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The Republic of South Sudan has a projected population of about 
13.2 million (as at 2020). About 81 per cent of the population live in 
rural areas and 73.7 per cent are below 30 years of age, implying 
a very youthful population. The total fertility rate is 4.5 children 
per woman, with adolescent birth rate of 158 per 1,000 girls aged 
15-19 years. Teenage pregnancy is estimated at 30 per cent among 
girls 15-19 years old. The maternal mortality ratio in the country is 
estimated at 789 deaths per 100,000 live births (UN estimates, 
2017). Contraceptive prevalence rate for all methods is 6 per cent with 
modern methods at 5 per cent as at 2020.1 Unmet need for family 
planning is estimated at 29.7 per cent for 2020 (FP 2020). Gender 
inequality and gender-based violence (GBV) are widespread and 
perpetuated by several factors including cultural norms. With its social 
indicators and current pace of progress, South Sudan is not on track 
to meet the Sustainable Development Goals (SDGs) by 2030. Urgent 
attention is required by the Government and its partners to reverse 
the above trends and improve health outcomes of the population. 

1	  United Nations, State of World Population, 2021.

The humanitarian crisis in South Sudan remains 
complex and protracted with both acute and 
chronic needs experienced at varying levels 
across the country. Decades of war, intercom-
munal clashes, frequent disease outbreaks, 
flooding and drought, and a weakening economy 
continue to ravage the country and have 

undermined national capacity for provision of 
services and resilience of national systems to 
serve the South Sudanese population. By the 
end of March 2020, nearly 4 million people 
remained displaced by the humanitarian 
crisis - about 2 million internally displaced and 
more than 2 million as refugees. South Sudan 

EXECUTIVE SUMMARY



Executive Summary           ix

continues to underinvest in several sectors 
including health, education, agriculture, youth 
employment, tourism and mining, that would 
have the largest knock-on effect on sustainable 
development and building resilience for future 
generations, with expenditures skewed towards 
defence and security. It is estimated that about 
80 per cent of South Sudanese live below the 
poverty line. Consequently, poverty levels are 
expected to remain extremely high on the back 
of severe food insecurity and limited access 
to basic social services across the country.

South Sudan is one of the most oil-dependent 
countries in the world, with oil accounting for 
more than 40 per cent of its gross domestic 
product (GDP). Outside the oil sector, live-
lihoods are concentrated in low productive, 
unpaid agriculture and pastoralist work. Given 
that consumption and non-oil exports are 
declining, oil production remains the main 
source of growth in South Sudan. With the 
declining economy, there has been an overre-
liance by the Government on donor funding 
to finance critical social services and human-
itarian response with limited government 
funding for developmental programmes. 

In response to these challenges, UNFPA, in 
collaboration with the Government and other 
partners, support country specific programme 
interventions to help improve the situation in the 
country and contribute to the achievement of 
three transformative results: (i) ending unmet 
need for family planning; (ii) ending preventable 
maternal deaths; and (iii) ending gender-
based violence and harmful practices including 
female genital mutilation and child marriage. 

The country-level investment cases provide 
the Government of South Sudan with quan-
titative basis to assess the scale and scope 
of investments needed to prioritize proven, 
high-impact and cost-effective interven-
tions required to accelerate progress towards 
achievement of the transformative results it 
has committed to with UNFPA and partners. 
The investment cases are also expected to 
inform partnership efforts and mobilization 
of additional domestic and external financing 
required to achieve the transformative results.
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The following is a summary of resulting from 
various scenarios of effective coverage of 
priority interventions described under each 
sub-section. The baseline and end points are 
2020 and 2030 with the first year of impact 
being 2021.

Ending preventable 
maternal deaths
•	 An achievable 50 per cent scale-up of 

coverage of 27 high impact maternal health 
interventions, including contraceptive use, 
could save over 5,500 maternal lives over the 
next 10 years at a total cost of $408 million, 
requiring an additional $318 million over 
the projected available funding. This could 
avert over 33 per cent of maternal deaths 
compared to the status quo and reduce the 
maternal mortality ratio by over 30 per cent 
from 789 per 100,000 live births in 2020 to 
530 per 100,000 live births by 2030.

•	 An ambitious (universal) scale-up of the 
27 high impact interventions to 100 per cent 
coverage could save over 8,800 maternal 
lives and would require a total incremental 
funding of $530 million over the next 10 years. 
This could avert over half of maternal deaths 
compared to the status quo and likewise 
reduce the maternal mortality ratio by 
51 per cent from 789 per 100,000 live births in 
2020 to 386 per 100,000 live births by 2030.

•	 From 2020 to 2030, a projected $90 million 
from the Government, donors, and others 
is estimated as available/committed 
financing at the country level towards 
reducing preventable maternal deaths in the 
next decade.

•	 In summary, the additional funding needed to 
reduce preventable maternal deaths would be 
about $318 million at the achievable coverage 
projection scenario and $530 million at the 
ambitious scenario.

Ending unmet need for 
family planning
•	 Over the period 2020-2030, an increase in 

the modern contraceptive prevalence rate 
from 30 per cent to 50 per cent, with a view 
to ending unmet need for family planning, will 
lead to an increase in the number of unintended 
pregnancies averted from 292,075 under the 
status quo scenario to between 1,084,243 
and 1,717,979 across the three alternative 
scenarios (modest (30 per cent), achievable 
(40 per cent) and ambitious (50 per cent).

•	 Likewise, the number of unsafe abortions 
averted will increase from 98,137 under the 
status quo scenario to between 364,305 and 
577,241 across the three alternative scenarios 
by 2030. 

•	 The number of maternal deaths averted is also 
expected to increase from 3,202 under the 
status quo scenario to between 11,960 and 
19,014 by 2030 under the three other scenarios. 

•	 The scale-up in modern contraceptive preva-
lence will require an additional cost of between 
$21 million and $35.9 million between 2020 
and 2030 across the three scenarios.

•	 Given estimated available government 
resources, the financing gap to achieve a 
higher coverage of family planning services 
will range from $20.19 million to $34.96 
million across the scenarios.

Ending Child Marriage 
•	 Over 2 million children are likely to be married 

in the next 10 years if there is no intervention 
undertaken. However, with targeted interven-
tions, 62 per cent of projected child marriages 
(about 1.4 million) would be averted. 

•	 The total cost of reducing child marriage 
to 5 per cent by 2030 is estimated at 
$605.6 million. 

•	 Community interventions account for most 
of the cost at $512 million (constituting 
84 per cent) of total cost, followed by 
education intervention at about $93.6 million.
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•	 On average, $502.50 will be required to avert 
one case of child marriage in the country 
within the period 2020-2030. 

Ending gender-based violence 
and all harmful practices
•	 Without any intervention, the number 

of women experiencing intimate partner 
violence (IPV) would increase from 592,219 
in 2020 to 3.05 million in 2021-2025 and an 
additional 3.12 million in 2026-2030. 

•	 With a 5 per cent annual increase in the 
effective coverage of targeted interventions, 
the number of women exposed to IPV in 
South Sudan would start to decline. Between 

2021 and 2025, 171,708 cases of IPV would 
be averted, and more than half a million cases 
would be averted between 2026 and 2030. 
With a 50 per cent intervention coverage 
for all indicators achieved by 2030, 392,376 
IPV cases would be averted during the first 
five years (2021-2025) and nearly 2.3 million 
incidents averted during 2026-2030.

•	 Achieving these outcomes would cost 
$87.6 million at 50 per cent intervention 
coverage, with economic empowerment inter-
ventions representing about 60 per cent of 
the estimated costs. This would be followed 
by allocations for community mobilization and 
programme support cost, each accounting for 
13 per cent of the total cost. 

Summary of interventions: 2020-2030

MATERNAL HEALTH INTERVENTION
MODEST PLAN 

(30% 
COVERAGE)

ACHIEVABLE 
PLAN (50% 
COVERAGE)

AMBITIOUS 
PLAN (100% 
COVERAGE)

Total intervention cost ($) 313,360,000 408,100,000 619,550,000

Impact: Maternal lives saved 3,488 5,570 8,802

Funding gap ($): 50% coverage  
(%)

317,820,000  
(78%)

UNMET NEED FOR FAMILY PLANNING
MODEST PLAN 

(30% 
COVERAGE)

ACHIEVABLE 
PLAN (40% 
COVERAGE)

AMBITIOUS 
PLAN (50% 
COVERAGE)

Total intervention costs ($) 21,000,000 28,334,000 35,820,000 

Impacts of intervention:

Cumulative number of unintended 
pregnancies averted due to 
use of modern methods 

1,084,243 1,401,111 1,717,979

Number of maternal deaths averted 
due to use of modern methods 

11,960 15,500 19,014

Number of unsafe abortions averted 
due to use of modern methods

364,305 470,774 577,241

Funding gap ($) 
(%) 

20,194,033 
(95.74%)

27,602,200  
(96.85%)

34,962,200  
(97.50%)

ENDING CHILD MARRIAGE  

Total intervention cost ($) 605,600,000

Impact: Child marriages averted 1,400,000 (62%) 

ENDING GENDER-BASED VIOLENCE  

Total intervention cost ($) 87,568,000

Impact: Cumulative cases of gender-based violence 
averted with 50% intervention coverage increase

2,664,986



xii	� SOUTH SUDAN • Investment Cases Towards Ending Unmet Need for Family Planning,  
Preventable Maternal Deaths, and Gender-Based Violence

The investment cases underscore the urgency 
South Sudan faces in achieving the transfor-
mative results by 2030, without which it will 
be unable to make significant contributions 
to the National Development Plan priorities, 
Sustainable Development Goals (SGDs), and 
aspirations of Africa Agenda 2063. With a 
highly fragile health system and constrained 
economic situation, on the back of a long civil 
conflict, there will be need for greater commit-
ments to increased financing to implement the 
high impact interventions as put forward by the 
investment cases. The scenarios and estimates 
provide policy makers with a guide on possible 
options to determine the most feasible scale of 
investments, given current resource constraints. 
In addition to increased domestic resource 

mobilization (DRM) and targeting of resources 
for sexual and reproductive health expenditures, 
concerted efforts to explore and implement 
innovative financing strategies and financial 
tracking for accountability will be important.

Investing in the package of high impact 
interventions for the transformative results 
will have important benefits for the Republic 
of South Sudan. Significant numbers of 
maternal lives will be saved and unintended 
pregnancies, unsafe abortions, cases of 
IPV and child marriages would be averted. 
These in turn will contribute to long-term 
health and non-health benefits resulting 
in improved well-being, gender equality 
and socioeconomic advancement.
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ALMOST THREE-QUARTERS OF 
SOUTH SUDAN’S POPULATION IS 
UNDER THE AGE OF 30, which 
makes for a very young population. 
EARLY CHILDBEARING IS ESTIMATED 
AT 30% of girls aged 15-19 years. 

