activity 3.1.1: 
	
	60,000
	0
	0
	0
	
	60,000

	Activity 3.1.2: 
	
	-
	200,000
	200,000
	200,000
	200,000
	800,000

	Activity 3.1.3: 
	
	-
	120,000
	120,000
	240,000
	240,000
	720,000

	Activity 3.1.4: 
	
	-
	120,000
	120,000
	240,000
	480,000
	960,000

	Activity: 3.1:5 
	
	120,000
	120,000
	120,000
	360,000
	360,000
	1,080,000

	Activity: 3.1:6 
	
	24,000
	24,000
	24,000
	72,000
	72,000
	216,000

	Activity 3.1.7: 
	
	80,000
	80,000
	80,000
	240,000
	240,000
	720,000

	Sub-component 4.2 
	
	
	
	
	
	
	-

	Activity 4.2.1: 
	
	120,000
	120,000
	120,000
	120,000
	120,000
	600,000

	Activity 4.2.2: 
	
	192,000
	192,000
	192,000
	192,000
	192,000
	960,000

	Activity 4.2.3: 
	
	48,000
	48,000
	48,000
	48,000
	48,000
	240,000

	Activity 4.2.4 
	
	50,000
	50,000
	50,000
	50,000
	50,000
	250,000

	Activity 4.2.5: 
	
	100,000
	100,000
	100,000
	100,000
	100,000
	500,000

	Activity 4.2.6: 
	
	20,000
	20,000
	20,000
	20,000
	20,000
	100,000

	Sub-component 4.3 
	
	
	
	
	
	
	-

	Activity  4.3.1: 
	
	10,000
	0
	0
	0
	0
	10,000

	Activity 4.3.2: 
	
	20,000
	20,000
	20,000
	20,000
	20,000
	100,000

	Activity 4.3.3: 
	
	-
	40,000
	-
	0
	0
	40,000

	Activity 4.3.4: 
	
	-
	40,000
	-
	0
	0
	40,000

	5: Management cost
	
	127,000 
	110,000 
	110,000 
	110,000 
	110,000 
	567,000 

	6: Monitoring cost
	
	45,000 
	             -   
	-   
	            -   
	45,000 
	90,000 

	7: Technical support cost
	
	
	
	
	
	
	

	Total
	
	3,063,620
	3,144,806
	3,228,143
	3,313,689
	3,401,503
	 16,151,761 


8.2: Calculation of GAVI HSS country allocation

	GAVI HSS Allocation
	Allocation per year (US$)

	
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Year 5 of implementation
	TOTAL FUNDS

	
	2007
	2008
	2009
	2010
	2011
	2012
	

	Birth cohort
	1,193,812
	1,225,448
	1,257,922
	1,291,257
	1,325,476
	1,360,601
	

	Allocation per newborn
	..
	$2.5
	$2.5
	$2.5
	$2.5
	$2.5
	

	Annual allocation
	---
	3,063,620
	3,144,806
	3,228,143
	3,313,689
	3,401,503


	16,151,760


Source and date of GNI and birth cohort information:
GNI:
Ministry of Finance and National Economy and World Bank
Birth cohort:
Central Bureau of Statistics, Sudan (based on projection from census, 1993)
8.3: Sources of funding for GAVI HSS Activities
 
	Funding Sources
	Allocation per year (Million US$)

	
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Year 5 of implementation
	TOTAL FUNDS

	
	2007
	2008
	2009
	2010
	2011
	2012
	

	GAVI HSS
	 
	3.06
	3.14
	3.23
	3.31
	3.40
	16.15

	Government 
	13.00
	16.00
	18.00
	
	
	
	47.00

	MDTF-N
	    6.00
	          8.00
	   9.00
	              -   
	                     -   
	                 -   
	23.00

	TOTAL FUNDING
	  19.00
	  27.06
	  30.14
	   3.23
	   3.31
	  16.15
	  86.15

	Total unfunded
	
	
	
	
	
	
	


Source of information on funding sources:
Government:
Project Document for Decentralized Health System Development Project


MDTF-N:
Project Document for Decentralized Health System Development Project


8.4: Sources of all expected health sector spending
	Funding Sources
	Cost per year (Million US$)

	
	Year of GAVI application
	Year 1 of implementation
	Year 2 of implementation
	Year 3 of implementation
	Year 4 of implementation
	Year 5 of implementation
	TOTAL FUNDS

	
	2007
	2008
	2009
	2010
	2011
	2012
	

	GAVI/ ISS, NVS, INS
	3.99
	
	
	
	
	
	3.99

	Government (FMOH budget)
	      159.00
	            182.85 
	 210.27 
	 241.82 
	        278.09 
	    319.80 
	1,391.82

	Government  (states and district budgets)
	      158.40 
	            182.16 
	 209.48
	 240.90
	        277.04 
	    318.59 
	1,386.57

	WHO
	2.24
	2.44
	     2.66
	     2.90
	3.16
	3.45
	75.53

	UNICEF
	29.56
	29.56
	29.56
	29.56
	29.56
	29.56
	177.34

	UNFPA
	1.11
	1.21
	1.32
	1.44
	1.57
	1.71
	8.38

	Global Fund
	36.58
	36.58
	36.58
	36.58
	36.58
	36.58
	219.48

	MTDF-N
	     19.00 
	          24.00
	   27.00
	              -   
	                     -   
	                 -   
	70.00

	TOTAL FUNDING
	 
	461.86
	520.02
	556.43
	629.31
	713.09
	2,915.44


Source of information on funding sources:
GAVI:
GAVI, Annual Progress Report, 2006


Government:
FMOH, Health Economics Directorate


WHO:
FMOH, International Health, and Health Economics Directorate


UNICEF:
FMOH, International Health, and Health Economics Directorate


UNFPA:
FMOH, International Health, and Health Economics Directorate


Global Fund:
FMOH, Health Economics Directorate


Total Other:



Section 9: Endorsement of the Application
9.1: Government endorsement
The Government of National Unity, Republic of Sudan commits itself to providing immunisation and other child and maternal health services on a sustainable basis. Performance on strengthening health systems will be reviewed annually through a transparent monitoring system. The Government requests that the GAVI Alliance contribute financial assistance to support the strengthening of health systems as outlined in this application.

