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Work Plan Year 4
Integrated NTD Control Program, Southern Sudan



1.
BACKGROUND

Detailed information on the distribution and burden of Neglected Tropical Diseases (NTDs) in Southern Sudan is largely absent. Limited data, however, indicate that up to 90% of the population is likely to be infected with one or more NTDs. War and civil unrest have prevented large-scale interventions, resulting in Southern Sudan probably having the largest number of NTDs of any country in sub-Saharan Africa
. For five major NTDs – lymphatic filariasis (LF), onchocerciasis, soil-transmitted helminth infections (STH), schistosomiasis, and trachoma – preventive chemotherapy (PCT) could be donated to Southern Sudan or made available at very low cost by pharmaceutical companies, if NTD prevalence was known. These donations could readily meet the country’s treatment needs. Millions of Southern Sudanese would be cured from chronic and debilitating infections in a highly cost-effective manner, making a major contribution to positive health outcomes in this post-conflict setting.  

In an attempt to maximize this opportunity, the Ministry of Health, Government of Southern Sudan (MoH-GoSS), established an integrated NTD control program in early 2008. The program is largely supported by USAID, through Research Triangle Institute (RTI) International, and Malaria Consortium as the lead implementing partner. 

Over the last two years, the program has achieved the following outputs:

At MoH-GoSS level:

· Formation of a National Integrated NTD Control Technical Committee at Juba level, formed by MoH-GoSS staff responsible for NTD control, WHO and the MoH partners CBM, Malaria Consortium and TCC. The committee meets every three to four months to monitor the progress of the program, discuss technical issues, and to formulate a report for the MoH Executive Board.

· Recruitment of a Director for Endemic and Tropical Diseases, MoH-GoSS. Since April 2008, Dr Mounir Christo Lado has been the focal point within the MoH for the integrated NTD Control Program. The newly appointed Director General for Preventive Medicine, Dr Atem, chairs the technical committee and is Dr Mounir’s line manager.  

· National stakeholders’ meeting on NTD control. The first meeting of NTD stakeholders took place in May 2008. The meeting was attended by staff of the MoH-GoSS, both from central and state level (Western Equatoria and Northern Bahr el Ghazal), WHO, UNICEF, RTI, partner NGOs, and potential donors. The participants finalized the draft national strategy for NTD control (2008-2011), which is now being implemented (see below).

· Development of a national strategy for integrated NTD control 2008-2011 by MoH-GoSS and stakeholders. The MoH-GoSS Undersecretary endorsed the document in July 2008. The strategy is a working document that is to be revised in 2011 based on the lessons learned and challenges faced during mapping and MDA. 

· Development of a survey protocol for rapid mapping of LF, schistosomiasis, STH and loiasis, which was endorsed by the ethics committees of the MoH-GoSS and by the London School of Hygiene and Tropical Medicine
.

· Development of a survey protocol for trachoma and the rapid assessment for avoidable blindness (RAAB) by NTD stakeholders
. The protocol outlines population-based prevalence surveys to map trachoma as recommended by WHO, including a sub-protocol to allow RAAB assessments where financial and logistics resources are available to conduct these. The protocol was approved by the MoH-GoSS ethics committee in August 2008.

· Receipt of ivermectin, albendazole, and praziquantel donations in country. An application for ivermectin and albendazole for LF elimination was developed by the MoH-GoSS and stakeholders, submitted to the MDP and approved in late 2008. The first shipment of ivermectin and albendazole for LF elimination arrived in Southern Sudan in early 2009. USAID fund bought three million tablets of praziquantel for schistosomiasis control.

Mapping achievements:

· Trachoma mapping was completed in Greater Maridi and Greater Mundri counties of Western Equatoria State
. Clinical officers and community health workers from the implementation areas were trained in trachoma grading and treatment of eye conditions. With the assistance of these staff and a Ugandan ophthalmologist, 40 villages were surveyed.

· Integrated NTD Mapping completed in Northern Bahr el Ghazal state. State laboratory technicians and assistants were trained on diagnostic procedures for LF, schistosomiasis, STH and loiasis in the field by experienced laboratory technicians from the MoH Uganda. 

· Trachoma risk map for Southern Sudan under development. Using geographic information system (GIS) technology and trachoma data collected through prevalence surveys conducted in the past, different models are being tested to predict areas at risk of trachoma. The results will be used to guide the MoH-GoSS in decision-making as to where to prioritize further population-based prevalence surveys to generate baseline data for monitoring and evaluation of the implementation for SAFE intervention.

· Trachoma rapid assessments completed in Northern Bahr el Ghazal and Unity states. Before implementation of labor-intensive and costly population-based surveys, rapid assessments were conducted to establish whether trachoma interventions are required in Northern Bahr el Ghazal and Unity, hence providing guidance to the MoH-GoSS as to whether baseline surveys need to be conducted and followed by SAFE intervention.
 In areas where rapids assessments indicate that trachoma is not endemic no further survey work, nor intervention, is required. The rapid assessments showed that all of Unity state is highly trachoma endemic, while there is little to no trachoma in Northern Bahr-el-Ghazal.

Mass-drug administration:

· Based on mapping results, three greater payams in Northern Bahr el Ghazal were targeted for MDA with PCT of either praziquantel plus albendazole or albendazole alone. Supervisors, health workers, and community drug distributors (CDDs) were trained on the treatment of the targeted diseases, how to register population, how to deliver the correct dosage of PCT, and on how to identify and respond if individual report adverse events.

