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Grant  
 
 TB NFM  
 
SR Name 
 
Arkangelo Ali Association -South Sudan 
 
Report for implementation period: 
 
01/01/2017 to 31/12/2017 
 
Funds Available 
 
TB NFM 
US Dollars 1,867,036.75 
 
Funds Utilized 
 
TB NFM 
US Dollars 1,867,036.06 
 
Project Areas 
 
The project is operational in thirty five (35) counties, supporting 46 TBMUs and located in ten 
different newly established States in the Republic of South Sudan, namely: 
 
Greater Northern Bahr el Ghazal State 

1. Aweil State 
➢ Aweil town (Aweil Centre County) 
➢ Panthou (Aweil South County) 
➢ Aroyo (Aweil Centre County)  

 
2. Aweil East State 
➢ Gordhim (Aweil East County) 
➢ Akuem ( Yargot County) 
➢ Malualkon (Warguet County) 
➢ Malualbaai (Malualbaai County) 
➢ Wunyiik barracks (Wunlang County) 
➢ Oumdurman (Baac County ) 
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3. Lol State 
➢ Nyamlell  (Aweil West County) 
➢ Gok Machar (Aweil North County) 
➢ Marial Bai DTC( Aweil West County) 
➢ Nyinbuoli DTC(Aweil West County) 
➢ Chelkou DTC( Aweil West County) 
➢ Wedweil DTC(Aweil West County) 
➢ Udhum DTC(Aweil West County) 
➢ Mayen Ulem(Aweil North County) 

 
Greater Western Bahr el Ghazal state 

1. Wau State 
➢ Wau (Wau County) 

 
Greater Lakes State  

1. Eastern Lakes State 
➢ Bunagok (Awerial North County) 
➢ Mingkam ( Awerial South County) 
➢ Adior (Adior County) 
➢ Nyang (Nyang County) 
➢ Yirol (Yirol West County 
➢ Mapuordit (Ngop County) 
➢ Aluak Aluak ( Aluak Aluak County) 
➢ WouWou ( Ngop County) 
➢ Atirieu (Aluak Aluak County) 
2. Gok State 
➢ Agangrial (Cueibet County)  
➢ Cueibet (Cueibet County) 
3. Western Lakes 
➢ Matangai (Rumbek Center County) 
➢ Wulu (Wulu County) 
➢ Cueicok ( Western Barhnum County) 
➢ Aduel (Eastern Barhnum County) 

 
Greater Western Equatoria State 

1. Gbudwe State 
➢ Tambura (Tambura County) 
➢ Source Yubu (Source Yubu County) 
➢ Mopoi ( Mupoi County ) 
➢ Namutina (Nagero County ) 
➢ Nagero (Nagero County ) 
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Greater Warrap State 

1. Gogrial State 
➢ Kuacjok (Gogrial West County) 
➢ Lounyaker( Gogrial East County) 
➢ Liethnum ( Gogrial East County) 
➢ Alek (Aguok County) 
➢ Akon (Awan Chan County) 

 
2. Tonj State 
➢ Marial Lou (Tonj North County) 
➢ Tonj , (Tonj South County) 
➢ Warrap ( Tonj North County) 

 
 
Contact persons 
 
Mrs.Natalina Sala                                               Dr Callixte Minani 
Project Administrator/Director             Project Manager (TB Coordinator) 
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EXECUTIVE SUMMARY 
 
The Global Fund TB NFM Grant focuses on maintaining the TBHIV  services in the existing TB 
diagnostic and treatment centers by pursuing high quality DOTS expansion, addressing challenges 
related to multidrug-resistant TB (MDR TB) and strengthening the national management capacity by 
establishing a National TB care and prevention department in the Ministry of Health in the Republic 
of South Sudan. All these are aimed towards the reduction of mortality and morbidity caused by both 
diseases. This also remains a major focus of Arkangelo Ali Association (AAA) TB care and prevention 
Program. All interventions are based on the revised NSP 2015-19 that identified gaps and defined 
appropriate strategies and has already been operationalized operational. The programs follow the 
Global Fund performance based funding where specific indicators are used to monitor progress on 
quarterly basis. During the current reporting period, AAA met most of its set targets as shown in the 
table 1.4. 
The strategies applied to meet the project goals include; on Job training of laboratory assistants, 
training of health workers in all Primary Health Care and strengthening of the PHCCs to be able to 
offer TB DOTs services so as to carry out sputum microscopy with an aim of increasing case finding 
and promptly initiating them on treatment with supervised DOTs. AAA provided TA to the TB officers 
and the CHD staff on supportive supervision and monitoring of programme activities, streamlining 
and strengthening the logistics management information systems (LMIS) and forecasting and 
quantifications including the drug ordering system, maintaining minimum-maximum (min-max) levels 
and inventory maintenance. 
AAA has a team of dedicated staff for TB intervention programs with clear terms of reference and 
functions. The organizational structure is shown in the organogram below. 
All the TB cases registered for treatment in 2017 are 3585 (with 60% of bacteriological confirmed TB).  
AAA developed operational guidelines for Home Health Promoters and State TB coordinators to 
enable them have definite responsibilities and roles at their different levels of work. 
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CHAPTER 1: INTRODUCTION 

 
1. 1 BACKGROUND 

Arkangelo Ali Association (AAA) started as an indigenous South Sudanese Non Governmental 
Organization (NGO) founded in November 2006 and registered under Relief and Rehabilitation 
Commission and the Ministry of Legal Affairs and Constitutional Development. AAA was upgraded 
to International NGO on 27th January 2012 by the chief Registrar, Ministry of Justice following 
successful TB program collaboration and implementation in South Sudan (SSD). Internationally, 
AAA is a founder member of the Bakhita Consortium along with 7 other Italian organizations, 
Kenyan and South Sudanese NGOs/Associations that works for the development of South Sudan. 
The mission of AAA is to uplift dignity of disadvantaged people through provision of social 
services with respect of transparency, quality, equity, availability and accessibility with a vision of 
a community that believes in respect for human dignity. AAA has a Regional office in Nairobi, 
Kenya under the umbrella of Verona Fathers (Comboni Missionaries Kenya Province) and a 
country Office in Juba, South Sudan. 

In 2017, AAA as a sub-recipient (SR) implemented the TB and TB HIV interventions with GFATM 
funding support under the leadership of the United Nations Development Program (UNDP) as the 
principal recipient (PR).  We implemented TB prevention, care and treatment in 14 health facilities 
(TBMUs) and 32 Diagnostic and Treatment centers that are either diagnostic sites or doubles as 
diagnostic and DOT centers and are spread across 35 counties and 10 of the newly established 
States of South Sudan. This increased after expansion of TB/HIV services in 6 new sites in the 
former Greater Lakes State.  The Implementation was in collaboration with the Ministry of Health 
where the interventions follow the standard Ministry of Health guidelines and protocols with the 
National Tuberculosis, Leprosy and Buruli Ulcer (NTLBP) Program providing the Technical 
guidance and in close collaboration with the County Health Departments (CHD) and State level 
Ministries of Health in the former States where we implement). 

The projects targets a population estimated at 2,654,310 according to the projected 2008 census 
results factoring in a growth rate of 3% per annum.   

The Global Fund NFM aims to maintain the existing TB diagnostic and treatment centers by 
pursuing high quality DOTS expansion and enhancement, addressing challenges related to 
multidrug-resistant TB and strengthening the national management capacity by establishing a 
national TB care and prevention department in the Ministry of Health of South Sudan. All these 
are aimed towards the reduction of mortality and morbidity caused by TB.  
 