1. INTRODUCTION TO  
THE INVESTMENT CASES

2	 https://reliefweb.int/report/south-sudan/south-sudan-humanitarian-needs-overview-2021-january-2021 
3	 https://www.worldbank.org/en/country/southsudan/overview 

1.1 Country context
South Sudan attained independence in 2011. 
It has a population of about 13.2 million 
as of 2020, with 81 per cent living in rural 
areas. It has a youthful population with about 
73.7 per cent aged below 30 years. The total 
fertility rate as at 2020 was 4.5 and the adoles-
cent birth rate was 158 per 1,000 girls aged 
15-19 years (UNFPA 2021) with teenage preg-
nancy estimated at 30 per cent among girls 
15-19 years old. The maternal mortality ratio 
was estimated at 789 per 100,000 live births as 
at 2020 (UNFPA 2021). Contraceptive preva-
lence rate (CPR) for all methods was 6 per cent 
with modern methods at 5 per cent as of 
2020. Unmet need for family planning was 
29.7 per cent in 2020 (UNFPA 2021). Gender 
inequality and gender-based violence are 
prevalent and perpetuated by cultural norms.2

South Sudan has witnessed a complex and 
protracted humanitarian crisis with acute 
and chronic needs experienced at varying 
levels across the country. Decades of war, 
intercommunal clashes, frequent disease 

outbreaks, flooding and drought, have weak-
ened the economy and continue to ravage the 
country, undermining the national capacity to 
provide services. By the end of March 2020, 
nearly 4 million people remained displaced by 
the humanitarian crisis: 1.6 million internally 
displaced and more than 2.2 million as 
refugees.2 South Sudan is one of the most 
oil-dependent countries in the world, with oil 
accounting for almost all exports and about 
70 per cent of its GDP [African Development 
Bank, 2021], and is the primary source of 
revenue. The country’s GDP per capita dropped 
significantly from $1,779 in 2013 to less than 
$1,119 in 2015 (World Bank, 2021). Outside 
the oil sector, livelihoods are concentrated 
in low productive, unpaid agriculture and 
pastoralist work. Coupled with economic diffi-
culties, many years of conflict have eroded 
the productive capacity of the country.3

https://reliefweb.int/report/south-sudan/south-sudan-humanitarian-needs-overview-2021-january-2021
https://www.worldbank.org/en/country/southsudan/overview
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The country continues to underinvest in several 
key sectors including health, education, agricul-
ture, youth employment, tourism and mining, 
that would have the largest impact on poverty 
reduction and building resilience, with expendi-
tures skewed toward defence and security. An 
estimated 82 per cent4 of South Sudanese are 
poor, based on the $1.90 per capita poverty line 
(at 2011 purchasing power parity), with poverty 
levels expected to remain extremely high partly 
due to severe food insecurity and limited access 
to basic social services. With the declining 
economy, the Government’s reliance on donor 
funding to finance critical social services and 
humanitarian response has been inevitable. 

1.2 �Achieving transformative 
results in South Sudan: 
Situation analysis

Before South Sudan’s independence, the 
region experienced only 19 years of stability 
following Sudan’s independence in 1956.5 
Three civil wars, mainly in the south of the 
country, have exacted a huge toll on the coun-
try’s health system. The South Sudanese 
people have persistently endured significant 
setbacks due to these deeply entrenched 
conflicts, posing severe threats to institutions 
and systems. Consequently, health conditions 
have deteriorated, resulting in relatively 
higher rates of morbidity and mortality. 

4	 https://www.worldbank.org/en/country/southsudan/overview
5	 Mayai, 2020. South Sudan’s demography–Looking to 2050. Conflict Sensitivity Resources Facility. 
6	 South Sudan National Health Policy, 2016. 

1.2.1 �Financing of sexual and 
reproductive health services 
in South Sudan

Health financing in South Sudan has, over the 
years, relied on development partners and 
the central government. Table 1 shows the 
funding flows from development partners to 
South Sudan to support reproductive health and 
other interventions. Funding for family planning 
and reproductive health increased between 2012 
and 2015 but dropped significantly in 2016.

South Sudan’s health policy6 advocates for 
universal health care coverage by expanding 
“health financing mechanisms and progres-
sively increasing public expenditure in health 
by increasing budget allocation towards 
regional targets like the Abuja declaration, 
as initial steps for universal health coverage.” 
One of the objectives of the 2016-2026 
Health Policy, for example, is the mobiliza-
tion of health system resources to improve 
health sector performance. To attain universal 
coverage as stated in the policy, the Ministry 
of Health is tasked with mobilizing resources 
that will ensure reduction in maternal and 
neonatal mortality and guarantee sexual 
and reproductive health services and rights, 
focusing specifically for vulnerable groups. 

Table 1: Total official development assistance (ODA) to the health sector ($ millions)

TOTAL OFFICIAL DEVELOPMENT 
ASSISTANCE (ODA) 

2012 2013 2014 2015 2016

Total ODA for health 106.43 96.821 117.923 182.716 96.968

Total ODA reproductive health 68.224 77.851 66.334 77.564 32.191

Total ODA family planning 4.454 4.537 8.604 12.607 1.239

Total ODA 1,041.65 1,139.46 1,634.10 1,404.41 1,279.30

Source: Ministry of Health, 2016
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South Sudan is far from meeting the target 
set in the Abuja Declaration7 for countries 
to allocate at least 15 per cent of national 
budget to health. The 2013-2016 Strategic 
Plan promised to fulfil the Abuja Declaration, 
and to spend $34 per capita on health by 
2015. South Sudan’s health financing stands 
on average at 2 per cent of the total budget 
annually. (See Figure 1). This has led to the 
health sector being almost entirely depen-
dent on external aid. This also explains why 
out-of-pocket payments remain high in the 
country, accounting for about 65 per cent of 
the total health expenditure.8 Although there 
are policy commitments, these are not backed 
up by a national health-care financing strategy. 
A review of the actual annual expenditures 
reveals the same pattern across almost all 
years, except 2006. In 2006, a year after the 
Comprehensive Peace Agreement (CPA) was 
inaugurated, the Government of South Sudan 
committed 3.8 per cent of its expenditure to 
health, the highest so far (Mayai 2020).

7	 https://www.who.int/healthsystems/publications/abuja_declaration/en/
8	 FMoH, UoK. Sudan National Health Account. Khartoum: Sudan Federal ministry of Health and University of Khartoum; 2008.

1.2.2 �Current state of 
maternal health

South Sudan’s high maternal mortality is mainly 
due to the limited coverage and availability of 
quality health-care services, underpinned by 
the extremely low skilled birth attendant rate of 
19 per cent. Over 80 per cent of women deliver 
at home assisted by untrained attendants. 
According to the 2013-2016 National 
Reproductive Health Strategic Plan (NRHSP), the 
poor maternal health also results from factors 
associated with haemorrhage, retained placenta, 
obstructed labour, unsafe abortion, anaemia, 
poor nutrition, malaria, and lack of quality 
health facilities for referrals and emergency 
response. Additionally, the NRHSP indicates 
that only 40 per cent of health facilities have 
been functional in the last decade and most 
still lack equipment, supplies and a sufficient 
number and mix of health personnel, especially 
midwives. Finally, access to comprehensive 
reproductive health (RH) information and skilled 
care throughout the continuum of care for family 
planning, pregnancy, delivery, post-partum 
and postnatal periods remain inadequate.

Figure 1: Health sector allocation as a share of the total budget (per cent)

0.00%

2.00%

4.00%

2015/16 2016/17 2017/18 2018/19 2019/20

%
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Maternal mortality remains high at 
789 deaths per 100,000 live births 
(2015). WITH LIMITED ACCESS TO QUALITY 
REPRODUCTIVE HEALTH CARE, OVER 

80% OF WOMEN DELIVER AT HOME, 
ASSISTED BY UNTRAINED ATTENDANTS. 

South Sudan’s health sector has been almost 
entirely dependent on external aid. ONLY 

2% OF ITS ANNUAL BUDGET, on average 
(2015-2020), IS ALLOCATED TO THE HEALTH 
SECTOR, below the 15% target set in the 
Abuja Declaration.

Source: Ministry of Health, 2021
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In response to these challenges, the 2013-2016 
NRHSP set out to reduce maternal mortality 
and improve the reproductive health outcomes 
of the citizens. This was to be achieved by 
providing a universally accessible, quality, 
integrated, equitable, and sustainable compre-
hensive reproductive health care package. 
Its aim was to reduce maternal mortality 
from 2,054 per 100,000 live births to 
1,6809 per 100,000 live births by 2015. As 
Table 2 indicates, this target has been met. 

1.2.3 Family planning
While the 2013-2016 NRHSP emphasized the 
importance of investment in family planning, 
the successor 2016-2026 NRHSP does not 
make reference to family planning, resulting 
in a gap in policy direction. The investment 
case therefore drew policy guidance from the 
2013-2016 NRHSP which aimed to promote 

9	 MoH, Reproductive Health Strategic Plan 2013-2016.
10	 National Reproductive Health Strategic Plan, 2013.

‘availability of the full range of family planning/
contraceptive methods at all levels of the health 
system’.10 It also advocated for enhancing 
service institutions whose mandate is to provide 
sexual and reproductive health information and 
services, including counselling, family plan-
ning, emergency obstetric and neonatal care 
(EmONC), and comprehensive post-abortion 
care for adolescents and youth at all levels.

In addition, although it remains unknown 
how much has been achieved, the 2013-2016 
Plan was poised to improve access to repro-
ductive health by at least 25 per cent by 
2015 by promoting RH and social rights of 
adolescents and youth, as well as ensuring 
gender-based RH and social services in the 
country. Table 3 shows some key health 
indicators for family planning in South Sudan.