The national strategy for integrated NTD control calls for the completion of NTD mapping in all of Southern Sudan by the end of 2010 and for an increase in the geographical PCT coverage to 50% of the eligible population. While the current funding would not allow the country to achieve these goals, it would significantly increase the number of mapped states (from one to four) and areas receiving MDA (from one to three states). The proposed funding for the national integrated NTD control program would build on the achievements made to date and use the same approach, both for management and implementation, as that developed over the last two years.

2.
MANAGEMENT

2.1
MoH-GoSS leadership

The National Integrated NTD Control Technical Committee (Figure 1) was formed by the MoH-GoSS at program inception to foster dialogue between the existing, vertical NTD programs (onchocerciasis and trachoma), hence providing a means to expand the scope of existing delivery systems for PCT. Strong MoH-GoSS leadership of the NTD Technical Committee, and thus of the integration process, was ensured by appointing the Director General for Preventive Medicine as the chair of the Technical Committee. The committee’s roles are to: 

· Ensure that MoH implementing partners adhere to the national NTD control strategy

· Monitor the progress of NTD mapping and MDA implementation

· Plan and advocate for the scale-up of mapping and MDA to all NTD endemic areas

· Review the progress made by the integrated NTD control program and amend the national strategy as needed.
Figure 1. National Integrated NTD Technical Committee
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In the two states targeted by the NTD program between 2008 - 2009 (Western Equatoria and Northern Bahr el Ghazal), an NTD focal person was identified by the state MoH. The role of these focal points is to establish and maintain task forces at state level, led by the state MoH. UN agencies and partner NGOs in each of the states have been invited to join and membership remains open. The task forces now provide a forum for discussion of practical issues, such as: i) identification of human resources and stores throughout the state; ii) creating reporting systems for severe adverse events; iii) development and distribution of materials for information, education, and communication (IEC); iv) coordination of activities (such as interventions of the SAFE strategy for trachoma); and v) identifying partners’ resources to contribute to NTD mapping and MDA activities. This model has been highly successful and will be repeated in the remaining eight states to ensure state buy-in and support.
2.2
Grantee’s role  

Malaria Consortium is the MoH-GoSS’ lead implementing partner on integrated NTD control. Its Southern Sudan and Kampala-based staff provide considerable administrative and organizational support to the NTD Control Program, and to the National Integrated NTD Control Technical Committee, and assist the MoH-GoSS in communicating with other partners and potential donors about the program and its progress. Technical support is provided intermittently, by Malaria Consortium staff based in Southern Sudan or at the regional office in Kampala, or by the NTD Senior Advisor based at KEMRI in Nairobi. Examples of past support include advice and work on: i) applications for drug donations, ii) development of survey methodologies, iii) data analysis and interpretation, and iv) delivery of appropriate interventions. As a RTI sub-grantee, Malaria Consortium also plays a key role in ensuring cash-flow and financial reporting. Implementation of all field activities of the integrated NTD program to date has been led by Malaria Consortium, ranging from NTD surveys to the delivery of MDA in identified endemic areas. This involved procurement of equipment and vehicles, recruitment and training of human resources, management of stores, and provision of staff security measures. 

2.3
NTD Control Program Staff – Malaria Consortium

The NTD Program Coordinator (Mr Nasir Muhammad) will be based in Juba and work closely with Dr Mounir Christo Lado at the MoH-GoSS (Table 1). He will oversee the day-to-day program activities and coordinates all field work, such as surveys and MDA campaigns. Mr Muhammad will rely on Mr Martin Mpakateni, Southern Sudan Finance Manager, to compile financial reports and invoices for program expenditures. Mr Anthony Sabasio, a Southern Sudanese staff member, is the program’s Technical Field Officer. He oversees survey activities in the field, including supervision of national laboratory technicians, and maintains relationships with local officials. All three positions will need to be maintained during Year 4. 

Mr Muhammad and Mr Sabasio are fully covered under USAID Washington/RTI funding, whilst Mr Mpakateni’s position is cost-shared between RTI and other major projects implemented by Malaria Consortium in Southern Sudan. This cost-share will continue over the coming year. To allow scaling up of activities, however, additional positions are required to conduct field work and provide essential logistics support to field teams. A proposed staffing structure is outlined in Table 1.

Table 1. Program staff and technical assistance required during field work

	Title
	Name

	NTD Control Program Coordinator
	Nasir Muhammad

	South Sudan Finance Manager
	Martin Mpakateni (cost-shared)

	NTD Technical Field Officer (national)
	Anthony Sabasio

	Logistics Officer (international)
	TBA

	LF, schistosomiasis and STH surveys

	Survey team leader (international)
	TBA

	Survey team leader (international)
	TBA

	Survey/MDA supervisor (national)
	Jimmy Okwany

	Survey/MDA supervisor (national)
	Ruth Foni Okayo

	Trachoma survey

	Survey team leader (international)
	TBA

	Ophthalmic officer (international)
	TBA

	Ophthalmic officer (international)
	TBA

	Ophthalmic officer (national, if available)
	TBA

	Ophthalmic officer (national, if available)
	TBA


The rationale behind the proposed staffing structure is as follows. In line with Southern Sudan’s national strategic plan, the activities proposed below aim to increase the amount of states surveyed for LF, schistosomiasis, STH and loiasis from one to three. It is anticipated that the activities can start in March 2010, after all supplies have been procured between December 2009 and February 2010. Our experience has shown that each survey team, including short-term, experienced laboratory technicians from the Ugandan MoH (not shown above), can map one state in a maximum of two months. To be able to map three states during the dry season, two states will need to be mapped simultaneously, with up to three teams operating in each state. The core of each of these teams will consist of a team leader (international), with skills in data management, and a national counterpart. Once the first two states have been mapped (Unity & Eastern Equatoria), surveys will continue in Upper Nile and population-based prevalence surveys for trachoma will be conducted throughout Unity state. Using the data generated by the surveys, a plan will be formulated to target two of the three states with MDA, starting in July 2010 at the latest.