The implementation of the TB care and prevention interventions is carried out at various levels 
within the AAA organizational structure, right from the headquarters to the health facilities as 
shown in the organogram below.  
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AAA Organization Structure for TB care and prevention Program 
 

 
 
1. 2: OVERALL PROJECT GOAL AND SPECIAL GRANT AGREEMENT 

 
The overall goal for this Global Fund supported TB project is to reduce mortality and morbidity 
caused by TB disease and the prevention of multidrug-resistant TB (MDR-TB) by Expanding and 
Enhancing Quality TB Prevention, Care and Control in South Sudan. However, TB TFM/NFM Grant 
mainly focus on the diagnosis of TB through microscopy that results in smear positive cases, offering 
standardized treatment to all diagnosed TB patients, giving patients support and strengthening the 
patients charter by educating them on rights and responsibilities following TB diagnosis and the full 
TB treatment duration, strengthening drug management as part of logistics management information 
system, improving monitoring and evaluation through capacity building and technical assistance as a 
comprehensive package of human resource development, prevention and controlling Multi-Drug 
resistant TB (MDR)-TB and strengthening the national TB care and prevention department in the 
Ministry of Health. The First Global Fund Grant Agreement signed for NFM TB Grant between AAA 
and UNDP was signed with the United National Development Programme (UNDP) on 09/09/2015. 
Thereafter, a Second Amendment No.1 of the First Signed Global Fund Grant Agreement was signed 
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on 11/04/2016. A Third and final Amendment No.2 of the First Signed Global Fund Grant Agreement 
was signed on 08/04/2017 after AAA was awarded by the PR UNDP an Additional Budget under 
Reprogramming which required expansion of TB/HIV services in 6 New sites in the Former Greater 
Lakes State. The overall NFM Grant was implemented between 01st July 2015 to 31st December 2017. 
 

1.3: STRATEGIES AND IMPLEMENTATION DURING THE REPORTING PERIOD 
 
The TB NFM Grant had a specific focus which required development of specific strategies to meet its 
overall goal. The strategies employed by AAA in collaboration with the PR (UNDP) and the NTP during 
the reporting period so as to maintain the services and achieve desired results include: 

 Joint health facility assessments by AAA TB Coordinator, M&E officer, CCM, MoH and the NTP to 
integrate TB HIV services in prioritized PHCCs in former Lakes state, Western Bahr el Ghazal State, 
Warrap State and Northern Bahr el Ghazal State. During these missions, on-site training, data 
management and validations and ground problem solving also took place. 

 Training of the health workers and Home Health promoters on TB management, care and 
screening of TB among PLHIV. 

 Trainings of lab tech/assistants on sputum microscopy. 

 Facility level continuous onsite training and mentoring for Nurses and clinicians on TB diagnosis, 
care and report writing/data management. 

 Facility level continuous onsite training and mentoring for laboratory staff on AFB microscopy. 

 Quarterly Data Review meetings for Sub-national committees at State level - (State, National and 
SR).  

 Strengthening and sustaining the Sub - National Committees for Orientation on TB/HIV & Training 
of TB/HIV:   Quarterly meetings for TB/HIV Coordination at State level - (State, National and SR). 
This was conducted by External Consultant on various occasions. 

 Holding HHPs Quarterly Review meetings. 

 Support of quarterly TB/HIV Coordinating Body meeting at Health Facilities. 

 Training of TB Officers and Health workers in TBMUs by a Consultant on TB so as to be as ToTs for 
capacity building the low cadres in their respective health facilities. 

 Joint Supportive supervision and monitoring of programme activities by AAA TB coordinator, 
M&E officer, the NTP and the PR for on-site training and data management and validations. 

 Streamlining the drug ordering system and inventory to strengthen the LMIS. 

 Health education in the community and mobilization to increase awareness and create self-
referral and demand for TB-DOTS services. This included school health, mass media, community 
theatre and utilizing HHPs to educate the community in administrators’ meetings, markets, local 
community courts and other organized gatherings. 

 Increasing availability and access to TB DOTs services by complementing passive TB case finding 
through facility based services with active TB case finding through mobile outreach activities and 
incorporating TB care and prevention activities into the PHC system through collaboration with 
county and state health services in the PHCCs. 

 Renovations of some structures like TB wards, labs so as to create more cross window 
ventilations for infection control, patient kitchens and in-patient toilets etc in the existing TBMUs.  
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 TB sensitizations in congregate settings like prisons, military barracks, police cells, cattle camps, 
schools, churches and returnee/IDP camps. 

 Utilizing HHPs for door to door education and screening of contacts of smear positive TB patients 
and contacts of children under 5 years on TB treatment. 

 TB screening among PLHIV in HIV care sites during medicines refill and psycho-social support 
group meetings. 

 Community TB-DOTs and promotion of treatment adherence through TB treatment supporters 
and TB club meetings. Monthly feedback meetings were conducted for TB education to patients, 
continuous counseling and experience sharing aimed at promoting treatment adherence. 
Collaboration with WFP provided food supplements and rations that were distributed during 
these feedback meetings and medicines refill. 

 Continued creation awareness of TB through dramatization by theatre performances by artistic 
groups. 

 Continued distribution of IEC materials to HWs and HHPs together with imperatives like 
umbrellas, mud boots, motorbikes and bicycles to ease reaching the communities during rainy 
seasons. 

 Provision of Furniture and Solar Systems (complete with solar panels, batteries and accessories) 
to use in the 5 different TBMUs Laboratories.  

 Rehabilitation work was done in 5 different TBMUs: for In-Patient new Toilets, 3 TB in Patient 
Wards, 1 TB Screening Ward, 1 DTC Office, 2 TB Laboratories. 

 Early retrieval of persons interrupting TB treatment and those lost to follow up, through the 
establishment of TB clubs and the involvement of TB ambassadors as well as the HHPs. The list of 
treatment interrupters was generated and distributed for tracing during the feedback meeting. 
AAA developed a TB agenda (Diary for tracing contacts of SS+/children under 5 years on TB 
treatment and TB patients interrupting treatment) for both TB officers and the HHPs. The tracing 
outcomes were updated in the TBMU registers during feedback meetings. 

 TB screening among patients admitted in wards and safe referral of sputum to laboratory for 
microscopy and relaying of results back to patients for treatment initiation within 48 hours. 

 Support for the EQA sampling and transportation from the peripheral laboratories to the Central 
Reference Laboratory (CRL) in Juba  and provision of feedback by the focal laboratory staff in the 
Central Reference laboratory to peripheral laboratories’ staff with the sole aim of high quality 
and reliable TB diagnosis.   
 