Table 2: South Sudan: Key health indicators for maternal health

INDICATOR FIGURE YEAR

Health allocation as percentage of the national budget (2019/20)a 1% 2019/2020

Health expenditure per capitab $23 2017

Maternal mortality ratio (deaths per 100,000 live births)c 789 2015

Infant mortality rate (deaths per 1,000 live births)d 75 2010

Neonatal mortality rate (per 1,000 live births)c 40 2018

Under-five mortality rate (deaths per 1,000 live births)c 98.6 2018

Life expectancy at birth (years)c 57.3 2015

Antenatal care at least once by skilled personnele 40.3 2010

Birth attended by skilled personnele 19 2010

Deliveries at a health facilitye 11.5% 2010

Midwife-nurse per 100,000 people <1

a MoFP RoSS approved budget, FY2019/2020 
b Global Health Observatory data repository for South Sudan, 2015 
c Global Health Observatory data repository for South Sudan - https://apps.who.int/gho/data/node.cco.ki-SSD?lang=en 
d Global Health Observatory data repository for South Sudan - https://apps.who.int/gho/data/node.cco.ki-SSD?lang=en 
e South Sudan Household Health Survey, 2010
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1.2.4 �Child marriage, gender-based 
violence, and health

South Sudan’s commitment to end child 
marriage and promote human rights is 
embodied in official policy documents. The 2011 
Transitional Constitution, Child Act (2008), 
Strategic National Action Plan (SNAP) (2017), 
and National Girls’ Education Strategy, 2018-
2022 all provide strategies for attaining specific 
goals under child protection, gender equality, 
and empowerment of women and girls in the 
country. In particular, SNAP aims to eliminate 
early and forced marriages by 2030. These 
legal and policy instruments align with interna-
tional and regional human rights conventions, 
including the United Nations Convention 
on the Rights of the Child (UNCRC),11 
Convention on the Elimination of All Forms of 
Discrimination Against Women (CEDAW),12 
African Charter on Human and People’s 
Rights on the Rights of Women in Africa,13 
and the African Charter on the Rights and 
Welfare of the Child.14 In this respect, SNAP 
builds on Target 5.315 of the United Nations 
Sustainable Development Goals (SDGs). 

11	  https://www.unicef.org/child-rights-convention/what-is-the-convention
12	  https://www.un.org/womenwatch/daw/cedaw/
13	  https://au.int/en/treaties/protocol-african-charter-human-and-peoples-rights-rights-women-africa
14	  https://au.int/en/treaties/african-charter-rights-and-welfare-child
15	  To eliminate all harmful practices, such as child, early and forced marriage and female genital mutilations.

The 2010 South Sudan Household Health Survey 
(SSHHS) indicated that 7.3 per cent of women 
marry before the age of 15 years (8 per cent 
for urban women and 6.6 per cent for rural 
women). This represents some progress from 
2006 where 16.7 per cent of women married 
before age 15 (SSDHS, 2006). As of 2021, it is 
estimated that 52 per cent of South Sudanese 
women marry before the age of 18 (State of the 
World Population, UNFPA, 2021). (See Table 3). 

Table 3: South Sudan: Key health indicators for family planning

INDICATOR FIGURE YEAR

Total fertility rate per womana 4.5 2021

Adolescent fertility rate (births per 1000 women 15-19 years)a 158 2021

Teenage pregnancy rateb 30% 2010

Contraceptive use rate (married women)a 8% 2021

Modern contraceptive use (married women)a 7% 2021

Unmet need for family planning (married women)a 30% 2021

Gender-based violence prevalence ratec 40% 2009

% of girls married by age 18 yearsa 52% 2021

a State of World Population, 2021 
b South Sudan Household Health Survey, 2010 
c Pandora’s Project (2009). “Male Rape and Assault: Dispelling the Myths” http://www.pandys.org/articles/malerape.html 

It is estimated that 52% 
of South Sudanese women 
MARRY BEFORE THEY REACH 
18 YEARS OF AGE.* Majority (52%) OF 

WOMEN think that a WOMAN 
WHO ARGUES WITH 
HER HUSBAND or partner 
DESERVES TO BE BEATEN.**

*�Source: State of the World Population, 
UNFPA, 2021

**�Source: South Sudan Household 
Health Survey, 2010.

52%

52%
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South Sudan’s sociocultural construct 
normalizes gender-based violence. For example, 
at least 52 per cent of South Sudanese women 
think that a woman who argues with her 
husband or partner deserves to be beaten.16 
Data collected by the Gender-based Violence 
- Information Management System (GBV-
IMS) in South Sudan in 2016 showed that 
approximately 98 per cent of reported GBV 
incidents affected women and girls.17 The 
same report also showed that 20 per cent 
of married women were abused by their 
husbands/partners. The Pandora Project 
(2009), earlier reported that GBV prevalence 
in South Sudan was at least 40 per cent. 

The human immunodeficiency virus (HIV) 
epidemic in South Sudan is categorized as low 
and generalized at an average of 2.7 per cent, 
with pockets of HIV concentration among 
specific and vulnerable populations who have a 
prevalence of 5 per cent or more. The primary 
mode of infection is heterosexual exposure 
followed by mother-to-child transmission during 
pregnancy, at birth, and through breastfeeding. 
Polygyny contributes to this tragic outcome. 
Forty-one per cent of all unions studied in 
2010 and 46 per cent in 2006 were reported 
as being in polygynous relationships. Evidence 
indicates that women who share a husband 
are at higher risk of STIs, including HIV. 

16	 South Sudan Household Health Survey 2010.
17	 https://www.humanitarianresponse.info/en/operations/south-sudan/document/gender-based-violence-sub-custer-strategy-

south-sudan-2017

1.2.5 �Health infrastructure 
and workforce

South Sudan’s health infrastructure is 
inadequate. There are few health facilities that 
can provide adequate health care. According to 
the 2013-2016 Reproductive Health Strategic 
Plan, there are about 14,000 people served 
per health unit, 75,000 per health centre, and 
400,000 per hospital, falling profoundly short 
of WHO’s requirement of 10,000 people per 
facility. One of the major barriers to compre-
hensive health care provision in South Sudan 
is the acute shortage of skilled health workers, 
particularly nurses, midwives, and physicians 
(Sami et al., 2020). There is one physician 
per 65,574 people and one midwife per 39,088 
people in the country. Owing to these shortages, 
South Sudan now relies heavily on inadequately 
trained or low-skilled health personnel, with 
task shifting being currently capitalized upon 
to meet service delivery needs (WHO, n.d). In 
2010, there were only 500 trained physicians 
in South Sudan (Achiek and Lado 2010). A 
vast majority of them have limited profes-
sional qualification and certification and work 
largely in the NGO sector (Mayai, 2016).

ONLY 40% OF HEALTH FACILITIES have been FUNCTIONAL IN THE LAST 
DECADE. The ratio for hospital service is 14,000 people served per health unit, 

75,000 per health centre, and 400,000 per hospital.  
There is also ACUTE SHORTAGE OF SKILLED HEALTH-CARE WORKERS. 

65,571  
PEOPLE1 PHYSICIAN per 39,088  

PEOPLE1 MIDWIFE per
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1.3 �Making a case for 
investing in transformative 
results in South Sudan 

In response to the challenges outlined above, 
UNFPA, in collaboration with the Government 
of South Sudan and partners, is committed 
to improving health and well-being of the 
population advancing gender equality, and 
contributing to socioeconomic transformation 
in South Sudan. In this regard, UNFPA supports 
programmes promoting human rights and 
gender equality and aligned with the National 
Development Strategy (2018-2021), the United 
Nations Sustainable Development Cooperation 
Framework (UNSDCF) (2019-2021), and the 
Sustainable Development Goals. In particular, 
integrated results will contribute to the achieve-
ment of the transformative results of ending 
unmet need for family planning; preventable 
maternal deaths; and gender-based violence 
(GBV) and harmful practices including female 
genital mutilation and child marriage. These 
also contribute directly to the achievement 
of SDGs 3 and 5 and indirectly to SDGs 10, 
16 and 17,18 while also effectively contributing 
to the aspirations of the Africa Agenda 2063. 

The country-level investment cases provide 
a quantitative basis for the Government of 
South Sudan and partners to consider the scale 
and scope of investments needed to priori-
tize proven, high-impact and cost-effective 
interventions required to accelerate progress 
towards achievement of the transformative 
results. The investment cases are also expected 
to inform partnership efforts with UNFPA and 
other partners and the mobilization of addi-
tional domestic and external financing. In this 
regard, recognition of the continuously evolving 

18	 SDG 3: Ensure healthy lives and promote well-being for all at all ages; SDG 5: Achieve gender equality and empower 
all women and girls; SDG 10: Reduce inequality within and among countries; SDG 16: Promote peaceful and inclusive 
societies for sustainable development, provide access to justice for all, and build effective, accountable and inclusive 
institutions at all levels; and SDG 17: Strengthen the means of implementation and revitalize the global partnership for 
sustainable development. 

sustainable financing landscape and situating 
country-level investments within the develop-
ment, humanitarian and peace context is critical.

The impact and cost estimates for each of 
the transformative results are presented in 
the subsequent chapters - Chapter Two, on 
ending preventable maternal deaths; Chapter 
Three, on ending unmet need for family 
planning, and Chapter Four, on ending GBV 
and harmful practices. The final chapter 
summarizes and concludes the results.
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2. ENDING PREVENTABLE  
MATERNAL DEATHS

2.1 Introduction
This chapter presents estimates of the impact 
and costs of carefully selected interventions 
to end preventable maternal deaths. The 
national and international health policies and 
strategies provide the strategic direction for 
the reproductive, maternal, newborn, child, 
adolescent health and nutrition priorities and 
define the country’s evidence-based inter-
ventions, investments, and partnerships to 
reduce maternal mortality, newborn and 
under-five mortality rates in the country. 
Within these frameworks, this investment 
case aims to guide scale-up actions to end or 
significantly reduce the number of preventable 
maternal deaths in South Sudan by 2030. 

2.2 Methodology
The estimates in this chapter are based on 
27 maternal interventions that have been 
scientifically proven to reduce and end prevent-
able deaths globally, and they are the target 
of this investment case in South Sudan. (See 
Table A4 in Appendix A for a detailed list of 
interventions). Scaling up the coverage of these 
high impact maternal health interventions 
aims to ensure that women of child bearing 
age have access to a basic package of health 
services for the prevention and treatment of 
complications during pregnancy and childbirth 
and reduce preventable maternal mortality 
and morbidity. The Spectrum policy software 
(version 6.06) was used for all estimations. 
Details of the tool and methodological 
process are presented in Appendix B.

2.3 �Projection of 
priority interventions

In consultation with the NRG, three alternative 
projection scenarios were adopted to model 
the level of coverage for each maternal health 
intervention package and targets that could 
possibly be achieved by 2030 considering 
resource inputs, national plans, intervention 
effectiveness and the feasibility of scaling up 
different interventions in South Sudan’s context 
(Table 4). The impact and cost of a status 
quo scenario are also explained below. The 
baseline and endpoint for all the projections 
are 2020 and 2030, respectively, and the first 
year of impact of the interventions is 2021.