Due to considerable differences in the methodology and skills required for trachoma prevalence surveys a separate team will need to be established, requiring experienced ophthalmic graders (mix of nationals and internationals, depending on availability) to train clinical officers from the state. The logistical requirement to run up to three survey teams per state simultaneously will be considerable, as will be those associated with large scale MDA. To ensure that teams receive the field support they require to operate efficiently and safely, one logistics officer needs to be hired. 
3.
PROGRAM OBJECTIVES AND KEY ACTIVITIES

Objective 1: To know the distribution of LF, schistosomiasis, STH infection and loiasis, in three states, hence allowing the MoH-GoSS and implementing partners to target their limited NTD control resources

Key Activity. Surveys for LF, schistosomiasis, STH infection, and loiasis in Eastern Equatoria, Unity, and Upper Nile states. 

Concurrent, integrated NTD surveys will take place in Eastern Equatoria and Unity States, followed by Upper Nile (figure 2). LF and loiasis prevalence will be surveyed at county level, whereas surveys for schistosomiasis and STH infection will be conducted at payam level, to account for the more focal distribution of the latter two diseases. Local laboratory technicians will be trained on the survey methodology and diagnostic procedures by experienced Ugandan laboratory technicians during field work. All survey techniques will follow the most up-to-date guidelines from WHO and those approved by the ethics committee of the MoH-GoSS.

In states where LF is found to exceed the WHO threshold for MDA intervention (1% prevalence), one sentinel site will be set up. The NTD Control Program will follow WHO recommendations on establishing sentinel sites to monitor progress towards LF elimination. Funding from USAID’s mission in Southern Sudan will allow the establishment of up to three LF sentinel sites if LF is found to be endemic in each state mapped.

To confirm the validity of survey results, a sub-sample of slides will need to be cross-checked by the Vector Control Division, MoH Uganda. Data will be double entered, analyzed and made available in the form of tables and a map, which will be distributed to the MoH-GoSS and implementing partners. Findings will be submitted to RTI in the form of an updated baseline form, and subsequently published in the open-access peer-reviewed literature
. 

Figure 2. Map of Southern Sudan showing States and Counties to be surveyed in 2010.
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Objective 2: Trachoma baseline data for Unity state generated so that integrated control can be initiated

Key Activity. Population-based prevalence surveys of trachoma 
Population-based prevalence surveys for trachoma will be conducted in Unity State, combining two to three counties into one survey unit (i.e. 4 surveys). A rapid trachoma assessment in August 2009 indicated that the entire state is endemic for trachoma. To obtain azithromycin donations from the International Trachoma Initiative (ITI) and to monitor and evaluate interventions detailed prevalence data are required. The standard WHO trachoma grading procedure will be used by trained eye examiners to determine prevalence of active trachoma and trichiasis.

Data will be double-entered, cleaned and analyzed, and shared with RTI/USAID in the form of an updated baseline form. Subsequently, and after discussion with the Trachoma Control Program at the MoH-GoSS, results will be disseminated in the form of a policy brief, including recommendation on implementation of the SAFE strategy, and be published in the open-access peer-reviewed literature.
Objective 3: To initiate large scale MDA for LF elimination and STH/schistosomiasis control in two states, and generate crucial information on the logistics and cost implications for further expansion

Key Activity 1: To deliver MDA to all NTD endemic payams/counties in two highly NTD endemic states

Based on results generated under Objective 1, the two most highly NTD endemic states will be selected to initiate large scale MDA intervention. Registers and IEC materials will be reviewed and reproduced in an integrated format based on the overlap of NTDs, drawing on Malaria Consortium’s experience of developing such materials for Northern Bahr el Ghazal. CDDs and supervisors will be trained on how to complete registers and forms, use dose poles to administer the correct amount of drugs and how to educate communities on the prevention of NTDs. 

To promote awareness and rally support for CDDs and other volunteers before the start of MDA activities, social mobilization and IEC campaigns will take place. County health departments and local authorities will assist in the organization of MDA launchings across the targeted state.  

Community health workers at primary health care centers (PHCCs), as well as CDDs, will be trained in identifying, managing and reporting Severe Adverse Events (SAEs) at each level. Where necessary, Malaria Consortium staff will facilitate transport of individuals showing signs of adverse events to health facilities where they can be treated. 

Monitoring and evaluation of the MDA will follow standard guidelines developed by WHO and RTI/USAID.

Key Activity 2:  Establish the logistical requirements of scaling MDA to all NTD endemic areas.

Malaria Consortium will evaluate the lessons learned from these large-scale MDA interventions. This information will be used to improve on the delivery platforms for each endemic area.