	Ministry of Health:
	Ministry of Finance:

	Name: Tabita Botros Shokai
	Name: Elzubair Ahmed Hassan

	Title / Post: Federal Minister of Health, Government of National Unity, Sudan

	Title / Post: Federal Minister of Finance & National Economy, 

Government of National Unity, Sudan

	Signature:


	Signature:

	Date: 30-09-07
	Date:


9.2: Endorsement by Health Sector Coordination Committee (HSCC) or country equivalent

Members of the Health Sector Coordination Committee or equivalent endorsed this application at a meeting on 27-09-07. The signed minutes are attached as Annex C.
	Chair of HSCC (or equivalent):
	

	Name: Dr. Abdullah Sid Ahmed
	Post / Organisation: Under Secretary Federal Ministry of Health

	Signature:
	Date: 30/ September/ 2007


Person to contact in case of enquiries:

Name: Dr. Mustafa Salih Mustafa
Title: Director General, Health Planning and Development, Federal Ministry of Health

Tel No: +249-155155579
Address: Nile Avenue, Khartoum, Sudan

Mobile: +249-912163760

Fax No: +249-155155578

Email: mustafa.sm@fmoh.gov.sd
                 ms_mustafa2006@yahoo.co.uk
ANNEX 1 DOCUMENTS SUBMITTED IN SUPPORT OF APPLICATION
	Document (with equivalent name used in-country)
	Available

(Yes/No)
	Duration *
	Attachment Number

	National Health Sector Strategic Plan (zip file: 5-year strategic plan- (7.10)
	yes
	2007-2001
	7.10

	cMYP
 (zip file MYP 2006-10-(7.3)

	yes
	2006-2010
	7.3

	MTEF
 


	Yes (in Arabic)
	2008-2011
	Not provided

	PRSP20 


	No
	…..
	Currently under development …

	Sudan Health System Survey, (zip file Sudan Health System Survey-(7.1)
	Yes
	2004
	7.1

	Joint Assessment Mission for Sudan (three zip files; JAM Vol 1; JAM Vol 2, and JAM Vol 3-(7.2)
	Yes
	2005
	7.2

	Sudan Household Survey, (zip file SHHS, October, 2007- (7.4)
	Yes
	2006
	7.4

	Project Document for Decentralized Health System Development Project (zip file FPP-Health-MDTF-N-26Oct06 – (7.5)
	Yes
	2006
	7.5

	Health System Profile – Sudan, (zip file, Health System Profile- (7.6)
	Yes
	2006
	7.6

	Sudan Health Workforce Survey (zip file: Sudan_ health_ workforce_ survey- (7.7) 
	Yes
	2007
	7.7

	Sudan Health Information System: Review and Assessment (zip file: HMN Assessment Report – HMIS – (7.8)
	Yes
	2007
	7.8

	Sudan National Health Policy (zip file: Sudan National Health Policy, 2007 – (7.9)
	Yes
	2007
	7.9

	HSCC minutes, signed by Chair of HSCC


	Yes 
	
	Annex B and C


In addition, the following documents have been submitted with the application:

1. Emails indicating the communication with partners in developing the application: PDF file GAVI-emails
2. Minutes of meeting along with signed attendance sheets in zip file Annexes-GAVI. This file contains the following:

2.1. Annex A: government notification for the constitution of HSCC

2.2. Annex D: Minutes of first meeting of TWG held on 28-06-07

2.3. Annex E: Minutes of second meeting of TWG held on 14-07-07

2.4. Annex F: Minutes of third meeting of TWG held on 16-09-07

2.5. Annex G: Minutes of fourth meeting of TWG held on 23-09-07

2.6. Annex H: Minutes of meeting of State DGs of Health held on 25-09-07

2.7. Minutes of meeting of ‘GAVI-wrap up of application process’ held on 03-10-07
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� Sudan Household Health Survey, 2006


� The MTDF-N is a fund created as part of the implementation of the Comprehensive Peace Agreement (CPA) specifically to help in rebuilding the country in the peace era, in partnership with government of Sudan and donors from the international community and is managed by the World Bank.


� World Health Report, 2000


� If the application identifies activities that are to be undertaken at a sub-national level, sub-national data will need to be provided where it is available. This will be in addition to the national data requested.


� FMOH, Health Economics Directorate


� WHO, National Health Accounts data, 2006


� Within the last 3 years.


� These include: organization and management, health financing, development planning, health information including surveillance systems, monitoring and evaluation, human resources for health etc.


� Sudan Household Health Survey, 2006


� Sudan Health Workforce Survey, 2007


� WHO country cooperation strategy for Sudan, 2007


� Progress report on GAVI/ISS, EPI, 2007, 


� C Comprehensive Multi-Year National Immunization Plan, 2006-2010


� Sudan Annual Statistical Report, FMOH, 2006.


� Sudan Health Information System: Review and Assessment, 2007


� If baseline data is not available indicate whether baseline data collection is planned and when


� Sudan health system survey, 2004


� Including Government, GAVI and four main named contributors


� If available – and if not, the National Immunization Plan plus Financial Sustainability Plan


� if available please forward the pages relevant to Health Systems Strengthening and this GAVI HSS application
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Service delivery sites, 2005-2007
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Timelineness & Completeness of state supervision Reports 
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