Scenario 1:  
Status quo or  
the business-as-usual scenario
For this projection scenario, it was assumed that 
the Government of South Sudan will continue 
with current baseline trends in maternal health 
intervention coverage (often referred to as the 
“business-as-usual scenario”). This essentially 
means there will be no change in coverage 
rates of selected high impact maternal health 
interventions from 2020 through 2030.

Scenario 2:  
Modest progress 
This projection scenario sets modest policy 
targets of scaling up the coverage of all high 
impact/priority maternal health interventions to 
30 per cent by 2030 based on the Government’s 
plans such as the RMNCAH & N 2018-2022, the 
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costed Boma Health Initiative (2019), National 
Health Policy (2016-2026) among other national 
and international initiatives. This translates into 
an average scale-up of about 1.5 to 3 percentage 
points annually in coverage of high impact 
maternal interventions from the baseline.

Scenario 3:  
Achievable progress
This projection scenario sets achievable policy 
targets of scaling up of the coverage of all high 
impact/priority interventions from the baseline to 
50 per cent by 2030 based on the Government’s 
plans such as the RMNCAH 2018-2022, the 
costed Boma Health Initiative (2019), National 
Health Policy (2016-2026) among other national 
and international initiatives. This translates into 
an average scale-up of coverage by about 2 to 
5 percentage points annually of selected maternal 
interventions, including contraceptive use.

Scenario 4:  
Ambitious/universal progress 
This projection scenario sets ambitious policy 
targets of scaling up coverage of all high 
impact/priority interventions to 100 per cent 
by 2030 in accordance with universal health 
coverage (UHC) per the SDG commitments. 
This translates into an average scale-up of about 
10 percentage points annually in coverage of 
selected high impact maternal interventions 
from the baseline, except for contraceptive use. 
The scale-up in contraceptive use was in line 
with projections in Chapter Three of this report. 

The coverage scale-up of maternal health 
interventions for each of the scenarios (2 to 4) 
is presented in Table 4.
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Table 4: �Baseline and endpoint projection of maternal health intervention coverage targets  
by scenario, 2020-2030

MATERNAL HEALTH INTERVENTIONS

2020 
BASELINE 

COVERAGE 
(%)

2030 
ENDPOINT COVERAGE TARGETS (%)

MODEST 
COVERAGE  

(%)

ACHIEVABLE 
COVERAGE 

(%)

AMBITIOUS 
COVERAGE 

(%)

PERICONCEPTUAL

Contraceptive Use 5.0 30.0 40.0 50.0

Post-abortion case management 22.4 30.0 50.0 100.0

Ectopic pregnancy case management 22.4 30.0 50.0 100.0

PREGNANCY

Micronutrient supplementation 22.4 50.0 50.0 100.0

TT - Tetanus toxoid vaccination 32.4 50.0 50.0 100.0

Intermittent preventive treatment of malaria 32.8 50.0 50.0 100.0

Syphilis detection and treatment 13.3 30.0 50.0 100.0

Calcium supplementation* 0.0 30.0 50.0 100.0

Balanced energy supplementation* 0.0 30.0 50.0 100.0

Hypertensive disorder case management 4.2 30.0 50.0 100.0

Diabetes case management 3.2 30.0 50.0 100.0

Malaria case management 13.4 30.0 50.0 100.0

Fetal growth restriction detection 
and management

22.4 30.0 50.0 100.0

CHILDBIRTH

Clean birth environment 9.6 30.0 50.0 100.0

Manual removal of placenta 4.4 30.0 50.0 100.0

MgSO4 for eclampsia 8.8 30.0 50.0 100.0

Antibiotics for preterm or prolonged PROM 8.7 30.0 50.0 100.0

Parenteral administration of antibiotics 8.7 30.0 50.0 100.0

Assisted vaginal delivery 2.9 30.0 50.0 100.0

Parenteral administration of uterotonics 10.4 30.0 50.0 100.0

Removal of retained products of conception 3.9 30.0 50.0 100.0

Induction of labour for 
pregnancies lasting 41+w

22.4 30.0 50.0 100.0

Antenatal corticosteroids for preterm labour 22.4 30.0 50.0 100.0

Cesarean delivery 2.7 30.0 50.0 100.0

Blood transfusion 1.5 30.0 50.0 100.0

PREVENTIVE

ITN/IRS - Households protected from malaria 38.9 50.0 50.0 100.0

CURATIVE 

Maternal sepsis case management 22.4 30.0 50.0 100.0

*�Calcium and balanced energy supplementations are currently not routine practices 
in South Sudan and thus have zero coverages at the baseline.
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2.4 Costing interventions
Costing these priority interventions required 
information on unit costs as well as the popu-
lation expected to benefit from each of the 
interventions. The LiST tool was used for esti-
mating the costs, using baseline information 
from various sources as well as population data 
uploaded into DemProj. To achieve comprehen-
sive cost estimates for the interventions, the 
LiST tool uses default distribution of interven-
tions by delivery channels including community 
outreach, clinic and hospital level care. Staff 
salaries are pre-populated and include salaries 
for full-time staff, benefits and time utilization. 
The details for the costing procedure within 
the LiST tool can be found in Appendix B. 

2.5 �Impact and cost of scaling 
up interventions to end 
preventable maternal deaths 

The causes of preventable maternal deaths 
in South Sudan are known and there exists a 
set of evidence-based solutions to reducing 
and ultimately ending most preventable 
maternal deaths in the country. For the 
first time, the total resources needed to 
significantly reduce and end preventable 
maternal mortality have been estimated.

•	 Ending preventable maternal deaths rests 
on scaling up the coverage of high impact 
maternal health interventions.

•	 5,570 maternal lives could be saved 
between 2020 and 2030 with an achievable 
(50 per cent) scale-up coverage scenario 
compared to the status quo.

•	 The maternal mortality ratio could decline 
from 789 deaths per 100,000 live births in 
2020 to 530 deaths per 100,000 live births 
by 2030 with an achievable scale-up of 
coverage compared to the status quo.

•	 The total investment required for the 
achievable coverage is $408 million between 
2020 and 2030. 

•	 Available financing from the Government, 
donors, and other sources is projected at 
$90 million between 2020 and 2030. The 
financing gap or the new investment required 
is therefore projected as $318 million.

•	 The annual spend needs to increase from 
$16 million in 2020 to $67 million by 2030 to 
meet the achievable level of scale-up for this 
investment case. 

2.5.1 �Assessing the benefits of 
investing in ending preventable 
maternal deaths

Investing in ending preventable maternal deaths 
would save maternal lives and reduce maternal 
mortality ratio. The LiST software was used to 
estimate the number of maternal lives saved 
and reduction in maternal mortality ratio attrib-
utable to scaling up of coverage of priority 
maternal health interventions including contra-
ception compared to the status quo. (Refer to 
Table A18 in Annex A, Figure 2 and Figure 3).

MATERNAL MORTALITY COULD DECLINE from 789 deaths to 
530 deaths (per 100,000 live births) by 2030 WITH AN ACHIEVABLE 
SCALE UP OF HIGH IMPACT/PRIORITY SRH INTERVENTIONS TO 50%.

HIGH IMPACT/PRIORITY 
SRH INTERVENTIONS
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Investing in reducing and ending preventable 
maternal deaths would result in substantial 
decrease in maternal deaths as shown in Figure 
2. The figure shows that maternal deaths could 
decline from 3,055 in 2020 to between 2,487 
and 1,072 in 2030 across the three scenarios. 
Similarly, investing in reducing and ending 

preventable maternal deaths also would result in 
substantial decrease in maternal mortality ratio 
(Figure 3), from a baseline ratio of 789 deaths 
to between 631 to 386 deaths (per 100,000 
live births) in 2030 across the three scenarios. 
Both indicators show that there is very little 
or no gain under the status quo scenario.
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Figure 2: Trends in the number of maternal deaths by coverage scenario, 2020-2030

Figure 3: �Trends in maternal mortality ratio (deaths per 100,000 live births), by coverage 
scenario, 2020-2030
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2.5.2 �Cost of investing in reducing 
and ending preventable 
maternal deaths

The cost requirements for investing in reducing 
and ending preventable maternal deaths per 
scenario are presented in Table 5. The ambi-
tious scenario entails the highest cost (about 
$620 million). The cost of the interventions 
ranges from $47 million to $194 million across 
the scenarios. Programme costs ranges from 
$7 million to $29 million, while logistics 
costs range from $5 million to $25 million.

Based on available health financing data in the 
country and as described in Chapter One, Table 
6 puts forward possible sources of projected 
financing that could be available to support 
reduction of preventable maternal deaths in 
South Sudan. The total amount required for 
financing a 50 per cent coverage target to 
reduce maternal mortality is $408 million with 
a funding gap of $317.8 million (78 per cent). 

Table 5: �Costs of scaling up of maternal health intervention coverage by projection scenario 
($ millions)

COST STATUS QUO
MODEST 

SCENARIO
ACHIEVABLE 

SCENARIO
AMBITIOUS 
SCENARIO

Intervention costs 46.80 98.00 128.00 194.00

Programme costs 7.02 14.80 19.20 29.20

Wastage costs 0.08 2.06 2.70 4.15

Logistics costs 4.90 12.30 16.20 25.00

Infrastructure investment costs 23.40 49.20 64.00 97.20

Other health system costs 65.00 137.00 178.00 270.00

Total 147.12 313.36 408.10 619.55

With the PROJECTED AVAILABLE FINANCING OF $90 MILLION between 2020 and 2030, 
the funding gap to attain the achievable scale up of coverage of HIGH IMPACT/PRIORITY SRH 
INTERVENTIONS TO 50% is $318 million (or 78% of total funding requirement).

Table 6: �Achievable coverage scenario for prevention of maternal deaths: financing required, 
available financing, and financing gap, 2020-2030 ($ millions)

TRANSFORMATIVE 
RESULT (AT 50% 
COVERAGE)

TOTAL 
INVESTMENT/

FINANCING  
REQUIRED 

PROJECTED FUNDING AVAILABLE
FUNDING 

GAP 

FUNDING 
GAP 
(%) GRSS 

DONORS/
PARTNERS 

OTHER 
(PRIVATE) 

Ending preventable 
maternal deaths

408.00 7.18 63.00 20.00 317.82 78.0

2020 2030

$90 MILLION
the funding gap  
$318 MILLION

projected available financing funding requirement 
$408 MILLION
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3.1 Introduction
The prevailing family planning situation in 
South Sudan suggests that “business as usual” 
will not be adequate to reach desired levels of 
modern contraceptive prevalence (mCPR) and 
address the unmet need for family planning in 
the country. To ensure effective policy efforts, it 
is important to match targets and commitments 
with an understanding of the cost implications 
of high impact family planning interventions. 
The purpose of this chapter is to present the 
estimates for the impact and cost of inter-
ventions to achieve the transformative result 
of ending unmet need for family planning. 