To estimate the potential impact of MDA activities during FY10, tables 2 and 3 provide information on potential MDA scenarios in Unity and Eastern Equatoria. Here it is assumed that both states are found to require intervention for LF, schistosomiasis, and STH, and that endemicity of active trachoma in Unity is confirmed to exceed the 10% prevalence threshold for MDA in all counties.

Table 2. Number of counties and persons targeted for treatment in Year 4 by disease

	
	Number of counties targeted
	Number of persons targeted

	Disease
	USAID funds
	Other funds
	USAID funds
	Other funds

	LF
	13
	
	2,062,312
	

	Onchocerciasis
	
	29

	
	5,189,629

	Schistosomiasis
	6
	
	1,031,157
	

	STH
	13
	
	2,062,312
	

	Trachoma
	9
	12

	1,463,908
	1,326,194

	All NTDs
	13
	39
	2,355,095
	6,272,818 (approx.)


Table 3. Number of people targeted for treatment in Year 4 with USAID funds (by county)

	County
	Total population
	Drug package

	
	
	IVM+ALB+PZQ

	Azithromycin or Tetracycline


	Guit, Unity
	119,262
	95,410
	119,262

	Koch, Unity
	210,605
	168,484
	210,605

	Leer, Unity
	88,633
	70,906
	88,633

	Mayendit, Unity
	78,948
	63,158
	78,948

	Mayom, Unity
	359,105
	287,284
	359,105

	Abiemnom, Unity
	72,090
	57,672
	72,090

	Payinjar, Unity
	156,046
	124,837
	156,046

	Rubkona, Unity
	264,581
	211,665
	264,581

	Ruweng, Unity
	114,638
	91,710
	114,638

	Budi, EEQ
	182,854
	146,283
	-

	Kapoeta, EEQ
	391,040
	312,832
	-

	Magwi, EEQ
	148,245
	118,596
	-

	Torit/Lopa/Ikotos, EEQ
	391,844
	313,475
	-

	TOTAL
	2,577,891
	2,062,312
	1,463,908


4.
ADDITIONALITY 

The term ‘additionality’ is used to highlight where USAID investment has increased the scale or scope of existing NTD control programs. Key examples include additional people treated, additional diseases treated in the national NTD control program, increased geographic coverage, or improved rates of coverage.  
4.1 Extended geographical coverage

Prevalence data are essential to inform the MoH-GoSS of the geographical areas where NTDs exceed the WHO recommended thresholds for intervention. To date, USAID/RTI funding has allowed mapping of LF, schistosomiasis, STH infection and loiasis in Northern Bahr el Ghazal. However, to allow for rapid scale-up of the NTD program, as foreseen in the national strategic plan, the whole country should have been surveyed for LF, schistosomiasis, and STH infection by the end of 2010. Endemic areas then need to be targeted with MDA and other interventions. Integrated surveys in the three proposed states will make a major contribution towards targeting MDA to NTD endemic areas in the country.

In the states selected for MDA, Malaria Consortium will contribute towards strengthening the existing delivery structures (for example community-based volunteer networks for onchocerciasis treatment, EPI delivery or guinea worm surveillance). Through this input it will be ensured that existing structures are strong enough to handle the delivery of additional drugs.
4.2 Additional number of persons treated and additional number of drugs delivered

Individuals receiving PCT during MDA funded by USAID will add to the number being treated by the Southern Sudan Onchocerciasis Task Force (SSOTF) in onchocerciasis endemic areas, as well as to those treated for trachoma with antibiotics by The Carter Center (TCC). If part of the state chosen for integrated MDA already benefit from delivery of ivermectin for onchocerciasis or of antibiotics for trachoma, USAID funds will not only be used to expand the geographical area benefitting from PCT delivery, but also to increase the number of individuals treated and the number of different treatments they receive. Integrated delivery is therefore likely to be considerably more cost-effective than the stand-alone programmes, as is being documented for USAID supported NTD programmes elsewhere.

4.3 NTD funding and contributions by other donors/organizations

· Mapping 


· CBM and TCC are keen to continue their collaboration with Malaria Consortium on training of trachoma graders.

· State MoH and County Health Departments will provide laboratory personnel to be trained and assist in the integrated mapping as part of the survey teams.

· During 2009, the Vector Control Division of the MoH Uganda provided highly experienced laboratory technicians to train Southern Sudanese counterparts and support these technicians in the integrated NTD mapping. This arrangement has been extremely productive and will be required for future integrated NTD surveys to overcome the acute shortage of trained laboratory technicians in Southern Sudan.

· MDA

· WHO have over 1.5 million tablets of albendazole in stock, which will be available for STH treatment in areas where there is no LF. 

· Merck & Co. Inc., though the Mectizan Donation Program (MDP), has donated 885,000 tablets of ivermectin to Southern Sudan to be used for treatment of LF. Glaxo SmithKline, through MDP/WHO, has donated 326,800 tablets of albendazole to be used in combination with ivermectin for treatment of LF. To date this drug combination did not need to be delivered, because Northern Bahr el Ghazal is not LF endemic and other parts of the country have not yet been surveyed.

· TCC will continue to distribute azithromycin treatment, donated by Pfizer through ITI, and tetracycline in parts of Jonglei and Eastern Equatoria. TCC will also continue to the support other components of the SAFE strategy in these areas.

· For areas not covered by TCC, ITI is keen to provide the required amount of azithromycin donations.

· CBM cost-shares SSOTF activities for control of onchocerciasis.

