PROPOSED TERMS OF REFERENCE

SHORT TERM HEALTH PLANNING EXPERT TO SUPPORT MOH-GOSS TO PRODUCE THE MID TERM REPORT AND DRAFT BUDGET SECTOR PLAN
5 June 2009

BACKGROUND AND CONTEXT

The signing of the Comprehensive Peace Agreement (CPA) between SPLM and The Government of Sudan on January 9, 2005 after nearly 50 years of civil strife in Southern Sudan provided a historic opportunity to overcome the devastation of war and the neglect of human development. Such strife has caused South Sudan to suffer from some of the worst indicators in the health and social development. Accessibility to health services remains gravely poor and the health care outcomes dismal. The results of South Sudan Household Health Survey of 2006 estimated the maternal mortality ratio to be 2,300/100,000 and child mortality rate to be 250/1,000 live births, the highest levels in the world.  The infant mortality rate is 102/1,000 live births and the under-five mortality rate is 135/1,000 live births, child malnutrition is endemic, 32.98% of under-fives are underweight (weight for age <1sd), 13.5% of them severely (weight for age <2sd), another 22.04%, have moderate and 7.25% severe wasting9 weight for height <1sd and<2sd respectively). Only 17.03% of under-fives are fully immunized. Among the expectant mothers, only 23.11% of expectant mothers receive antenatal care from skilled birth attendants (doctors, nurses, midwives or clinical officers with training in maternal and neonatal care) and only 13.6% deliver in health institutions. Even then only 10.02 % of deliveries in health institutions are attended by skilled birth attendants. Contraceptive prevalence rate stands at only 3.5% and only 31.73% of mothers receive at least two doses of tetanus toxoid vaccine during pregnancy. 

A range of rare ‘tropical’ diseases remain endemic in Southern Sudan under the name ‘neglected diseases’. HIV prevalence estimates from location-specific surveys range from 0-8% among adults, but the available information suggests that adult prevalence in significant number of areas has exceeded 1% and continues to increase. The annual incidence of tuberculosis in South Sudan is estimated at 325 per 100,000 populations, among the highest rates in the world.

Health care coverage is estimated to be only 30 percent of the population in stable areas. NGOs and faith-based organizations, funded from international sources, run most of the services.  This has resulted in a patchwork of short-term, mostly uncoordinated health interventions that reach a small proportion of South Sudanese.  While government services are available in the major towns, particularly Juba, Malakal, Rumbek and Wau, they are under-resourced, inefficient and of poor quality. Substantial regional inequalities in access to health care lies within the low overall coverage:  PHC coverage in Equatoria states is broadly in line with Sub-Saharan Africa averages while it is considerably lower in the Upper Nile and Bahr-el-Ghazal regions.

The material resources and managerial expertise for administering the sector are insufficient and largely dependent on external financial and technical assistance.  Overall, existing infrastructure and equipment are extremely poor, with many hospitals and health centers with either the status of despair or the capacity and characteristics of lower-level facilities.  In addition, the facilities are unequally distributed among the regions.  On average, in rural areas, there are about 14,000 people per health unit and 75,000 per health center.  There are about 400,000 people per hospital; a recent inventory of hospitals in South Sudan describes a heavy, largely derelict infrastructure. 

The human resource for health (HRH) is grossly inadequate in South Sudan and is complicated by sensitive post conflict issues. Poor staffing standards and a lack of qualified personnel have resulted in the many low-level staff and a shortage of mid-and-higher-level cadres such as midwives and pharmacy staff making bit difficult to implement a recently prepared HRH policy. Following CPA, Southern Sudanese led by the SPLM were joined by the international community in a Joint Assessment mission followed by the development of the interim health policy, both of which provided a roadmap for the recovery and construction of the health care in the nation.  Given the structural weaknesses of the system, true progress can be registered only through long-term, sustained interventions.  At the same time, there is obvious need to address the urgent health needs of the population through rational short-term initiatives to save lives and reduce suffering.  The Ministry of Health (MoH) has therefore been pursuing a two-track strategy, establishing a balance between development of core capacities of the health system (Track 1) and the immediate delivery of essential services to a significant proportion of the population (Track 2).