3.2 Methodology 
To achieve this transformative result, six 
different methods of modern contraception 
were considered in consultation with the NRG. 
These include male condoms, pills, 3-month 
injectable, implants, IUD, and female steriliza-
tion. The prevalence projections for each of 
these modern method options are shown in 
Table A19 in Appendix A. The projections for 
male condom use and the 3-month injectable 
prevalence rates will increase from 10 per cent 
each in 2020 to 20 per cent and 15 per cent 
respectively in 2030. Female sterilization prev-
alence rate will increase from 2.5 per cent in 
2020 to 8.5 per cent in 2030. The prevalence 
rate of the two types of implants, Implanon and 
Jadelle, will increase from 5 per cent in 2020 
to 10 per cent and 7.5 per cent, respectively, 
in 2030. It is expected that the prevalence 

19	 National commitment for accelerating the targets of the International Conference on Population and Development, 2019.

of use of the two types of IUD will increase 
from 2 per cent in 2020 to 7 per cent in 
2030, while that of pills will increase from 
5 per cent in 2020 to 25 per cent in 2030. On 
the contrary, the prevalence rate of traditional 
methods of contraception such as with-
drawal, periodic abstinence and other types 
are targeted to be reduced from 7.5 per cent, 
36 per cent and 15 per cent, respectively in 
2020 to zero per cent by 2030. These meth-
od-mix targets were subjected to scrutiny by 
experts in the NRG and were approved as being 
probable within the context of South Sudan.

3.3 Costing interventions
One limitation of the FamPlan tool is its inability 
to separately cost the family planning inter-
ventions. The LiST tool was relied upon to 
generate the cost estimates for proven family 
planning interventions. The costs were disag-
gregated by component (or type of cost) 
for each of the interventions. Details of the 
costing process is provided in Appendix B. 

3.4 �Projection of modern 
contraception prevalence 

To arrive at the final estimates for unmet 
need for family planning, several projec-
tions and assumptions had to be made in 
line with national targets to reach mCPR 
target by 2030.19 Each of these scenarios are 

3. ENDING UNMET NEED  
FOR FAMILY PLANNING
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presented below. Table A17 (in Appendix A) 
presents the projections for different scenarios 
for mCPR over the period 2020-2030. 

Scenario 1: 
Status quo or “business as usual”
In this scenario, it is assumed that the current 
rate of contraception will continue into the 
near future without any changes in policy 
interventions. This is the “business-as-usual” 
scenario. In this scenario, there are no changes 
to the modern contraceptive prevalence rate. 

Scenario 2: 
Modest projection scenario 
Projection scenario 2 sets a modest policy 
target of scaling up mCPR from 5 per cent to 
30 per cent by 2030. This is in line with the 
policy focus of the Government that seeks to 
achieve an mCPR of between 30 per cent and 
40 per cent. In this projection, the 30 per cent 
policy target was used and the corresponding 
costs and impacts were projected. 

Scenario 3: 
Achievable projection scenario 
Projection scenario 3 is considered an 
achievable target with an increase in the 
mCPR from 5 per cent to 40 per cent by 
2030. This projection uses the higher policy 
target of the Government. This requires 
several interventions to change in favour of 
using modern contraception to replace the 
currently dominant traditional methods. 

Scenario 4: 
Ambitious projection scenario 
This is an ambitious plan that seeks to increase 
the mCPR from the current 5 per cent to 
50 per cent by the end of 2030. This requires 
aggressive efforts to change in favour of 

modern methods of contraception and away 
from the dominant traditional methods. The 
corresponding impacts and costs are projected 
and discussed. This scenario is considered 
ambitious as it lies beyond the 30 per cent to 
40 per cent target set by the Government.

All estimates were done using the 
Spectrum policy software (version 6.06). 
Details of the tool and methodological 
process are presented in Appendix B.

3.5 �Impacts and costs of 
ending unmet need 
for family planning

3.5.1 �Impacts of ending unmet need 
for family planning 

Below Table 7 presents the impact of increasing 
mCPR from the current 5 per cent to rates 
between 30 per cent and 50 per cent. The 
results show that the highest impact is on 
the reduction in the number of unintended 
pregnancies. Specifically, the number of unin-
tended pregnancies averted by 2030 will be 
1,084,243 for the modest scenario; 1,401,111 
for the achievable scenario; and 1,717,979 for 
the ambitious scenario. The number of unsafe 
abortions averted ranges from 364,305 under 
the modest scenario to 577,241 under the 
ambitious scenario. The number of maternal 
deaths averted ranges between 11,960 and 
19,014 for the modest and ambitious scenarios, 
respectively. The comparison of impacts across 
the different scenarios is presented in Table 7.

INCREASING modern contraceptive prevalence rate (mCPR) has the highest impact on the 
REDUCTION IN THE NUMBER OF UNINTENDED PREGNANCY. Between the modest scenario 
with 30% mCPR and 40% and 50% mCPR, the number of unintended pregnancy averted is 
increased from 1.084 million to 1.40 million (30%) and 1.72 million (58%), respectively. 
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3.5.2 �Costs of ending unmet need  
for family planning

The costs of the interventions are presented 
as incremental costs over and above the 2020 
baseline. The analysis shows that each compo-
nent contributes to the total incremental cost 
in different ways, with the cost being driven 
mainly by drugs and supply. This is followed 
by labour and capital costs. Recurrent costs 
are the least. These incremental cost esti-
mates for all three scenarios (30 per cent, 
40 per cent and 50 per cent) and the status 
quo are summarized in Table 8, while the 
breakdown of each of the cost components is 
shown in Tables A10 to A13 in Appendix A. 

The results (by 2030), show that for the 
modest scenario (30 per cent mCPR), drugs 
and supply will account for 57 per cent of the 
total incremental costs, followed by labour 
cost (21 per cent), capital cost (17 per cent) 
and other recurrent costs (5 per cent). 
For the achievable scenario (40 per cent 
mCPR), drugs and supply will account for 
55 per cent of the total incremental costs, 
followed by labour cost (24 per cent), capital 
cost (16 per cent), and other recurrent costs 
(5 per cent). For the ambitious scenario 
(50 per cent mCPR), drugs and supply will 
account for 55 per cent of the total incremental 
costs, followed by labour cost (23 per cent), 
capital cost (17 per cent) and other recurrent 
costs (5 per cent) as seen in Figure 4.

Table 7: �Summary of impact of increasing modern contraceptive prevalence rate (mCPR), 
2020–2030

IMPACT 
STATUS 

QUO: 
5% mCPR

SCENARIO 2: 
30% mCPR

SCENARIO 3: 
40% mCPR

SCENARIO 4: 
50% mCPR

Number of unintended 
pregnancies averted

292,075 1,084,243 1,401,111 1,717,979

Number of maternal deaths averted 3,202 11,960 15,500 19,014

Number of unsafe abortions averted 98,137 364,305 470,774 577,241

Number of modern method users 786,911 2,921,177 3,774,884 4,628,589

Modern contraceptive prevalence rate 5.0 30.0 40.0 50.0

Contraceptive prevalence rate 6.0 30.0 40.0 50.0

Total fertility rate 4.58 3.72 3.65 3.55

Unmet need for family planning (%) 29.6 6.8 6.8 6.8

Table 8: �Summary of incremental costs for family planning, by component, by scenario, 
2020-2030 ($ millions)

COST COMPONENT 
STATUS 

QUO
SCENARIO 1  

(30%)
SCENARIO 2  

(40%)
SCENARIO 3  

(50%)

Drug and supply costs 0.52 12.00 15.60 19.70

Labour costs 1.30 4.50 6.76 8.32

Other-recurrent costs 0.53 1.10 1.40 1.80

Capital costs 0.18 3.60 4.73 6.08

Total incremental intervention costs 2.05 21.00 28.50 35.86
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Table 9 presents estimates of the funding 
required to achieve each of the projection 
scenarios. Based on data on health financing 
allocation described in Chapter One, the 
investment cases assume that approximately 
1 per cent of the budget for sexual and repro-
ductive health is allocated to family planning 
programmes in the country. This assumption 

was discussed and validated by the NRG and 
was necessary as there was no information on 
the actual cost incurred in provision of family 
planning services and modern contraceptive 
commodities. The estimates show a financing 
gap ranging from 96 per cent to 98 per cent 
of total financial needs for the modest to 
the ambitious scenarios, respectively.  

Figure 4: �Summary of incremental costs for family planning by cost component, by scenario, 
2020-2030
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The funding gap TO ACHIEVE THE TARGETS OF INCREASING mCPR TO 30% (modest scenario)  
UP TO 50% (ambitious scenario) is between $10.2 million (96%) and $35 million (98%)

Table 9: �Funding gaps in eliminating unmet need for family planning under different 
scenarios, 2020-2030 ($)

SCENARIO 
FOR UNMET 
FP NEED 

TOTAL 
INVESTMENT/

FINANCING 
REQUIRED (A)

PROJECTED FUNDING AVAILABLE 
AT THE COUNTRY LEVEL (B)

FINANCING 
GAP (C)

FINANCING 
GAP  

(C)/(A) 
(%)

  GRSS
Donors/
Partners

Other 
(Private)

Scenario 1 
(30% mCPR)

21,000,000 72,000 628,300 197,500 20,194,033 95.74

Scenario 2 
(40%mCPR )

28,500,000 72,000 628,300 197,500 27,602,200 96.85

Scenario 3 
(50% mCPR)

35,860,000 72,000 628,300 197,500 34,962,200 97.50

(modest scenario) (ambitious scenario)

THE FUNDING GAP FROM (96%) (98%)TO

C
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ts
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 U
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Drug and supply costs  
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Other-recurrent costs  
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4. ENDING GENDER-BASED VIOLENCE 
AND HARMFUL PRACTICES, 

INCLUDING CHILD MARRIAGE

4.1 Introduction
This chapter provides estimates of the costs and 
impact of gender-based violence and harmful 
practices that affect women and young girls 
in South Sudan, namely child marriage. The 
chapter relies on pre-determined high impact 
interventions with the potential to scale effec-
tive coverage. The objective is to inform the 
Government of South Sudan and partners of 
how much it would cost to implement these 
interventions and the corresponding impacts. 
The results are based on considered assump-
tions made due to the absence of reliable data 
on both child marriage (CM) and gender-based 
violence in South Sudan. The analytical details 
are discussed in the following sections.