· MoH-GoSS is contributing in kind by providing storage space for praziquantel and ivermectin, and staff time to coordinate the required activities.
· The SAFE strategy 

· CBM and other NGOs will continue to support trachoma interventions with surgery camps and training of surgeons.

· TCC has asked NGOs working in Jonglei and Eastern Equatoria to assist in the implementation of the SAFE strategy.

· UNICEF and leading partners in WATSAN, including USAID’s BRIDGE programme in the northern states will be asked through the MoH GoSS to target their provision of services to areas affected by trachoma.
· In-kind contribution by the MoH-GoSS in the form of staff time of those individuals directly and indirectly involved in the NTD Control Program

· Dr Mounir Christo Lado, Director for Endemic and Tropical Diseases

· Dr Nathan Atem, Director General of Preventive Medicine

· Dr Olivia Lomoro, Director General for Research, Planning, and Health Systems Strengthening

· Dr Lucia Kur, Trachoma Control Program Coordinator
5.
INTEGRATED MDA 

5.1
Target Population

Estimates for target population are included in tables 2 and 3 of this document. Table 4 shows the target population for MDA by age group, assuming that all counties (or payams in the case of schistosomiasis) are found highly endemic for mapped LF and trachoma. PCT treatment schedules for the targeted diseases are shown in table 5; as most communities will not have been exposed to praziquantel treatment, this first round will need to be conducted separately from ivermectin + albendazole administration, to reduce the risk of side effects.

Table 4. Target population by age groups and disease.

	NTD
	Target groups

	
	0-6 months
	<5 years
	5-14 years
	15 years+

	LF
	-
	-
	876,483
	1,185,830

	Schistosomiasis
	-
	-
	438,242
	529,915

	STH
	-
	-
	876,483
	1,185,830

	Trachoma
	29,278
	263,503
	497,729
	673,398


Table 5. Integrated treatment schedule

	Target diseases
	MDA

	
	Week 1
	Week 2
	Week 3

	LF/STH/Oncho
	IVM+ALB
	
	

	Schistosomiasis
	
	PZQ
	

	Trachoma
	
	
	Z-max/Tetracycline


If LF is not endemic in a particular county, then PZQ and ALB will be administered in week 1, while zithromax/tetracycline will still be administered in week 3. Treatment will be provided either door-to-door or at a central location, depending on the delivery platform operational in a specific area.

All drugs are already in country, with the exception of zithromax. The stock in Southern Sudan previously donated by the International Trachoma Institute (ITI) was about to expire without use in the country and was therefore sent by TCC to Ethiopia for use there. An application for additional zithromax has been submitted by TCC through the MoH GoSS to ITI. Some of this new stock will be available for distribution in the target area, provided that it is replenished through a new request to ITI.

5.2
 Training

Training will take place prior to the launching of MDA. Three types of training will be required for the integrated control of NTDs:

· Training of CDDs on the diseases they will target with the drugs they distribute, including dosage for treatment of different populations, management of possible adverse reactions, and referrals to health units and centres.

· Training of health workers at health facilities on case management of SAEs.

· Training of trainers and supervisors on monitoring drug distribution, adverse events, data compilation, and reporting.

MoH officials at state and county level will be invited to the trainings, to build capacity and to foster program ownership. 

Table 6: Types of training and numbers of individuals to be trained

	Training cadre
	Number to be trained
	Number of training days

	Laboratory technicians/assistants
	12 to 18
	Two-day theory and protocol, field training.

	Trachoma graders/interviewers
	4 to 6
	One way for assessment. Field training as well

	MDA Trainers and supervisors
	100
	Two to three days

	MDA staff at health centers
	25
	One day, may be combined with ToT/supervisor training

	MDA CDDs
	1500
	Two days minimum in multi-PCT locations.


5.3
Supervision 

During mapping, field teams will be supervised by expatriate team leaders and national supervisors hired by Malaria Consortium. Dr Jan Kolaczinski, Malaria Consortium’s Senior Specialist for Neglected Tropical Diseases, will provide technical assistance through monthly field visits, regular phone calls and e-mail exchanges (where feasible). MoH Uganda laboratory technicians will be recruited as short-term consultants to train Southern Sudanese technicians and support integrated NTD mapping activities in the field. 

Current supervisors of CDTI and other delivery networks will be trained on co-administration for the control of NTDs. Supervisors will report to Malaria Consortium staff in the field or to a responsible health worker at a facility where available. Supervisors will be responsible for making sure that CDDs are compliant with MDA guidelines, compile data collected by CDDs and sign off on all forms and registers.

5.4 
 Technical Assistance

Short-term technical assistance has been anticipated to: i) develop schistosomiasis risk maps (based on presence of waterbodies) used to select survey sites, ii) successfully train national laboratory technicians/assistants and trachoma graders, and iii) to pilot IEC materials, registers and forms to ensure they are understandable to users (Table 7). 

Table 7. Short-term technical assistance needs 

	Task
	Technical skill required
	Level of Effort 

	Development of ecological zone map for southern Sudan to allow selection of survey sites for schistosomiasis study
	· Experience with schistosomiasis survey methodology.

· Experience with GIS methods

· Access to required environmental and geographical data
	10 days of desk-based work

	Training of national laboratory technicians and supervision of diagnostic procedures during surveys
	· Experience in laboratory tests for LF, schistosomiasis and STH infection 

· Experience in training 

· Experience in supervision of teams. 