The new WHO post-2015 global TB strategy, endorsed in May 2014 by the World Health Assembly 
(WHA), includes the target of a 95% reduction in TB mortality by 2035 worldwide (compared with 
2015 levels) and a 90% reduction in TB incidence (compared with 2015 levels). These reductions will 
require novel tools for TB control allowing quicker and better diagnosis, treatment and prevention, 
with simultaneous efforts to optimize the use of existing technologies for TB prevention, diagnosis 
and treatment globally. In this regard AAA continued to provide mentorship on use of algorithms to 
diagnose clinical TB, utilization of TB screening tools and prompt referral for diagnosis and treatment 
initiation and promotion of adherence. Due to the limited utilization of GeneXpert machine only 
available in Juba for molecular diagnosis of TB, AAA continued to provide support of peripheral 
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laboratories and clinicians to submit specimen from classified patients of retreatment cases and HIV 
positive-TB co-infected patients for DST and culture as active surveillance for MDR TB in South Sudan 
 
 

1.4      RESULTS 
 

a. Programmatic TB NFM Year 3 (January-December 2017) 

Indicator 
Reporting 

Period 
Target Result 

% 
Achievement 

     

Number of notified cases of  
bacteriologically confirmed TB, new 
and relapses 

January- 
December 

2022 2150 106% 

Number of notified cases of all forms 
of TB- bacteriologically confirmed plus 
clinically diagnosed, new and relapses 

January- 
December  

3322 3585 108% 

Percentage of TB cases , all forms, 
bacteriologically confirmed plus 
clinically diagnosed, successfully 
treated(cured plus treatment 
completed)among all new TB cases 
registered for treatment  during a 
specified period 

January -
December 

85% 3314/3673(90%) 106% 

Percentage of bacteriologically 

confirmed TB cases successfully 

treated (cured plus completed 

treatment) the bacteriologically 

confirmed TB cases  registered during 

a specified period 

January -
December 

85% 1947/2197(89%) 104% 

Percentage of laboratories showing 

adequate performance in external 

quality assurance for smear microscopy 

among the total number of 

laboratories that undertake smear 

microscopy during the reporting 

period. 

January -
December 

95% 44/44(100% ) 
 

 EQA 
concordance 
of 99% 

Percentage of TB  patients who had an January- 90% 3321/3585(93%) 103% 
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HIV test results recorded in the TB 

register 

December 

Percentage of HIV positive registered 

TB patients given ART during TB 

treatment 

January -
December 

90% 215/279 (77%) 86% 

Percentage of previously treated TB 

patients receiving 

DST(bacteriologically positive only) 

January -
December 

50% 73/210(35% 70% 

Number of cases with drug resistant 

TB(RR-TB and /or MDR-TB )that began 

second line treatment 

January -
December 

0 0 0 

Percentage of HMIS or routine 

reporting units submitting timely 

reports according to National 

guidelines 

January -
December 

100% 46/46*100 
(100%) 

100% 
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 Appendix on Justification of the Variance 
 
NB: The negative variance under Cost Category Section 1 Program Management related to HR is due 
to the wrong Budget Allocation by the PR at the beginning of the Program in July 2015 for both Cost 
Categories Section 1 Program Management (HR) and Section 2 TB Care and Prevention (HR) against 
AAA Application.  
(The PR-UNDP is aware of this even though this was never rectified including during the Signed 
Second Amendment in April 2017). 

 
b. Financial-( Budget 
expenditure per activity) 
NFM 

   

Program Expenditure 
 

    

  Income USD 
 

Reason for variance 

Opening balance in 1st January 
2017 

30,346.91 

  The balance b/f from Q6/2016 (Oct-
Dec 2016) for continuation of 
program activities 

Actual disbursement 1st January 
2017 to 31st December 2017 

1,836,689.84 

  Disbursement/funds received for 
implementing 1st January 2017 to 
31st Dec 2017 

Total Income 1,867,036.75   

Total expenditure 1st January 2017 
to 31st December 2017 (1,867,036.06) 

    

Remaining balance end of 31st 
December 2017 0.69 

    Balance of $0.69 is left in the account 
to keep the account open. 

      

Program areas Income USD 

Amount 
expended in 

USD % Reasons for variance 

 Section1:Program Management 

    1.1 Salaries-Program Management 231,600.00 259,647.00 112.11% See Justification Variance 

 
    1.3 Planning and Administration 309,100.03 300,865.00 97.34% See Justification Variance 

1.3 Overhead  144,775.06 144,775.06 100% 
 Section 2: TB Care and Prevention 

    2.1 Salaries-TB Care and Prevention 616,204.79 537,679.00 87.26% See Justification Variance 

2.2 Training on TB Care and 
Prevention 565,356.87 624,070.00 110.39% See Justification Variance 

Total Income & Expenditure 1,867,036.75 1,867,036.06 
  Remaining balance end of 31st 

December 2017  0.69   
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This negative variance came about after the introduction of the New Reporting Format in Quarter 
2/2016 (April, May, June 2016) by the PR – which was later removed and another reporting format 
introduced in the Quarter 3/2016 (July, August, September 2016) (otherwise in the old Reporting 
Format up to March 2016, the variance was not appearing). In 2017, the negative variance continued 
to Accrue in each Quarter’s Report. 
Despite this accrual, the variance under Cost Category Section 1 Program Management (HR) was 
absorbed under Cost Category Section 2 TB Care and Prevention (HR). 
Important to note is (as per result during the discussion with the PR and SR (AAA) at the Meeting in 
Nairobi end of September 2016) that at the END of the Program in December 2017, the overall HR 
Section would be Zero between the Two Categories. 
 
In Cost Category Section 2.2 Training on TB Care and Prevention, the negative variance is covered by 
part of the positive variance under Cost Category Section 2.1 Salaries-TB Care and Prevention. This 
was explained in the Q9/17 Financial Report where AAA informed the PR that AAA would not request 
any Trainings’ Disbursement for Q10/17 due to the excess unutilized funds from Q8/17 brought 
about late Assessment of new sites that were the backbone of the Additional ReProgramd Budget. 
This caused the implementation to kick start in June 2017 prior to pre-expected month of April 2017. 
 
In summary, this means that at the end of the Program in December 2017 the overall result was that 
the positive variance in Cost Category Section 2 TB Care and Prevention covered fully the negative 
variance under Cost Category Section 1 Program Management. 
 
 

C. Procurement and supply management 
The management of items supplies/purchased was well tended in accordance to AAA’s operations 
manual as well as in the standards expected and communicated by PR UNDP in workshops and 
Reviews within the implementing year.  
Within the year, there was purchase of Diesel, Petrol and Spare Parts for the Motor Vehicles and 
Motor Bikes used in the different TBMUs.  
 
Further, there was the purchase of some minor Furniture and Solar Systems (complete with solar 
panels, batteries and accessories) for use in 5 different TBMUs Laboratories.  
A Water Tank was also purchased for reconnecting the Water System in Yirol TBMU. 
 
Rehabilitation work was done in 5 different TBMUs: for In-Patient new Toilets, 3 TB in- Patient Wards, 
1 TB Screening Ward, 1 DTC Office, 2 TB Laboratories. 
 
In order to make any purchases, procedures were applied. This included even in the installation of 
Solar Systems and Rehabilitation works done within the year. 
 
Usually, the Project Manager (TB Coordinator) is the mandated person to analyse the work plans 
presented by the TB Officers from different TBMUs. Upon analysis and approval of the work plans, he 
liaises with the Project Administrator/Director who in accordance with the Budget approves the 
procurement of the required requested items.  
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In terms of fuel purchases, approval is after checking the Logbooks to confirm if the usage is in 
tandem with the activities and distances covered.  
 
Additionally, through own resources, AAA was able to provide Laboratory Materials (like Lab 
reagents etc) and Drugs for second disease related to the TB Patients and delivered to various AAA 
TBMUs through GF Budget.  
Selection of the Company that transported the above materials was reached through scrutiny of 
various Quotations from different companies. 
 
ASSETS 
AAA received the following Assets through GF/UNDP in Q3/17 and Q4/17. 

• 2 Land Cruisers motor vehicles for the Kuajok and Nyamlell TBMUs (both are fitted with 
Tracking devices) 

• 26 Motor Bikes distributed in various TBMUs & DTCs of the AAA TB Programs 

• 110 Bicycles distributed in various TBMUs & DTCs of the AAA TB Programs.  
 