4.2 �Ending gender-based 
violence 

Globally, one in three women and girls becomes 
a victim of GBV in their lifetime. Data collected 
by the Gender-based Violence – Information 
Management System (GBV-IMS) in South Sudan 
in 2016, showed that approximately 98 per cent 
of reported GBV incidents affect women and 
girls.20 Twenty per cent of married women suffer 
from IPV. Moreover, preliminary data from the 

20	 https://www.humanitarianresponse.info/en/operations/south-sudan/document/gender-based-violence-sub-custer-strategy-
south-sudan-2017

GBV-IMS show a total of 9,647 incidents of 
GBV were reported by 19 partner organiza-
tions, including UNFPA-supported One-Stop 
Centres, between January and December 
2020. Most survivors were from host popu-
lations (67 per cent), followed by internally 
displaced populations (IDPs) at 24 per cent, 
and refugees accounting for 6 per cent of 
survivors. Among survivors, 4 per cent were 
persons with disability, and 3 per cent were 
unaccompanied minors. Physical assault 
(37 per cent) remains the most prevalent type 
of GBV, followed by rape (19 per cent). GBV 
is pervasive in the country and women and 
girls suffer considerably more than men. 

These conditions are further exacerbated 
by conflict and displacement where there is 
increased GBV for women and girls in displace-
ment settings as shown in Figure 5, with a 
drastically rising incidence of GBV since 2015. 
This calls for greater support to increase 
access to quality, integrated services for GBV 
survivors, strengthen protection and secu-
rity in prevention of GBV, create a conducive 
and supportive legal and policy environment 
for addressing GBV, and mobilize commu-
nities to act against harmful customs and 
promote positive sociocultural practices. 
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4.2.1 Methodology 
As with the child marriage situation, attempts 
at estimating the impact and costs of GBV 
interventions in South Sudan were undermined 
by the absence of reliable information. For 
example, the Impact40 tool was limited to IPV, 
excluding other intervention coverage related 
to GBV prevention and response programmes 
in South Sudan. Thus, the scaleup of the inter-
ventions to end or reduce GBV in South Sudan 
by 2030 was solely based on a conjecture 
that South Sudan will likely pursue the target 
of reaching at least 5 per cent of the affected 
population in 2021 and an additional 5 per cent 
annually. This level of effort is not unusual for 
a country that is economically distressed, with 
its annual health spending just under 3 per cent 
of the country’s total budget expenditure. If 
this projected investment is assumed now 

and sustained into the future, then there 
should at least be 50 per cent coverage for 
all - the proposed indicators by 2030. 

The largest portion of the GBV prevention 
and response cost in South Sudan consists of 
medical services, psychosocial support, shelter 
and protection, economic empowerment skill 
building, and legal assistance. However, the 
current model does not factor this in. Instead, 
it accounts for medical treatment only for 
rape victims who report the incident. This 
means that the cost presented below should 
be seen as a minimum cost. Counselling is 
also considered part of treatment. In summary, 
the current treatment cost only covers rape 
victims who report, and, for each year, this 
number is multiplied by the 5 per cent coverage 
to obtain the number of beneficiaries.  

Table 10: Cumulative costs for all interventions to prevent child marriages, 2020-2030 ($)

INTERVENTION 2020-2025 2026-2030

Education Intervention

Rural School Supply 7,600,000 26,000,000

Improve School Infrastructure 3,800,000 13,000,000

Pedagogical Changes 7,600,000 26,000,000

Cash Transfers to Poor Students 7,500,000 26,000,000

Malaria Prevention 760,000 2,600,000

Sub-total 27,260,000 93,600,000

Community Intervention

Community Mobilization 12,000,000 40,000,000

Conditional Economic Incentives 53,000,000 184,000,000

Life Skills 83,000,000 288,000,000

Sub-total 148,000,000 512,000,000

Total (Education + Community) 175,260,000 605,600,000

Source: GBVIMS, 2020 

Figure 5: Trends in reported GBV cases in South Sudan, 2015-2020
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4.2.2 Results 
The Impact40 tool assumes 22 per cent of 
women experience IPV annually in South 
Sudan. When the above interventions are 
adopted, modest improvement in IPV would 
be realized, as presented in Table 11. Due to 
the economic constraints referenced above, 
among other barriers, South Sudan’s gender-
based violence interventions should, therefore, 
be aimed at reducing the current IPV level 
from 22 per cent to at least 18 per cent by 
2030. Other supplementary initiatives may go 
a long way in accelerating this improvement.

Without any intervention, the number of women 
experiencing IPV would total reach 3.05 million 
between 2021 and 2025, and 3.12 million 
between 2015 and 2030. If a 5 per cent annual 
increase in the intervention is adopted, the 
number of IPV cases in South Sudan would 
start to decline. By 2025, 171,708 cases of 
IPV would be averted, and more than half a 
million additional by 2030. With a 50 per cent 
intervention coverage for all indicators achieved 
by 2030, 392,376 cumulative IPV cases 
would be averted during the first five years 
(2021-2025) and nearly 2.3 million cases would 
be averted during the second half of the decade.

4.3 Ending child marriage 

4.3.1 Methodology 
There is an expressed global commitment to 
reduce the rate of child marriage to 5 per cent 
by 2030. However, many countries have yet to 
cost the efforts required to achieve this target 

21	 UNDP, 2020. Human Development Report 2020. http://hdr.undp.org/sites/default/files/hdr_2020_overview_english.pdf

due to a host of factors, one of which is the 
absence of reliable information. South Sudan 
is one of the countries affected by the lack of 
reliable data. Because of this, data used aver-
ages of values from Burundi, Sudan, Democratic 
Republic of Congo (DRC), and Somalia to 
approximate what South Sudan could contribute 
to the global action against child marriage.

South Sudan does not have sufficient 
information on child marriage practice and the 
resources needed to end the practice by 2030. 
This scarcity of data understandably stems from 
the country’s experience with instability and 
underdevelopment. With this in mind, the Child 
Marriage Optimal Interventions (CMOI) Model 
used in this analysis is based on information 
from carefully chosen countries, characterized 
as shadows that somewhat typify the context 
in South Sudan. Given its tumultuous political 
history and development trajectory, there are 
only a handful of countries in the region that 
mirror South Sudan’s experience. These coun-
tries include Sudan, DRC, Somalia, and Burundi, 
all of which are either going through or have 
been in conflict at some point in recent history. 
These countries also share similar socioeco-
nomic development outlooks with South Sudan, 
having similar human development profiles. 
These shadow countries fall in the category 
of ‘low human development’, according to 
UNDP’s Human Development Report (2020).21

The estimates are calibrated for an individual 
country, a combination of which forms the 
optimal solutions for quasi–South Sudan. 
The CMOI function is based on a set of eight 

Table 11: GBV indicators, 2020-2030

INDICATOR 2020 2021-2025 2026-2030

% of women experiencing IPV (by end-year) 22.00 20.85 18.85

Number experiencing IPV 592,219.32 3,046,598.00 3,122,297.25

Cumulative cases of IPV averted (5% scale up) - 171,708.19 524,691.59

Cumulative cases of IPV averted (50% scale up) - 392,376.10 2,272,610.60
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cost-effective interventions that could reduce 
child marriage to at least 5 per cent by 2030 
(UNFPA’s target), with 2020 serving as base 
period. Similarly, the African Union’s Agenda 
2063 and the UN SDGs both aim at ending 
child marriage by 2030. The current esti-
mates are based on two broad interventions 
in the education sector and at commu-
nity level. Sub-interventions in education 
include rural school services, improved 
school infrastructure, pedagogical changes/
improvements, cash transfers, and malaria 
interventions. Key community interventions 
include community mobilization, conditional 
economic incentives, and life skills. 

These interventions hold great promise to 
reduce the incidence of child marriage in a 
cross-section of countries. In South Sudan, 
however, the biggest cost of averting child 
marriage is in service delivery such as 
provision of shelter, rescue operations, and 
legal fees. The present analytical approach 
does not explicitly consider these factors. 
Relevant variables for this analysis include 

the number of child marriages before 
intervention, the number of child marriages 
following the intervention, the number of child 
marriages averted following the intervention, 
and cost for averting child marriage.

4.3.2 Results
The results show that over 2 million children 
(base scenario) are likely to be married in the 
next 10 years if there are no interventions 
undertaken. However, with interventions, 
62 per cent of child marriages (about 1.4 million) 
would be averted. The total cost of reducing 
child marriage to 5 per cent for the 2020-
2030 period in South Sudan is $605.6 million. 
Community intervention accounts for the largest 
portion at $512 million (constituting 84 per cent 
of total cost). Education intervention accounts 
for about $93.6 million (or 16 per cent). On 
average, $502.50 will be required to avert 
one case of child marriage within the period. 
(See Tables 12 and 13). (See Table A15 in 
appendix A for detailed annualized costs). 

Table 12: �Total cost of reducing child marriage prevalence to 5% by 2030,  
by type of intervention, 2020-2030 ($)

Total cost  605,600,000

Education cost  93,600,000

Community cost  512,000,000

Table 13: Unit cost of child marriage prevention, per intervention ($)

INTERVENTION UNIT COST

Education

Rural School Supply 12.569

Improve School Infrastructure 6.284

Pedagogical Changes 12.569

Cash Transfers to Poor Students 12.569

Malaria Prevention 1.257

Community Intervention

Community Mobilization 19.294

Conditional Economic Incentives 88.640

Life Skills 138.783
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Across its constituent programmes, 
educational interventions will cost $9 per child 
reached, while community intervention will 
cost $61 per child. Life skills and economic 
incentives primarily drive the commu-
nity intervention cost, whereas education 
service, pedagogical changes, and cash 
transfers will be the most significant cost 
contributors for education. (See Table 10). 

4.4 �Gender-based violence 
prevention and response 
intervention costs

To estimate GBV intervention costs in 
South Sudan, Rwanda’s GBV per capita invest-
ment rates were adopted (see Table 19). Like 
South Sudan, Rwanda is a developing country 
which has recently recovered from a brutal 
conflict that killed nearly a million people 
in just three months.22 Rwanda’s resilience, 
as indicated by its notable socioeconomic 

22	  https://www.bbc.com/news/world-africa-52938283

improvements, is not only remarkable, but also 
instructive for states that are emerging from 
periods of political turmoil like South Sudan. 