· Preference for personnel with experience in setting up LF sentinel sites. 
	4 to 5 months field-based work 

	Training of trachoma graders using WHO guidelines
	· Personnel with experience in grading of trachoma and with ophthalmic clinical training
	2 to 3 months

	Pre-testing of IEC materials
	· Experienced in developing and testing IEC materials and BCC strategies

· Experienced in piloting and evaluating IEC materials
	6 days in the field


5.5 
Management of Severe Adverse Events 

CDDs will monitor their respective communities for mild and severe adverse events (SAE) and refer cases to designated health facilities. Health workers at these facilities will be trained in the detection and management of adverse events. Cases that cannot be treated at health centers will be referred to hospitals. Surveillance by medical personnel (i.e. health workers at facilities) will be in place for until day 5 post-treatment. In the community, CDDs will monitor for adverse events from days 2 to 5 post-treatment. SAE management guidelines will be printed for health workers and copies will remain at health facilities for review when needed. Health facilities in the referral system will be equipped with the commodities required to manage SAEs.

All SAE will be reported by the MoH-GoSS immediately to the MDP and other pharmaceutical donors involved, using the forms and reporting procedures outlined by WHO. Malaria Consortium will be informed of these reports and ensure that they are received by WHO and the USAID mission in Southern Sudan within 24 hours. 

6.
MONITORING AND EVALUATION

Malaria Consortium will report on program activities on behalf of the MoH-GoSS in accordance with the USAID/RTI Monitoring and Evaluation Plan. This includes reporting of drug coverage within 90 days of completion of MDA.

Routine drug coverage information will flow from CDDs to their supervisors in each county, who will review the forms to ensure accuracy of data. Malaria Consortium staff and selected health personnel based in facilities will collect these data, which will then be sent to the county health departments, state MoH and ultimately MoH-GoSS. This process is expected to take between four to six weeks. 

MoH input and endorsement of all monitoring and evaluation tools and protocols will be sought from the Directorate of Research, Planning, and Health System Strengthening, MoH-GoSS, and from the epidemiology and surveillance department within the Directorate of Preventive Medicine.

7.
ADVOCACY 

Results from the survey exercises will be reported to the MoH-GoSS Executive Board, through the national technical committee, in order to seek increased financial contributions from the Southern Sudan government. A stakeholder meeting will be held in September 2010 to share the findings with all stakeholders. In addition, the findings will be written up for publication in the peer-reviewed literature for the purpose of international advocacy. 

The MoH GoSS is planning a second stakeholders’ meeting during the first quarter of Year 4. This meeting is an opportunity for other partners to be updated on the progress of the NTD programme, as well as to share their own future plans on NTD control and elimination and to identify potential sources of funding. Stakeholders’ meetings will be planned on an annual basis after Year 4.

Malaria Consortium will continue to investigate other sources of funding to contribute to the national integrated NTD program. Additional partners will also be sought to support surgery of hydrocele, lymphoedema and trichiasis, and to support water, sanitation and IEC/BCC activities of the SAFE strategy for trachoma elimination. 

8.
REPORTING 

8.1   Semi-annual reporting of progress of country program. By March 30 and September 30 2010, Malaria Consortium will provide a report on the program’s progress in compliance with reporting guidelines provided by USAID Washington and RTI. In addition, Malaria Consortium’s program coordinator will provide regular updates to USAID Southern Sudan Mission.

8.2 Regular updates and plans. 

Table 8: Reports and other deliverables to be provided to RTI/USAID and estimated delivery date 

	Deliverable
	Date of delivery

	Report on integrated mapping results in the form of updated baseline form
	April 30, 2010 (Unity and Eastern Equatoria), June 30, 2010 (Upper Nile)

	Report on trachoma survey results in the form of updated baseline form
	June 30, 2010

	MDA coverage forms 
	January 2010 (Year 3) and September 2010 (Year 4)

	Drug management plan
	September 2010 (after Y4 MDA)

	Copies of all training and IEC materials sent to Washington, DC
	September 2010

	Advocacy strategy for Year 5
	September 2010 

	Budgeting tool
	February/March 2010


9.
COST SHARE

Malaria Consortium cost-share will be provided from core funds and from existing UN and CIDA funded projects. Cost-share includes staff time, the purchase of three vehicles to assist with the mapping and MDA activities, as well as the purchase of drugs necessary to manage SAEs during MDA. Representation at the Global Alliance for Elimination of Lymphatic Filariasis (GAELF) meeting will also be cost-shared by Malaria Consortium.

10.
TIMELINE OF KEY ACTIVITIES, December 2009 - SEPTEMBER 2010

	
	2009
	2010

	Activity
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	Jun
	Jul
	Aug
	Sep

	PREPARATION

	Procurement of laboratory consumables, supplies and vehicles.
	