Appointment of focal persons to safeguard the welfare of the assets was implemented during the 
year. 
In cases of the Bicycles, conditional contracts were signed and issued to the receiving parties. 
(All the above Assets have been recorded in the AAA Asset Form and in the UNDP Register). 
 
 

CHAPTER 2: CURRENT PROJECT MANAGEMENT ARRANGEMENT 

 

Project Management 
The Global Fund TB NFM Grant is managed by the Project Manager (TB Coordinator). He is the 
overall overseer of all Program activities. This is made possible through the support of the field staff 
under leadership of the TB Officers. 
 
The Project Manager (TB Coordinator) is responsible for monitoring the Program activities and to 
ensure that they are in line with the approved work plan so as to achieve the set targets. This is 
through the support of the M&E Officer. 
 
The Project Manager (TB Coordinator is also involved in the decisions pertains the recruitment, 
retention and capacity building of staff.  
 
He also ensures that the Program needs are met which may include; timely supply of drugs, availing 
the right equipment and offering technical assistance whenever a need arises.  
 
He also oversees the procurement of items as required and is also responsible for forging alliances 
with other agencies involved in health care delivery in the areas of integration of TB services in the 
PHCC system. The Project Manager (TB Coordinator) is the focal contact person for the Program and 
is the link between the donor agency, the Ministry of Health, NTP and the Program. 
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The Project Manager (TB Coordinator) ensures proper management of drug supplied as all the field 
TB Officers prepares the drug orders using a standardized format which is submitted to the Project 
Manager (TB Coordinator) for verification and review. The Project Manager (TB Coordinator) then 
submits the orders to the NTP, makes follow-up to ensure the drugs are delivered and contacts the 
field officers regarding delivery and quantities.  
 
The inventories from the field, consumption records etc are also submitted to the Project Manager 
(TB Coordinator) for reviews. 
To ensure smooth operation, there is a National Program Officer based at the Country office in Juba, 
the Program Officer is responsible for all the follow up of Program issues in Juba through the Ministry 
of Health, NTP, UNDP and other partners. 
 
AAA has a Project Administrator/Director who is responsible in managing all the Program funds. The 
Project Administrator/Director in collaboration with the Project Manager (TB Coordinator) ensures 
that the funds are utilized as per the work plan to meet the expected end-deliverables.  
Approval of the expenditures is done in consultation with the Project Manager (TB Coordinator) and 
the Project Administrator/Director.  
The Regional TB Officers are responsible for all the activity funds disbursed and there is a 
comprehensive accountability system in place which involves at least two National staff to verify all 
the expenditures in conjunction with the Field Supervisor.  
 
The AAA M&E officer in conjunction with the Project Manager (TB Coordinator) are responsible for all 
the data collection and reporting activities, monitoring of the Program activities to ensure that it is in 
accordance with the set work plan, prioritizing the activities as required, capacity building, 
verification, collation and analysis of data and submission of the quarterly reports.  
 
The TB officers also performs various M&E activities such as data verification, ensuring that all staff 
understands the data collection tools, compiling data from the facilities and also offers some 
trainings and sensitizations on data collection and verification to lower cadres.  
 
 

Finance Management 
The Project Administrator/Director is under the leadership of Finance management.  
As the Head of the Finance/Procurement, she works in close consultation with the Project Manager 
(TB Coordinator). The two parties are charged with the analysis of all the field requests before the 
approval and release of the funds for implementation of program activities in the field. 
 
The Regional TB Officers are responsible for all the activity funds disbursed and there is a 
comprehensive accountability system in place which involves at least two National staff to verify all 
the expenditures in conjunction with the Field Supervisor. 
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During the implementation, the AAA Field Supervisor is in charge of monitoring that funds are used in 
line with what they were approved for during his field visits to all the TB Units where he verifies the 
expenditures.  
 
The Project Manager (TB Coordinator) together with the M&E officer also assists in verifying that 
approved activities were actually implemented through the approved funds. 
 
The Project Accountant with the Project Administrator/Director keeps all the financial records and 
there is Quarterly review of expenditure by PR. Also, an Annual audit is conducted after every 
financial year. 
 
All financial records are maintained by the Project Administrator/Director in conjunction with the 
other Finance Department staff who are charged with proper follow up of grant funds and 
preparation of financial reports.  
AAA operates a bank account specifically for the TB grant as a way of increasing transparency in the 
utilization of the funds. 
 
The Project Administrator/Director together with the Project Manager (TB Coordinator) also 
oversees the Human Resource involved in the implementation of the Program. In summary, see what 
is and was entailed under Human Resource within the year: 
 

a) Human Resources:  
 

AAA had an average of 300 National staffs employed in the implementing year 2017. These staff 
worked in various AAA TB Units situated in 5 of the Former States namely Northern Bahr el Ghazal 
State, Western Bahr el Ghazal State, Warrap State, Western Equatoria State and Greater Lakes State. 
 
In HR Management, the Program Manager (TB Coordinator) with the help of the Regional/National 
TB Officers are responsible for recruitment and retention of the Staff. Jobs vacancies are advertised 
locally and the TB Officers and SMoH through the CHDs have the mandate to select applicants for 
interviews, conduct interviews and thereafter share the outcome and all the applicants’ documents 
with the Project Manager (TB Coordinator) and Project Administrator/Director for approval. 
 
TB officers are obligated to evaluate the staffs at the end of every contract period before their 
contracts are renewed by the Project Manager (TB Coordinator).  
 
Each staff is required to sign the attendance sheet on daily basis; the Home Health Promoters sign 
the attendance sheet on monthly basis when they are submitting their monthly reports. The 
documents are shared with the Project Manager (TB Coordinator) and Project Administrator/Director 
for approval of the payment. 
 
Approval of salaries is bound on the TB Officers submission of Salary Requisitions to the Project 
Administrator/Director for analysis.  
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Thereafter, the HR Officer prepares the payrolls which are approved by the Project Manager (TB 
Coordinator) and Project Administrator/Director.  
 
As noted in the preamble, in 2017 AAA expanded in 6 new sites under Reprogrammed budget. Below 
is what entailed in the Reprogrammed HR level:  
 
Additional Recruitment  
AAA recruited new staff under new re-programmed budget due to increased workload and to ease 
running and reporting of implementation of the additional budget.  
Those employed under new Reprogrammed budget are: one National program Officer (Juba – based), 
one M&E Assistant (in mobile to all AAA TB programs) and Support Staff.  
 
In order to cater for the newly established new sites in Western Lake State, Eastern Lake and Gok 
State, Health Workers (personnel) were also recruited in all the 6 new sites.  
 
As explained earlier, AAA has a standard process of recruiting staff which involves an assessment, 
advertisement, selection and interview done with the help of the SMoH through the CHD and the TB 
Officer. Those that meet the minimum requirement offered job after interview. This system was also 
applied in the recruitment of the additional staff under Reprogrammed Budget. 
 
Challenges experienced while recruiting (former and newly recruits). 
AAA had some challenges in recruiting staff for the AAA TB Programs in the new sites of (Matangai 
PHCC, Wulu PHCC, Aluakluak PHCC, Aduel PHCC, Cuei-Cok PHCC & Cueibet PHCC) because of scarcity 
of qualified Health Workers in the area and South Sudan at large, thus leading to understaffing in the 
areas. Scarcity of qualified Health Workers in South Sudan is an experience that AAA has faced even 
in the process of former recruits. 
(In circumstances where there are qualified Health workers available, they are not interested in being 
involved in TB Programs (as is a communicable disease), due to TB stigma). 
 