Table 14 presents per unit cost for each 
intervention and this ranges between $0.05 and 
about $40 per person. An additional $100,000 
annually would be needed to strengthen relevant 
NGOs’ work and to invest in support activities, 
such as tracking and assessing results. However, 
the present unit costs are markedly lower than 
what the GBV technical working group (TWG) 
in the country proposed. For instance, the TWG 
proposal for unit costs are: $250 for economic 
empowerment; $125 for counselling; $325 for 
treatment; and $10 for the media campaign. 
The proposed cost estimates supposedly 
cover several objectives outlined in Box 1 in 
the Appendix (source: GBV partners, 2020). 

The referenced unit costs are translated into 
the country’s total need. Table 15 presents 
the resources needed to combat GBV at the 
targeted level of interventions in South Sudan 

Table 14: GBV prevention and response intervention unit cost ($)

INTERVENTION UNIT COST UNIT

Community mobilization 0.71 Per person reached

Outreach to male youth 2.19 Per person reached

Economic empowerment 9.02 Per person reached

Outreach to female sex workers 2.56 Per person reached

Mass media 0.05 Per person reached

Counseling 1.12 Per person reached

Treatment 39.99 Per person reached

NGO strengthening 100,000.00 Per year

Programme support 15 Per cent of direct costs

INTERVENTIONS TO REDUCE CHILD MARRIAGES TO 5% THROUGH 
2030, WOULD COST $605.6 million. It would result in averting 
1.4 million (62%) of child marriages in South Sudan. Community intervention 
and education intervention are key to reducing child marriages.5%
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during the next 10 years. Between 2021 and 
2025, approximately $22.5 million would need 
to be raised for the various interventions. And 
additional $65 million will be needed between 
2026 and 2030. Altogether, South Sudan needs 
to mobilize $87 million to realize the above 
projected outcomes. Allocation to economic 

empowerment accounts for the largest 
share at about 60 per cent of the estimated 
resources, followed by community mobiliza-
tion and programme support, each drawing 
13 per cent of the total requirement. (See Table 
A16 in the Appendix for annualized costs). 

Table 15: Investment needed for GBV prevention and response ($)

INTERVENTION 2020 2021-2025 2026-2030 TOTAL
PER CENT 

SHARE

Community mobilization - 2,900,000 8,500,000 11,400,000 13%

Outreach to male youth - 1,000,000 3,100,000 4,100,000 5%

Economic empowerment - 13,000,000 37,800,000 50,800,000 58%

Outreach to female 
sex workers

- 13,000 40,000 53,000 0%

Mass media - 520,000 1,600,000 2,120,000 2%

Counseling - 1,400,000 4,400,000 5,800,000 7%

Treatment - 200,000 580,000 780,000 1%

NGO strengthening 100,000 500,000 500,000 1,100,000 1%

Programme support 15,000 3,000,000 8,400,000 11,415,000 13%

Total 115,000 22,533,000 64,920,000 87,568,000 100%



24	� SOUTH SUDAN • Investment Cases Towards Ending Unmet Need for Family Planning,  
Preventable Maternal Deaths, and Gender-Based Violence

5. SUMMARY OF FINDINGS, 
CONCLUSION AND 

RECOMMENDATIONS

5.1 Summary of findings

5.1.1 �Ending preventable  
maternal deaths

•	 South Sudan has a maternal mortality ratio of 
789 deaths per 100,000 live births with an 
estimated 3,500 maternal deaths annually in 
recent years.

•	 An achievable scale-up of coverage of 27 high 
impact maternal health interventions to 
50 per cent, including contraceptive use, 
could save over 5,500 maternal lives over the 
next 10 years at a total incremental (addi-
tional) cost of $318 million in South Sudan (of 
a total cost of $408 million). This could avert 
over 33 per cent of maternal deaths compared 
to the status quo and reduce the maternal 
mortality ratio by over 30 per cent from 
789 deaths per 100,000 live births in 2020, to 
530 deaths per 100,000 live births by 2030.

•	 An ambitious/universal scale-up of 27 high 
impact interventions to 100 per cent coverage 
could save over 8,800 maternal lives and 
would cost an additional $530 million or a total 
cost of $620 million over the next 10 years. 
This could avert over 50 per cent of maternal 
deaths compared to the status quo and reduce 
the maternal mortality ratio by 51 per cent from 
789 deaths per 100,000 live births in 2020 to 
380 deaths per 100,000 live births by 2030.

•	 From 2020 to 2030, a projected $90 million 
from the Government, donors, and other 
partners is available/committed towards 
reducing preventable maternal deaths in the 
next decade.

•	 The total new investment needed to reduce 
preventable maternal deaths is therefore 
$318 million at the achievable coverage 
projection scenario.

5.1.2 �Ending unmet need  
for family planning.

•	 Family planning services uptake is low in the 
country, with an estimated 96 per cent of 
women aged 15-49 years currently married/
or in union not using or unable to access 
any family planning methods, and only 
1 per cent of the 4 per cent of women who 
practise family planning, have used modern 
FP methods. Unmet need for family planning 
stands at 29.7 per cent.

•	 An increase in the mCPR to between 
30 per cent and 50 per cent, with a view to 
ending the unmet need for family planning, 
will lead to a corresponding increase in the 
number of unintended pregnancies averted 
from 292,075 in 2020 to between 1,084,243 
and 1,717,979 by 2030.

•	 Likewise, the number of unsafe abortions 
averted will increase from 98,137 in 
2020 to between 364,305 and 577,241 
by 2030 with the modest and ambitious 
scenarios, respectively.

•	 The number of maternal deaths averted 
is also expected to increase from 3,202 
in 2020 to between 11,960 and 19,014 by 
2030, with the modest and the ambitious 
scenarios, respectively.
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•	 The scale-up in mCPR to between 30 per cent 
and 50 per cent will require additional costs 
between $21 million and $35.8 million over 
the period 2020-2030 across the scenarios.

•	 Given estimated available government 
resources, the funding gap ranges between 
$20.19 million and $34.96 million across 
the scenarios.

5.1.3 �Ending gender-based violence 
and all harmful practices 

•	 Without interventions, the number of women 
involved in IPV cases could increase from 
592,219 in 2020 to 3.05 million in 2021-2025 
and an additional 3.12 million in 2026-2030. 

•	 However, with a 5 per cent annual increase 
in interventions, the number of IPV cases in 
South Sudan would start to decline. Between 
2021 and 2025, 171,708 cases of IPV could be 
averted, and another 525, 000 cases could 
be averted between 2026 and 2030. With 
a 50 per cent intervention coverage for all 
indicators by 2030, 392,376 cumulative cases 
of IPV could be averted during 2021-2025 
and an additional 2.3 million cases during the 
next five years 2026-2030.Achieving these 
outcomes would cost a total of $87million in 
2020-2030 with economic empowerment 
interventions representing about 60 per cent 
of the estimated costs, followed by commu-
nity mobilization and programme support, 
each accounting for 13 per cent. 

5.1.4 Ending child marriage
•	 Over 2 million children are likely to be 

married in the next 10 years if there are no 
interventions undertaken. With interven-
tions, 62 per cent of child marriages (about 
1.4 million) would be averted. 

•	 The total cost of reducing child marriage 
to 5 per cent through 2030 is about 
$605.60 million. 

•	 Community intervention accounts for 
84 per cent of total cost at $512 million, 
followed by education intervention at 
$93.60 million.

•	 On average, $502.50 will be required to avert 
one case of child marriage in the country 
within the next decade.

5.2 �Conclusion and 
recommendations

The investment cases highlight the scale and 
scope of high impact interventions that can 
transform key sexual reproductive health 
and rights outcomes for South Sudan, the 
corresponding costs, required financing, and 
impact. The paucity of data in South Sudan 
posed a constraint, thus where unavailable, 
data sets from comparable shadow countries 
were used as proxy to support the analysis.

Numerous instruments, including laws and 
policies, have been developed and introduced 
but with limited scale of programme imple-
mentation. As demonstrated by the investment 
cases, several priority interventions need 
to be significantly scaled up for effective 
coverage in order to avert preventable maternal 
deaths, end unmet need for family planning 
and end GBV and all harmful practices.

The country is far from meeting the Abuja 
Declaration on investing 15 per cent of the 
Government budget to the health sector, 
and the SDG health financing benchmark 
of 5 per cent of GDP for health allocation 
and $86.3 per capita expenditure on health. 
An annual spending of 2 per cent of the 
Government’s budget for the health sector is 
too modest to achieve the targeted results and 
deliver the commitments made by Government. 
With a weak economy and severely under-
funded health sector, mobilizing resources with 
partners needs to be intensified. The invest-
ment cases should bolster policy advocacy 
for scaling up priority interventions enabled 
by availability of financing, cost-effective and 
efficient spending, and enhanced financial 
tracking within accountability mechanisms.
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APPENDIX A

Estimates of Projections for Interventions: Costs and Impacts

Table A1: Status quo/baseline coverage scenario for maternal health, 2020-2030

INTERVENTION 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Periconceptual

Contraceptive use 5.0 5.5 6.0 6.5 7.0 7.5 8.0 8.5 9.0 9.5 10.0

Post-abortion case 
management

22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4

Ectopic pregnancy 
case management 

22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4

Pregnancy

Micronutrient 
supplementation

22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4

TT - Tetanus toxoid 
vaccination

32.4 32.4 32.4 32.4 32.4 32.4 32.4 32.4 32.4 32.4 32.4

Preventive treatment 
of malaria

32.8 32.8 32.8 32.8 32.8 32.8 32.8 32.8 32.8 32.8 32.8

Syphilis detection 
and treatment

10.0 10.0 10.0 10.0 10.0 10.0 10.0 10.0 10.0 10.0 10.0

Calcium supplementation* 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Balanced energy 
supplementation*

0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Hypertensive disorder 
case management

4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2 4.2

Diabetes case management 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2 3.2

Malaria case management 13.4 13.4 13.4 13.4 13.4 13.4 13.4 13.4 13.4 13.4 13.4

Fetal growth restriction 
detection

22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4
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Childbirth

Clean birth environment 9.6 9.6 9.6 9.6 9.6 9.6 9.6 9.6 9.6 9.6 9.6

Manual removal of placenta 4.4 4.4 4.4 4.4 4.4 4.4 4.4 4.4 4.4 4.4 4.4

MgSO4 for eclampsia 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4

Antibiotics for preterm 
or prolonged PROM

8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7

Parenteral administration 
of antibiotics

8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7 8.7

Assisted vaginal delivery 2.9 2.9 2.9 2.9 2.9 2.9 2.9 2.9 2.9 2.9 2.9

Parenteral administration 
of uterotonics

10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4 10.4

Removal of retained 
products of conception

3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9 3.9

Induction of labour for 
pregnancies lasting 41+w

22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4

Antenatal corticosteroids 
for preterm labour

22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4

Cesarean delivery 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7 2.7

Blood transfusion 1.5 1.5 1.5 1.5 1.5 1.5 1.5 1.5 1.5 1.5 1.5

Preventive

ITN/IRS - Households 
protected from malaria

38.9 38.9 38.9 38.9 38.9 38.9 38.9 38.9 38.9 38.9 38.9

Curative 

Maternal sepsis case 
management

22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4 22.4

  Table A1 (cont’d)
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Table A2: �Modest coverage projection scenario for maternal health (30% coverage target), 
2020-2030