	
	
	
	
	
	
	
	
	

	Sensitization visits to states and counties 
	
	
	
	
	
	
	
	
	
	

	WORKSHOPS/MEETINGS/ADVOCACY

	NTD Stakeholder meeting
	
	
	
	
	
	
	
	
	
	

	Development of policy briefs, based on survey findings
	
	
	
	
	
	
	
	
	
	

	SURVEYS IN:

	Integrated NTD Surveys in Eastern Equatoria and Unity
	
	
	
	
	
	
	
	
	
	

	Integrated NTD Surveys in Upper Nile
	
	
	
	
	
	
	
	
	
	

	Trachoma population-based prevalence surveys, Unity
	
	
	
	
	
	
	
	
	
	

	Data entry and preliminary analysis
	
	
	
	
	
	
	
	
	
	

	Quality control of slides in lab
	
	
	
	
	
	
	
	
	
	

	Final data analysis
	
	
	
	
	
	
	
	
	
	

	ESTABLISHMENT OF LF SENTINEL SITE IN:

	Eastern Equatoria and Unity
	
	
	
	
	
	
	
	
	
	

	Upper Nile
	
	
	
	
	
	
	
	
	
	

	MDA Preparation & Implementation

	Testing & reproduction of IEC, registers, forms, and dose poles


	
	
	
	
	
	
	
	
	
	

	Recruitment & mobilization of CDDs 
	
	
	
	
	
	
	
	
	
	

	Community mobilization & IEC campaign launchings
	
	
	
	
	
	
	
	
	
	

	Training of trainers, CDDs, supervisors, and health workers
	
	
	
	
	
	
	
	
	
	

	Transport of drugs & other materials from Juba to the field
	
	
	
	
	
	
	
	
	
	

	MDA in two state identified through rapid mapping
	
	
	
	
	
	
	
	
	
	

	SAE surveillance
	
	
	
	
	
	
	
	
	
	

	PROGRAM MANAGEMENT AND REPORTING:

	Reporting of data from CDDs to health facilities, CHD, State and central level
	
	
	
	
	
	
	
	
	
	

	Reporting to RTI
	
	
	
	
	
	
	
	
	
	

	Program liaison and representation
	
	
	
	
	
	
	
	
	
	


Appendix 1


Southern Sudan Advocacy Strategy

Malaria Consortium

Prior Advocacy activities 
Activities undertaken since the start of the integrated NTD control program in Southern Sudan include:

1. Organization of a national stakeholders’ meeting that brought together partners involved in NTD control, UN agencies, MoH authorities and potential donors to launch the integrated NTD control program and to finalize the draft national strategic plan.

2. Establishment of a national technical committee to oversees activities and guide the integrated NTD control program in line with the national strategic plan. Formal terms of reference and chair for the committee were accepted by all members of the committee, which has met four times in the last 16 months.

3. Regular consultation with vertical NTD programs and other health programs in the areas of intervention about operational issues and to coordinate work in the field. These include the onchocerciasis control program, organizations involved in mass distributions of insecticide-treated net, the child survival initiative and agencies supporting community-based management of childhood illnesses in Northern Bahr el Ghazal State, as well as the primary health care system. Other NGOs working in the target area were also consulted regarding implementation issues particularly security and access to target populations.

4. The MoH and Malaria Consortium have been involved in discussions with potential donors, including the USAID mission in country, for the rapid scale-up of the program. The MoH had been in talks with the MDTF system, led by the World Bank, to allocate matching funds to NTD control, which are at this point stopped due to the economic crisis affecting the country. DfID has provided funds for trachoma risk mapping and rapid assessments.

5. The MoH and Malaria Consortium attended the 8th Annual RPRG Meeting for LF held by the Eastern Mediterranean Regional Office of WHO (EMRO), to share the progress and plans for the integrated NTD Control Program, as well as to advocate for further funds to finalize mapping. WHO recommended continuing LF mapping efforts in Southern Sudan and for WHO’s office in Juba to work with the MoH in these efforts.

6. In the two States where the integrated NTD control program has operated so far (Western Equatoria and Northern Bahr el Ghazal), systems were put in place to keep partners and local MoH authorities informed of the activities and results of mapping and MDA. Western Equatoria formed a State committee to assist with coordination and implementation, and to provide recommendations to the NTD Control Program regarding operations in the State. The State government in Northern Bahr el Ghazal chose to make NTDs a fixed topic during the MoH monthly Health and Nutrition Coordination Meeting. A NTD focal point was also appointed by each State MoH.

Sustainability continuum 

Southern Sudan’s integrated NTD Control Program is currently on stage 2 of the sustainability continuum. In 2008, the MoH approved the national Integrated NTD Control Strategy, drafted with support from Malaria Consortium and all other NTD stakeholders. A national technical committee was formed in May 2008 and in 2009 the MoH included a designated budget line for NTDs in its annual financial plan. Mapping and MDA started in late 2008 and mid 2009, respectively, relying heavily on community mobilization at the County and Payam levels for the implementation of these two activities. Data and program achievements are regularly shared with stakeholders during the meetings of the national technical committee and through MoH channels.

In 2008, the national technical committee agreed that the CDTI structure of the onchocerciasis control program provided a delivery structure that should be explored as a potential platform for co-administration of other PCT in parts of Southern Sudan. It was agreed that this approach should be tried in Western Equatoria and Northern Bahr el Ghazal. During 2009 there was, however, little opportunity to integrated MDA activities with the onchocerciasis program since Western Equatoria was not accessible due to insecurity, and because administrative and human resource problems prevented onchocerciasis program from implementing activities in Northern Bahr el Ghazal. Delays in provision of funds to Malaria Consortium for MDA to treat schistosomiasis and STH in Northern Bahr el Ghazal meant that it was too late for joint planning of delivery activities with other health programs, although activities were coordinated with other NGOs operating in the area, where feasible. 
Advocacy objectives for Year 4

Rapid scale-up of integrated NTD control has been challenging because extensive NTD mapping is required to identify populations in need of PCT. None of the other health sector donors in Southern Sudan have been willing to contribute funds to support NTD surveys, despite extensive efforts on the side of the MoH-GoSS and Malaria Consortium to generate such contributions. Due to the global economic crisis and associated drop in oil prices the MoH-GoSS presently has no funds to contribute to any disease control program, not just NTDs. Although the MoH strongly advocated for funds from the multi-donor trust fund (MDTF) – a mechanism that links donors with the MoH to contribute matching funds to priority areas within the sector – this mechanism has not disbursed funds to any health priority areas over the last years. This lack of disbursement is partially due to the fact that the MoH now, due to reduced oil prices, has no funds to match the MDTF contribution. 