Integration of TB/HIV services in existing Health facilities as required by the National TB Program is 
not easy because some Health Partners are not willing to have their staff moved to new TB programs. 
In the new sites launched, this was evident in the AAA TB Programs in Matangai, Cuei-cok, Wulu and 
Aduel PHCCs. 
 
Insecurity, ethnicity and inter-clan conflicts leads to some qualified staff declining deployment to 
new duty stations.  
 
Other challenging experiences that faced the HR management during the year 
There was the introduction of the system of decentralization of Personal Income Taxes payment 
whereby the new system requires the payment taxes for all locally employed staffs at the State 
Ministry of Finance and submit copies of the payments made to the Central Ministry of Finance office 
for tracking.  
This new system involves a lot of paper and additional workload in the HR management work not to 
mention the confusion emanating from the new directive. 
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Ongoing traits to improve on quality of work delivered by HR (former and newly recruits). 
 Capacity Building: 
-AAA TB Officers carried out capacity building of the low cadres’ personnel, HHPs, Community 
opinion leaders etc. The focus was on TB Management and referral of presumptive TB cases. 
-AAA also engaged an external TB consultant to orient in Quarterly Data Review meetings and 
Strengthening and sustaining the Sub-National Committee for Orientation on TB/HIV at State level. In 
attendance were also AAA TB Officers.  
 
 

b) Trainings Management 
In 2017, AAA continued with the implementation of the Trainings that were approved in the 1st 
Amendments of the First Signed Agreement. Upon completion of these Trainings in March 2017, AAA 
was entrusted by the PR with the Additional Reprogrammed Budget which also had a set of Training 
to be conducted. 
All the Trainings were/are managed as follows: 
 

 All Trainings conducted are in line with the approved budget and topics sent by by PR.  

 The Project Manager (TB Coordinator) shares with the Facilitators the Trainings scheduled to 

be conducted within the Quarter. He receives suggestions from them on the No. of 

attendants that may benefit in each training (depending on ground needs and why) in order 

to factor in these while working on the Trainings Schedules.  

 After this engagement with the Facilitators on ground at the beginning of each Quarter, the 

Project Manager (TB Coordinator) sends to the Technical team in the PR (UNDP) a detailed 

worksheet of the intended Trainings to be conducted in each TB Unit. This includes the no. of 

days earmarked for each Training, no. of participants and the per diem rates of the 

participants. 

 In major Trainings, the Project Manager (TB Coordinator) develops concept notes and sends 

to the PR for review/approval prior to conducting the Trainings. 

 In some cases, at the inception phase of the Trainings, an External ToT is hired to capacitate 

the TB Officers and other senior HWs in the TBMUs in order to empower them train low 

cadres.  

 Also, in complex Trainings and State level meetings/workshops, an external consultant is also 

hired on the basis of experience and expertise. 

 Thereafter, the Project Manager (TB Coordinator) dispatches the Training schedules to the 

Facilitators on ground. This document includes the Type of Training to be conducted, The 

TBMUs that will conduct the Trainings, The period of Training (not fixed as change in dates 

may occur during the preparation), The No. of participants to attend the Trainings and the per 

diem each attendant will get. 
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o Per diem decision depends on the number of participants to be trained following the 
need of each TBMU. There is no official training cost per participant from PR/NTP 
because there are different kinds of trainings with different approved budgets. 
However, the rates established for paying out in each training are always within the 
range of AAA per diem policy.  Perdiems cater for training materials, transport and 
DSA. Usually, AAA gives at rate of USD 25 per day. 

 After dispatching the Training schedules, The Project Manager (TB Coordinator) with the 

support of the selected technical/finance team prepares the Requisitions for the Location’s 

where Trainings are to take place. The Requisition is supported/ accompanied by the Training 

Schedule (which has the Type of Training to be conducted, the period of Training, The No. of 

participants to attend the Trainings and the per diem each attendant) and the Instructions of 

how the Trainings should be done and documented. The Instructions are dispatched earlier to 

the Facilitators for preparations. 

 The Project Manager (TB Coordinator) presents the above documents to the Project 

Administrator/Director for approval and authorization of the funds to conduct the Trainings. 

 There’s follow up of how the Trainings are being conducted by the Facilitators. This includes 

ensuring involvement of the STBCs and CHDs in selection of the participants to be trained. 

The STBCs and CHDs are also involved in the payments as they co-sign the attendance lists 

and payment sheets for authentication.  

 Once the Trainings are completed, the support documents are sent to the Project Manager 

(TB Coordinator) and the Project Administrator/Director who together with the Technical and 

selected finance team analyze and verify.  

 The reports are also sent upon completion of each training. They are sent to The Project 

Manager (TB Coordinator) and M&E Officer for review. 

 The Original copies of the documents are retained in the H/O. 

 The replicas of all the Trainings support documents are presented to the PR (UNDP) Office for 

LFA. 
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CHAPTER 3: SUCCESSES AND ACHIEVEMENTS 
 
The TB project has managed to carry out the planned activities within the time frame and budget 
limits provided. The project’s successes were as a result of having clear terms of reference of the 
staff, proper delegation of the duties from the head office to the field staff, having specific staff 
responsible for certain activities and continuous mentoring of the national staff on programme 
management. The project hierarchy is also well established as per the organogram shown on 
page 9 and interlinked with other departments such as procurement and logistics. 
 
In order to meet the objectives of NFM Grants, AAA embarked on intensive CTB DOTs activities to 
ensure improvement on case detection. HHPs and health workers from public, private and health 
facilities in the congregates settings were trained on TB management and presumptive case 
referral linkages to the nearest TB units for diagnosis and initiation of treatment. The efforts have 
started bearing fruits as AAA reported a defaulter rate of 3% at the end of 2017. 
The number of health facilities including the new ones implementing TB care and prevention 
activities has extended its services to special groups such as jailed persons, cattle keepers, 
returnees and the military. Other various strategies were employed .These include; training of 
staff on diagnosis, case holding, treatment and management of TB patients, improving on the 
drug management through updating of inventories/stock cards, renovations of structures like 
labs, wards, kitchen and toilets to help service TB, intensified health education in the community, 
establishment of Internal quality control systems and sending out of sputum smear slides for EQA, 
engaging a TB consultant to provide technical assistance to the field staffs and increasing support 
supervision, creating community awareness, conducting TB club meetings and integrated 
feedback meetings, theatre/dramatized performances on TB, Continued awareness on TB, 
Control and Treatment through Radio airing programs health education meetings and 
sensitization of community opinion leaders to solicit their support and distribution of IEC 
materials were successfully undertaken as support activities geared towards improvement of 
case detection and treatment outcomes. 
The project has specific indicators to measure its success, these indicators are used to ensure that 
project stays on track and program activities are prioritized. 
 
During the TB NFM Grant year 3, the following key successes were also noted:  
 

Deliverables Target Achievements (%) 

Number of Health education beneficiaries 0 346,566 

Number of persons  with presumptive TB examined for 
TB  in the lab 

0 14,018 

Number of TB patients diagnosed in   the lab 1402 2,234/1402(159%) 

Number of TB patients tested for HIV 3227 3321/3227*100(103%) 

Number of co-infected  TB patients provided with CPT 436 276/436*100(63%) 

Sputum conversion rate: 95% 1905/2047*100(93%) 

Number of supportive supervisions and mentorships 
conducted to  the TBMU staff  

46 22/46*100(48%)) 
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 2 TB consultants were hired firstly to train and install electronic TB register in the 
programme laptops and the second one was to facilitate the formation of TBHIV 
coordinating bodies in the 3 former states(warrap, Western and Northern Barh Ghazal) 

 In St Joseph –Yirol, a – 10, 000 litre water tank was purchased for the hospital so as to 
serve the TB patients. The tank was to replace the old one that had been bought some 
times back and had started leaking. 