At present, MoH has certain advantages and opportunities for strengthening management and restoring services: The official launch of the “Health Policy for the Government of Southern Sudan 2007-2011” in December 2007 and the building on the cumulative policies and strategies since 1997 coupled with more effective partnership among the health authorities and international partners, provide a strong foundation upon which a modern sector-wide health care delivery system can be developed. The strong government willingness to adopt implementation mechanisms, particularly in the area of contracting, which was designed to bypass existing capacity constraints; the consensus on the need for decentralizing governmental responsibilities and health services, while carefully examining the expediency and modality of decentralization the transition period in Juba, Malakal, Wau and other towns and existence of potentially significant financial resources (from international and national sources) since CPA present the opportunity to reform and rationalize the existing government health system

In the new health policy, basic/primary health care remains the cornerstone of the health system. It emphasizes that the Government of Southern Sudan (GoSS) and MoH-GoSS have the political will and commitment to successfully implement and achieve this policy. However, pre-requisites to success are continuing peace, security, and adequate availability of resources. The new policy is the first policy reflecting the CPA, thus envisions the MoH (both GoSS and State level)’s leadership, governance, and responsibility on the development and implementation of pro-poor policies for Southern Sudan.

Based on this the MoH-GoSS embarked on internal organization and development in which it arranged itself into 10 Directorates, namely: Human Resource Development; Research Policy, Planning and Health Systems Development; Primary Health Care; Administration and Finance; Preventive Care; Curative Care; External Resources and Coordination; Nursing Services; Pharmaceuticals Management and HIV/AIDS. Each of these directorates is in turn in the process of internal organization and capacity strengthening to enable competent and effective stewardship for health care in South Sudan. At the same time similar organization is going on at the level of the states to provide effective leadership in the implementation of the GoSS Health policy at state and sub-state levels.

A strategic and results-oriented measure of implementation was highlighted in the health policy, with clear policy goal, objective and outcomes based on the clarified MoH’s priorities and values. In 2007, a health budget was developed for the first time in line with the overall national development planning strategy. It was based on a medium term plan geared to specific results in accordance with planned outputs. It is critical to adapt the health strategy to each level of the health system, in order to close the gap between policy and implementation and to ensure the equitable, accessible, efficient and standard provision of effective health care at all levels. The strategy is explicit on the link and ideal balance between priority health programs and well performing health systems and emphasizes effective partnerships with other stakeholders to ensure increased coverage of quality health services.
RATIONALE

Each year the Ministry of Health produces the health sector plan budget with inputs from the different directorates of the Ministry of Health and development partners, following the guidelines put forward by the Ministry of Finance and Economic Planning of the GoSS. The budgeting process includes a report with the actual performance and expenditure of the health sector at the time of production of the budget (in this case June 2009) as well as the overall objectives for the health sector including activities and proposed results for the period 2010-2012 completed with the costing of the precise activities to take place in 2010. 
In order to complete this exercise, the MOH has requested Technical Assistance as part of the South Sudan Health Systems Strengthening project implemented by LATH.

Purpose of the Assignment
Support the planning and research Unit of the Ministry of Health of the Government of South Sudan to prepare the mid-annual report of 2009 and health sector budget for 2010. The document will then be added to the HIV-AIDS plan to form the consolidated Health Midyear Report and Annual Sector Budget 2010.

Objective

Work with the planning Unit of the Federal MOH to produce the health report and health sector budget for 2010 according to the guidelines of the MOFED and in consultation with development partners.

Method of work

· Review of documents: health sector plan budget guidelines, health sector budget and report 2009, health sector policy, MOH-LATH health assessment and DHS 2006 among others, as well as specific documents provided by the different directorates at the MOH-GOSS.

· Consultations and meetings with development partners with health activities in support of the External Relations Directorate of the MOH-GoSS.
· Production or support for the production of the draft report and draft sector budget to be developed as said in consultation with partners incorporating their views and comments to produce an inclusive report.

Deliverables

1. The Planning Directorate of the MOH-GoSS produces the 2009 midyear report of health sector performance.

2. The Planning Directorate of the MOH-GoSS produces the 2010 health sector budget.

Timeline

Monday 8th June- Friday 10th July (5 weeks)

Expert Specification

· Masters in Public Health or Health Planning or Economics with demonstrated experience of planning and budgeting health programs in support of Ministries of Health preferably at national level. 

· Experience in post conflict countries with a mix of humanitarian and longer term priorities to be attended an added advantage. 

· Good communicator and listener, able to interact and collaborate with partners from different technical backgrounds. Able to work under pressure and creative in the search for options and potential solutions.