In Southern Sudan, continued advocacy is therefore required both at the MoH and donor level to ensure that the funding based of the integrated NTD program expands. In this post-conflict environment, the fledging MoH has not yet the human or financial resources to make major contributions to any of the major disease control programmes (malaria, TB, HIV), let alone rapid scale up of NTD control activities. 

Advocacy objectives for Y4 can be summarized as follows:

1. Maintain political and financial commitment from the MoH, as demonstrated by its inclusion of NTDs in its work plan and budget, and by maintaining key NTD positions within the MoH.

2. Maintain and increase commitment of NTD partners – existing and new in the country – through the national technical committee for integrated control, a stakeholders’ meeting, and an advocacy meeting to share lessons learned and gain further donor support.

3. Advocate with existing national programs (e.g. onchocerciasis, Guinea worm, trachoma) to co-administer additional drugs for NTD control. 

4. Increase advocacy efforts with donors in country and overseas interested in strengthening the health sector, while sharing the results of surveys and informing them of opportunities in integration of PCT.

5. At State and local levels, maintain commitment to and enthusiasm for the program by regularly updating authorities and other partners in the field, and through inclusion in meetings at central level (Juba) and in field activities.

Proposed advocacy activities for Year 4

1. An annual stakeholders’ meeting for integrated NTD control will take place starting in Year 4. The main objectives of these meetings will be to share updates from existing and upcoming partners on activities conducted over the last year and those planned and funded for the coming year.  This will assist in identify opportunities for cooperation and integration. 

2. National Technical Committee meetings have been extremely helpful in the execution of the country strategy for integration of NTD control drafted in 2008 and paving the way for cooperation between partners, guiding where and how the program should operate in the field. Unfortunately these meetings had been halted due to a change in leadership in the position of Chair and some internal issues within the MoH. The meetings, however, will resume during early Y4.

3. Representation at international fora is important to share the progress, successes, and challenges (especially in funding) with key actors in NTD control and to galvanize support for Southern Sudan’s program. To this effect, Malaria Consortium and MoH GoSS will be represented at the Global Alliance for Elimination of LF meeting in Korea (cost-shared) and at the annual EMRO RPRG meeting in Cairo (budgeted).

4. Formation of State committees or task forces in Unity, Eastern Equatoria and Upper Nile States. Local level advocacy will continue to have a key role in supporting the program at the grassroots level.

5. Advocacy meeting to increase funding support for integrated NTD control. Having the results of NTD surveys for three additional States by the end of Y4 (Unity, Eastern Equatoria and Upper Nile), Southern Sudan will be in a better position to illustrate the scale of the problem and hence to gain support from at least two donors, especially focusing on LF and trachoma elimination. 

Technical assistance required  

1. Stakeholders’ meeting: tentatively scheduled for February 2010, the meeting will take place in Juba and last two days. 

2. Advocacy meeting: scheduled for September 2010, the meeting will last two days in Juba and will be donor-oriented.
� 	Rumunu et al. (2009) Southern Sudan : An opportunity for NTD control and élimination ? Trends Parasitol 25, 301-307


� Sturrock et al. (2009) �Integrated mapping of neglected tropical diseases: epidemiological findings and control implications for Northern Bahr-el-Ghazal State, Southern Sudan. PLoS Negl Trop Dis 3: e537


� 	MoH-GoSS (2008) National Trachoma Prevalence Survey and Rapid Assessment of Avoidable Blindness-Southern Sudan. Juba: Ministry of Health, Government of Southern Sudan. Available from URL: http://www.malariaconsortium.org/~malaqkmt/userfiles/trachoma_protocol_southern_sudan_final_draft_20_september_2008.pdf


� Kur et al. (2009) Trachoma in Western Equatoria State, Southern Sudan: implications for national control. PLoS Negl Trop Dis 3:e492


� Trachoma rapid assessments and risk mapping are funded under cost-shared by Malaria Consortium and DfID funding.


� All reports and publications will comply with the marking and branding guidelines prepared by RTI.


� Numbers in this table depict a scenario where LF is found endemic in all areas surveyed, and where schistosomiasis is found in half the payams surveyed. Trachoma MDA has been conducted so far by The Carter Center, but funds can be combined to target all diseases in areas already being targeted for trachoma. Unity has nine counties and Eastern Equatoria four (NIDs data show up to six but does not differentiate them properly. Four are estimated in baseline data).


� Based on the number of counties targeted in 2008 by SSOTF.


� Based on the number of counties targeted for MDA by The Carter Center in 2008.


� Figures for the population to be treated are estimates and will be revised after completion of mapping activities


� For PZQ, half the population is estimated to require treatment


� Azithromycin is administered to people 6 months of age and older. This total 98% of the population.
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