 In St Joseph –Yirol, where 2 double toilets for the inpatient and one single for the hospital 
staff were constructed in the course of the quarter as the old ones were almost collapsing. 

 In the course of the year the following some funds were utilized to rehabilitate some TB 
unit structures that were in poor shape after a long time of use without any maintenance. 
The units renovated included (Tonj, Kuajok,Agangrial, Adior, Bunagok, Marial lou 
Comboni ,St Joseph Yirol and Gordhim). 

 As an SR, AAA was invited and participated in the following meetings in the course of the 
year; WHO/UNAIDS peer Review workshop that focused on the GF NFM funding 
cycles ;GF/PEPFAR workshop in Nairobi, TB TWG meeting in Juba, Annual SR Review 
meeting and  SR orientation workshop in Juba  

 26 motorcycles and 110 bicycles were received from UNDP and they were transported for 
distribution by the facilitation of AAA to the following units that benefitted: Wau, Kuajok + 
Its DTCs, Gordhim +its DTCs, Aweil, Aroyo , Nyamlell + its DTCs, Bunagok Agangrial,Cueibet, 
Tonj MariaLou, Luanyaker +its DTCs, St Joseph Yirol,Mapuordit , Aluakluak Cueicok, aduel , 
Wulu Matangai, Adior, Nyang,various AAA TB units. 

 Two brand New Landcruisers were donated to AAA by UNDP and were distributed to 
Nyamlell and Kuajok TB units, as the programme vehicles in these locations were unroad 
worthwhile as they had been in use since the inception of the TB programme. 

 Four Lap Top Computers donated by NTP through the support of UNDP for improving e-
tbr in Mapuordit, Matangai, Yirol and Mingkaman TBMUs. 

 Solar systems were procured and installed in the following locations: Aluakluak, Matangai, 
Aweil, Wau and  Rumbek AAA compound 

 The GF/ UNDP funds were utilized in hiring a lorry to transport the laboratory supplies that 
had been purchased by AAA own resources. These were distributed to new sites and other 
TB units that had run out of the same. 

 2 joint health facility assessments (CCM, NTP HIV and AAA) were conducted in the former 
Lakes State, Warrap , Western and Northern State with an aim of integrating TBHIV 
services. 

 6 PHCCs (Wulu, Aduel , Cuiecok, Aluakluak , Matangai and Cuiebet) were assessed in the 
April- June 2017 quarter and had the TBHIV  services integrated. 

 In the course of the year, AAA used its own private resources to purchase staff uniforms 
for staff in different TB units in the former Warrap, Northern and Western Bahr el Ghazal 
States. 
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 4232(3475 males and 757 females) people (Health staff from public and private health 
facilities, HHPs, community opinion leaders etc) were capacity built on TBHIV in the course 
of 2017  

 42 HHP review meetings conducted at different TBMUs across all AAA TB sites. 

 5 data review meetings were conducted at the state level 

 8 Integrated feedback meetings conducted where all the HHPs and health workers met 
and discussed challenges they faced and also get lists of names of TB patients from the 
TBMU registers who might have required immediate follow-ups. 

  77 TB club/ambassador meetings were conducted to ensure early retrieval of treatment 
interrupters which led to adherence hence improved treatment success rates among all 
patients registered. 

 7 EQA meetings were conducted where staff from the peripheral health facilities meets at 
the main TBMUs and then go through all the tools and update them accordingly. 

 222 quality assurance visits were made  to the health facilities in the periphery so as to 
mentor the health facility staff on how to deliver quality services to the community  
Records were always verified and updated accordingly 

 2 community theatre performances conducted. 

  471 assorted IEC materials with basic facts on TB distributed in the community.  

  11 outreaches/mobile labs conducted in remote and hard to reach areas 

 Contact investigations 

 In the course of the year, HHPs were actively engaged in the programme activities 
whereby they were involved in the creation of TB awareness and TB contact health 
education and screening and below cited are the outcomes: 

 449HHPs involved in the TB contact investigations 

 1742 homesteads visited by HHPs for contact investigations 

 10295 people found at home during contact investigations 
o 8544TB contacts screened during contact investigations 
o 1152 TB contacts found with TB symptoms 
o 1056sputum samples from symptomatic TB contacts tested in the laboratories 
o 94 TB contacts confirmed with TB  
o 94 TB contacts with confirmed TB initiated on treatment. 

 
Due to some shortage of lab reagents that occurred in some locations especially the newly 
established in the greater Lakes State, AAA managed to step in by purchasing using its own 
private resources and distributed the lab reagents to those TB units that had dire needs.   

 
In order to strengthen TB activities and improve on the quality of the services rendered; 
supervision activities for mentorship and on-site training were carried out by the M&E officer, the 
Project Manager (TB Coordinator) and a TB Consultant to ensure alignment to the South Sudan 
NSP and programmatic and treatment guidelines. All the TB centres were supervised during the 
year. The supervisory activities included on-job training, assessment of the project activities, 
follow-up of the recommendations from the previous visits and discussions on the practical ways 
of meeting the set targets and also strategies to accelerate implementation during the dry 
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seasons prior to the prolonged rainy seasons. These supervisory visit activities were carried out 
using an approved checklist. During the visits, on job trainings are conducted with emphasis on 
proper data collection that encompasses complete and accurate recording in the various TBMU 
registers, compiling quarterly data, verification of the data and the filing of all support documents 
required.  
A filing system was introduced in all the TB centers that ensure all the programmatic and financial 
reports are inter-linked to ensure that the budget is utilized as planned and create a clear account 
of the expenditures. 
In conclusion the programme staff made a lot of efforts to achieve the set targets in the year 
ending. Based on this experience, it is important to hire and train more HHPs in the programme as 
they have proved that during the long rain season they are at hand to conduct door to door giving 
health education, screening of TB suspects and then transporting sputum samples to the unit for 
microscopy.  
The involvement of the HHPs in the programme has been having a positive impact on the overall 
programme performance as patients lost to follow up were traced back and re initiated on 
treatment. There is a need to allocate a budget line for the expansion of TB services into the hard 
to reach areas. Regular trainings should be offered to all programme staff on TB care and 
management, which will keep them abreast with the challenging TB world as they strive to offer 
quality services to the community 
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Success Story 
This is a story of a ten year old boy who almost died due to delay in diagnosis of Pulmonary 
Tuberculosis.  
He was admitted at Luonyaker TBMU on 30.10.2017 weighing 22.3Kg, frail and malnourished.  
He weighed 27.0Kg after just 2 months of TB therapy and was full of life and jolly! Below is his 
mother‘s narration to the author of this story: 

 
“My son’s name is Monydeng Kuot Monydeng. He is the third born among 7 siblings. He is the first to 
suffer from cougher in our family and in the neighborhoods. We live in Yar Achot Village in Maliai 
Payam which is about 5 hours walk to Luonyaker hospital. 
My son started to cough in August 2017 and we considered it as a cold but his condition deteriorated. 
This compelled us to take him to a traditional healer who told us that he had fractured his ribs…that 
is why he coughed a lot, breathed with difficulties and was always running a fever. The traditional 
healer’s treatment did not work inspite of being administered for close to 2 months. This made me 
worried then i asked my husband to consult a Chemist in the market who gave us some pills and 
injected my boy for 5 days but also without improvement. I asked the Chemist what could be done to 
save him and he advised to try Luonyaker TB hospital. It took us about 2 weeks to make a decision to 
bring him here because my husband believed his son was bewitched, and therefore still debating 
were to take him. 
I came to Luonyaker hospital a hopeless mother and now I am full of joy because my son has 
recuperated. He does not need any one to support him and he can run around although the cough is 
still there but not like when we came here 2 months ago. I will make sure that he completes the 
entire treatment as per the doctor’s advice.” 

 
 On admission on 30.10.2017  
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After two months on TB therapy (Him in the middle with mum and sisters) 

 
 
 

Lessons Learned  
 

1. Cooperation/involvement of other partners like PPM in the TB control programme can help 
in the increment of case detection as once the staff from these private  facilities are 
mentored on TB Suspicion Index, they will always refer all  the presumptive TB cases from 
their facilities to the nearest TB units for diagnosis and treatment initiation. 

2. Joint health facility assessments for integration of TBHIV services is a better strategy for 
TB treatment coverage expansion; as all the stakeholders (central to State) feel 
involved/consulted thus leading to ownership. 

3. Health promotion through mass media and other communication channels that increased 
awareness, created demand and promoted healthy behavior change leading to early 
seeking of diagnosis for TB and adherence to TB treatment. The action utilized radio 
Nhomlau FM radio in -Gordhim.  

4.  Community engagement for early retrieval of persons interrupting TB treatment by HHP, 
TB club and TB ambassadors for patient follow ups and monthly feed-back meetings and 
enhancement of community DOT through treatment support promoted adherence to 
achieve 91% treatment success. 
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CHAPTER 4: CHALLENGES and BOTTLENECKS 

 
There were no major challenges in the project management as the system structures are well 
established and functional at Arkangelo Ali Association (AAA). 
A comprehensive plan with the budget and targets are done during proposal development stage, 
with strict timelines to be followed. These are reviewed on a quarterly basis and underperforming 
activities that require strengthening are identified and way forward developed. 
However, some of the challenges encountered at the implementation stage included: 

1. Limited integration of TB into the PHC system which is the overall pillar for health service 
delivery in South Sudan. 35% of the counties in South Sudan lack TB services, only 31% 
TBMUs coverage.  

2. Transporting sputum samples for culture and DST remains a challenge as cold chain 
systems in Wau TBMU that used to help in the storage of the samples before 
transportation  remain non functional , as there is no power in Wau Teaching Hospital. 

3. Harsh economic situation in the country that has led to the devaluation of the currency has 
made the staff run away from their work in search of greener pastures. 

4. Inadequate implementation of TB prevention, treatment and care services in high risk/hard 
to reach populations:  

5. Recurrent conflicts lead to displacements and IDP situations that lead to limited access.  
6. Prisoners and military services’ protocol to access services is prohibitive.  
7. Poverty/malnutrition: 4.8 million people (about 100,000 children, have severe acute 

malnutrition) face severe food shortage worsening TB spread, delayed diagnosis and poor 
adherence.  

8. Inadequate implementation of TB and HIV services: Weak TB and HIV referral linkages, 
screening and reporting of presumptive TB is sub-optimal.  

9. Weak community health systems: The HHPs is envisaged in the country’s NSP and Boma 
Health initiative but insufficiently utilized for referral and door-to-door TB 
screening/tracing.  

10.  Poor Infrastructure, stigma and cultural practices leading to delayed diagnosis – Patients 
trek long distances or seek traditional treatment due to infrastructure destruction by 
floods, poor roads access, or inter-ethnic/clan conflicts.  

11.  Human Resource and diagnostic capacity challenge of staff and/or services. 
12. Untimely supply of anti TB drugs and lab reagents. 
13. Scarcity of liquidity in South Sudan banks upon transfer of funds for Activities/Trainings 

and other Program matters 
14. Challenges of economic crisis in the country whereby the newly established States are 

more demanding for their survival. 
15. Ongoing developments with the issuance of NGOs memorandum by MoH that is taking so 

much time to be released hence hindered our few Regional officers’ movement from one 
place to another to conduct the Trainings/Activities without work permits. 
 
 

 



 29 

Way Forward 
• The decentralization of the medical commodities to the State Medical Warehouses eg in 

Wau for Greater Bahr el Ghazal region will help in alleviating the chronic delays in the 
supplies(TB drugs and lab reagents) 

• The MOH to ensure that the Health Policy guidelines that recommend  for  the TB 
integration in all PHCCs  is well understood and practiced at the lower levels, as this  will 
help when it comes to new partners integrating TB in the existing facilities.  

• Engage TB to be intensified to other partners to be able to suspect TB, screen and refer for 
diagnosis and treatment. 

• More mentorship/field supervisory visits to be made so as to bench train all health workers 
about TB care and management. 

• Continuous coordination with UNDP, NTP, State TB Coordinators and other partners. 
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Chapter 5: BEST PRACTICES 
 
The Project Manager (TB Coordinator) focused on improving communication with various 
locations as a way of ensuring that the programme activities were implemented according to the 
set work plan. Devising practical methods of meeting the needs of the programme such as 
transferring of experienced staff to locations where there are weaknesses and on-job mentorship 
of the national staff on programme management. The work plans were disseminated to all the 
locations with clear targets to be met in every quarter .There exists a strong link between the 
finance, logistics and program departments to ensure that all the activities are carried out 
according to the budget and work plan. There are both regional and national staffs working in 
these programs. Regional expatriate staffs had specific management duties and are deputized by 
the National staff.  
The implementation of the programme activities followed strictly the set work plan and involved 
all the staff. Information sharing among the field staff and the Headquarters was excellent, 
despite the existing challenges. The implementation process involved advance planning of various 
activities at the field level, making requisitions for funds and supplies in advance analysis/approval 
by the project administrator and project manager and finally carrying out the activity and 
reporting. 
Monitoring of these activities is carried out at various levels, the job descriptions of some of the 
staffs were revised to include monitoring and evaluation functions. Despite the added 
responsibility, their main activities remained supervision, data collection, verification, quality 
assurance of the procedures such as laboratory performance and clinical evaluation. A guideline 
for M&E was developed and a standardized checklist is available for supervision. The guideline 
and the checklist are both used in monitoring of these activities. The M&E officer provided regular 
feedback after the supervisory visits, always ensured that the tools for data collection were 
provided to all sites and performed on-job mentorship and trainings as required. The lessons 
learnt during the monitoring exercise are always used to improve the programme performance. 
There is efficient data storage and archiving system. The system ensures availability and easy 
access of both aggregated and disaggregated data. Bi – annual supervision is done by the M&E 
officer and the project manager.  Other best practice should be the door-to-door screening and 
referral of specimen and timely treatment initiation. We devolved finance management to the 
locations with budgeting and practical interventions being determined by the location staff. 
Transparency is ensured by cross-checking and countersigning by two persons the expenditure. 
An orientation workshop hosted by PR (UNDP), was well educative to the SR. Quarterly reviews 
by the PR (UNDP) also played an important role in the increasing of knowledge and guidance to 
the management staff in various areas that need improvement.  
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Chapter 6: RECOMMENDATIONS 
 

 TB drugs and reagent supplies should be decentralized, as this will solve the delays and untimely 
supplies. 

 The childhood TB focal point in the MOH should ensure that the Childhood TB Policy guidelines 
are printed out and well disseminated to all levels. 

 NTP to come up with a way of conducting more training for the TB programme staff, so as to 
keep themselves abreast with the latest facts about TB care and management.  

 NTP to provide IEC materials 

 UNDP to be releasing funds for implementation on time 
 

 
 

 



 
 

Annex 1: TBMU/DTC 
 
 

AAA -TB UNITS -46 

   

      

      

STATE COUNTY TB UNITS 

Remarks Action taken 
for no 
performing 
TB units 

Way forward 

NORTHERN BAHR 
EL GHAZAL  

Aweil 
centre 

 
Aweil state hospital TB 
unit 
 

   

 

Aroyo Diagnostic and 
treatment Centre  

Poorly 
performin
g of PHCC 
due to low 
motivation 
of staffs 
under 
MoH 
supported 
by HPF  

Informing 
CHD and STC 

-Continuous 
mentorship 
of the centre 
staffs 
- CHD and 
STBC to 
involve MoH 

      

Aweil East 

Gordhim TB unit    

Akuem Diagnostic and 
treatment Centre 

 Poorly 
performin
g of PHCC 
due to low 
motivation 
of staffs 
under 
MoH 
supported 
by HPF 

Informing 
CHD and STC 

-Continuous 
mentorship 
of the centre 
staffs 
- CHD and 
STBC to 
involve MoH 

MalualBaai Diagnostic and 
treatment Centre 

 Poorly 
performin
g of PHCC 
as the lab 
staff is 
demandin
g for a top 
before he 
works on 

Informing 
CHD and STBC 

-Continuous 
mentorship 
of the centre 
staffs 
- CHD and 
STBC to 
involve MoH 
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AFB 
microscop
y  

Malualkon Diagnostic and 
treatment Centre 

Low case 
finding 

Informing 
CHD and STC 

-Continuous 
mentorship 
of the centre 
staffs 
- CHD and 
STBC to 
involve MoH 

Omdurman Diagnostic and 
treatment Centre 

Lab no 
functionin
g 

Lab staff not 
yet recruited 
by the CHD 
and hence all 
TB suspects 
are referred 
to Gordhim. 
CHD and STBC  
still working  
on that 
without 
success 

Discussing 
with the CHD 
and STBC if 
the Unit can 
be replaced 
with a busy 
PHCC 
 
 

Wunyik Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

 Continuous 
mentorship 
of the centre 
staff 

Panthou Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

 Continuous 
mentorship 
of the centre 
staff 

      

Aweil 
West 

Nyamlell TB unit    

Chelkou Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

 Continuous 
mentorship 
of the centre 
staff 

Gok Machar Diagnostic 
and Treatment Centre 

Very low 
case 
finding 

 Continuous 
mentorship 
of the centre 
staff 

Marial Baai Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

 Continuous 
mentorship 
of the centre 
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staff 

Udhum Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

 Continuous 
mentorship 
of the centre 
staff 

Wedwil Diagnostic and 
Treatment Centre 

    

Nyinbouli Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

 Continuous 
mentorship 
of the centre 
staff 

  
Mayen Ulem Diagnostic 
and Treatment Centre 

   

        
WESTERN BAHR 
EL GHAZAL Wau Wau TB unit 

   

LAKES 

Yirol West 

Yirol TB Unit    

Mapourdit  TB unit    

Ateriu Diagnostic and 
Treatment Centre 

 Closed due to 
intertribal 
insecurity and 
patients 
prefer to go 
to Mapuordit 
due to poorly 
managed 
peripheral 
health 
Centers 

Nyang PHCC 
in Yirol East 
was found to 
be suitable 
and 
therefore 
has been 
made 
functional 
and 
reporting as 
a diagnostic 
and 
treatment  

Rumbek 
East 

Aduel Diagnostic and 
Treatment Centre 

Low case 
finding 

Lab staff 
reluctantly 
working on 
AFB 
microscopy 
due to low 
incentives 
from HPF 

CHD and 
STBC are 
aware of the 
situation are 
following it 
up 

Rumbek 
East 

Cueicok Diagnostic and 
Treatment Centre 

Low case 
finding 

Lab staff 
reluctantly 
working on 

CHD and 
STBC are 
aware of the 
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AFB 
microscopy 
due to low 
incentives 
from HPF 

situation are 
following it 
up 

Wulu  

Wulu Diagnostic and 
Treatment Centre 

Low case 
finding 

Lab staff 
reluctantly 
working on 
AFB 
microscopy 
due to low 
incentives 
from HPF 

CHD and 
STBC are 
aware of the 
situation are 
following it 
up 

Yirol West 
Wou Wou Diagnostic and 
Treatment Centre 

   

      

Yirol East Adior TB unit 

Very low 
case 
finding   

 Continuous 
mentorship 
of the centre 
staff 

      

Awerial  Bunagok TB unit 

Very low 
case 
finding  

 Continuous 
mentorship 
of the centre 
staff 

Awerial 
Mingkaman Diagnostic 
and  Treatment Centre 

High 
defaulter 
rate 

Involved the 
CHD and the 
STBC from 
both States( 
Jonglei and 
Lakes) 

Opening Bor 
TBMU as 
soon as 
possible to 
limit cross 
river TB 
patients 

Cuiebet Agangrial TB unit    

        

WESTERN 
EQUATORIA 

Tambura 

Tambura TB unit    

Mupoi Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

Discussed 
with CHD and 
STBC about 
insecurity 
affecting the 
program 

Continuous 
mentorship 
of the centre 
staff if the 
security 
allows 

Source Yubu Diagnostic 
and Treatment Centre 

Very low 
case 

Discussed 
with CHD and 

Continuous 
mentorship 
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finding STBC about 
insecurity 
affecting the 
program 

of the centre 
staff if the 
security 
allows 

Nagero Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

Discussed 
with CHD and 
STBC about 
insecurity 
affecting the 
program 

Continuous 
mentorship 
of the centre 
staff if the 
security 
allows 

Namutina Diagnostic and 
Treatment Centre 

Very low 
case 
finding 

Discussed 
with CHD and 
STBC about 
insecurity 
affecting the 
program 

Continuous 
mentorship 
of the centre 
staff if 
security 
allows 

  
WARRAP 

       

Gogrial 
West Kuacjok TB unit 

   

Gogrial 
West 

Alek Diagnostic and 
Treatment Centre 

  Continuous 
mentorship 
of the centre 
staff 

Gogrial 
west 

Akon Diagnostic and 
Treatment Centre 

  Continuous 
mentorship 
of the centre 
staff 

Gogrial 
East Luanyaker TB unit 

   

Gogrial 
East 

Liethnom Diagnostic and 
Treatment Centre 

  Continuous 
mentorship 
of the centre 
staff 

Tonj North Marial Lou TB unit    

Tonj North Warrap 

  Continuous 
mentorship 
of the centre 
staff  

Tonj South Tonj TB Unit    
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Annex 2: Some photos that were taken when TB activities were being 

carried out in 2017  

 

 

 

 

 

 

 

 

 
Tambura Joint Engagement team during the resolution mission in Tambura 
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Joint Assessment team in Wulu PHCC, WLS, when the facility was visited in May 

 

 

 

 
Hon Minister of health, WLS pose for a group photo with participants in Rumbek 
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The TBHIV coordinating body members pose for a group photo after a workshop in 

Rumbek 

 

 

 
 

Community mobilization by Home Health Promoters 
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Laboratory outreach in remote village where there is no health facility 

 

 
 

Brand New Land Cruiser for supporting TB/HIV program 
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New Motorbikes for supporting TB/HIV supervision activities  

 

 
 

Bicycles for supporting TB/HIV activities at the community level by Home Health 

Promoters 
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