INTERVENTION 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Periconceptual

Contraceptive use 5.0 7.5 10.0 12.5 15.0 17.5 20.0 22.5 25.0 27.5 30.0

Post-abortion case 
management

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0

Ectopic pregnancy 
case management 

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0

Pregnancy

Micronutrient 
supplementation

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0

TT - Tetanus 
toxoid vaccination

32.4 34.2 35.9 37.7 39.4 41.2 43.0 44.7 46.5 48.2 50.0

Preventive 
treatment of 
malaria

32.8 34.5 36.2 38.0 39.7 41.4 43.1 44.8 46.6 48.3 50.0

Syphilis detection 
and treatment

10.0 12.0 14.0 16.0 18.0 20.0 22.0 24.0 26.0 28.0 30.0

Calcium 
supplementation*

0.0 3.0 6.0 9.0 12.0 15.0 18.0 21.0 24.0 27.0 30.0

Balanced energy 
supplementation*

0.0 3.0 6.0 9.0 12.0 15.0 18.0 21.0 24.0 27.0 30.0

Hypertensive 
disorder case 
management

4.2 6.7 9.3 11.9 14.5 17.1 19.7 22.2 24.8 27.4 30.0

Diabetes case 
management

3.2 5.9 8.6 11.3 13.9 16.6 19.3 22.0 24.6 27.3 30.0

Malaria case 
management

13.4 15.1 16.7 18.4 20.0 21.7 23.4 25.0 26.7 28.3 30.0

Fetal growth 
restriction 
detection

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0
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Childbirth

Clean birth 
environment

10.1 12.1 14.1 16.0 18.0 20.0 22.0 24.0 26.0 28.0 30.0

Manual removal 
of placenta

4.6 7.1 9.7 12.2 14.8 17.3 19.8 22.4 24.9 27.5 30.0

MgSO4 for 
eclampsia

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0

Antibiotics 
for preterm or 
prolonged PROM

9.2 11.3 13.3 15.4 17.5 19.6 21.7 23.8 25.8 27.9 30.0

Parenteral 
administration 
of antibiotics

9.2 11.3 13.3 15.4 17.5 19.6 21.7 23.8 25.8 27.9 30.0

Assisted vaginal 
delivery

3.1 5.8 8.5 11.2 13.9 16.6 19.2 21.9 24.6 27.3 30.0

Parenteral 
administration 
of uterotonics

11.0 12.9 14.8 16.7 18.6 20.5 22.4 24.3 26.2 28.1 30.0

Removal of 
retained products 
of conception

4.1 6.7 9.3 11.8 14.4 17.0 19.6 22.2 24.8 27.4 30.0

Induction of labour 
for pregnancies 
lasting 41+w

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0

Antenatal 
corticosteroids for 
preterm labour

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0

Cesarean delivery 2.7 5.4 8.2 10.9 13.6 16.4 19.1 21.8 24.5 27.3 30.0

Blood transfusion 1.5 4.4 7.2 10.1 12.9 15.8 18.6 21.5 24.3 27.2 30.0

Preventive

ITN/IRS - 
Households 
protected from 
malaria

38.9 40.0 41.1 42.2 43.3 44.4 45.6 46.7 47.8 48.9 50.0

Curative 

Maternal sepsis 
case management

22.4 23.2 23.9 24.7 25.4 26.2 27.0 27.7 28.5 29.2 30.0

  Table A2 (cont’d)
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Table A3: �Achievable coverage projection scenario for maternal health  
(50% coverage target), 2020-2030

INTERVENTION 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Periconceptual

Contraceptive use 5.0 8.5 12.0 15.5 19.0 22.5 26.0 29.5 33.0 36.5 40.0

Post-abortion case 
management

22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0

Ectopic pregnancy 
case management 

22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0

Pregnancy

Micronutrient supplementation 22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0

TT - Tetanus toxoid 
vaccination

32.4 34.2 35.9 37.7 39.4 41.2 43.0 44.7 46.5 48.2 50.0

Preventive treatment 
of malaria

32.8 34.5 36.2 38.0 39.7 41.4 43.1 44.8 46.6 48.3 50.0

Syphilis detection 
and treatment

10.0 14.0 18.0 22.0 26.0 30.0 34.0 38.0 42.0 46.0 50.0

Calcium supplementation* 0.0 5.0 10.0 15.0 20.0 25.0 30.0 35.0 40.0 45.0 50.0

Balanced energy 
supplementation*

0.0 5.0 10.0 15.0 20.0 25.0 30.0 35.0 40.0 45.0 50.0

Hypertensive disorder 
case management

4.2 8.7 13.3 17.9 22.5 27.1 31.7 36.2 40.8 45.4 50.0

Diabetes case management 3.2 7.9 12.6 17.3 21.9 26.6 31.3 36.0 40.6 45.3 50.0

Malaria case management 13.4 17.1 20.7 24.4 28.0 31.7 35.4 39.0 42.7 46.3 50.0

Fetal growth restriction 
detection

22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0

Childbirth

Clean birth environment 10.1 14.1 18.1 22.0 26.0 30.0 34.0 38.0 42.0 46.0 50.0

Manual removal of placenta 4.6 9.1 13.7 18.2 22.8 27.3 31.8 36.4 40.9 45.5 50.0

MgSO4 for eclampsia 22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0

Antibiotics for preterm 
or prolonged PROM

9.2 13.3 17.3 21.4 25.5 29.6 33.7 37.8 41.8 45.9 50.0

Parenteral administration 
of antibiotics

9.2 13.3 17.3 21.4 25.5 29.6 33.7 37.8 41.8 45.9 50.0

Assisted vaginal delivery 3.1 7.8 12.5 17.2 21.9 26.6 31.2 35.9 40.6 45.3 50.0

Parenteral administration 
of uterotonics

11.0 14.9 18.8 22.7 26.6 30.5 34.4 38.3 42.2 46.1 50.0

Removal of retained 
products of conception

4.1 8.7 13.3 17.8 22.4 27.0 31.6 36.2 40.8 45.4 50.0

Induction of labour for 
pregnancies lasting 41+w

22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0

Antenatal corticosteroids 
for preterm labour

22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0

Cesarean delivery 2.7 7.4 12.2 16.9 21.6 26.4 31.1 35.8 40.5 45.3 50.0

Blood transfusion 1.5 6.4 11.2 16.1 20.9 25.8 30.6 35.5 40.3 45.2 50.0

Preventive

ITN/IRS - Households 
protected from malaria

38.9 40.0 41.1 42.2 43.3 44.4 45.6 46.7 47.8 48.9 50.0

Curative 

Maternal sepsis case 
management

22.4 25.2 27.9 30.7 33.4 36.2 39.0 41.7 44.5 47.2 50.0
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Table A4: The path to reducing and ending preventable maternal deaths in South Sudan

23	 United Nations Population Fund (2019). Costing the Three Transformative Results.New York, New York.  
Available at: www.unfpa.org

HIGH IMPACT MATERNAL HEALTH INTERVENTIONS ALONG THE CONTINUUM OF MATERNAL CARE

Ensuring that these 
priority/impact maternal 
health interventions are 
universally available for 
women in South Sudan.

1. PERICONCEPTUAL

Contraceptive use

Post-abortion case management

Ectopic pregnancy case management

2. PREGNANCY

Micronutrient supplementation (Iron, Folic, others)

TT - Tetanus toxoid vaccination

IPTp - Intermittent preventive treatment of malaria

Syphilis detection and treatment

Calcium supplementation

Balanced energy supplementation

Hypertensive disorder case management

Diabetes case management

Malaria case management

Fetal growth restriction detection and management

3. CHILDBIRTH

Clean birth environment

Manual removal of placenta

MgSO4 for eclampsia

Antibiotics for preterm or prolonged PROM

Parenteral administration of antibiotics

Assisted vaginal delivery

Parenteral administration of uterotonics

Removal of retained products of conception

Induction of labour for pregnancies lasting 41+ weeks

Antenatal corticosteroids for preterm labour

Cesarean delivery

Blood transfusion

4. PREVENTIVE

ITN/IRS - Households protected from malaria

5. CURATIVE

Maternal sepsis case management

At the appropriate 
time for women…

Spanning the continuum of care from periconceptual, 
pregnancy/antenatal, postpartum periods (i.e., the 
time around conception and after childbirth).

Reduces and ends preventable 
maternal mortality caused by...

Haemorrhage (27%), indirect causes (25%), other 
direct causes (17%), hypertensive disorders (15%), 
embolism (8%), sepsis (5%), abortion (3%).

Which results in… Reducing and ending preventable maternal deaths in South Sudan.

Source: UNFPA (2020)23
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Table A5: �Ambitious/universal coverage projection scenario for maternal health  
(100% coverage target), 2020-2030

INTERVENTION 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Periconceptual

Contraceptive use 5.0 9.5 14.0 18.5 23.0 27.5 32.0 36.5 41.0 45.5 50.0
Post-abortion case 
management 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0

Ectopic pregnancy 
case management 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0

Pregnancy
Micronutrient 
supplementation 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0

TT - Tetanus toxoid 
vaccination 32.4 39.2 45.9 52.7 59.4 66.2 73.0 79.7 86.5 93.2 100.0

 Preventive treatment 
of malaria 32.8 39.5 46.2 53.0 59.7 66.4 73.1 79.8 86.6 93.3 100.0

Syphilis detection 
and treatment 10.0 19.0 28.0 37.0 46.0 55.0 64.0 73.0 82.0 91.0 100.0

Calcium supplementation* 0.0 10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0 90.0 100.0
Balanced energy 
supplementation* 0.0 10.0 20.0 30.0 40.0 50.0 60.0 70.0 80.0 90.0 100.0

Hypertensive disorder 
case management 4.2 13.7 23.3 32.9 42.5 52.1 61.7 71.2 80.8 90.4 100.0

Diabetes case management 3.2 12.9 22.6 32.3 41.9 51.6 61.3 71.0 80.6 90.3 100.0

Malaria case management 13.4 22.1 30.7 39.4 48.0 56.7 65.4 74.0 82.7 91.3 100.0
Fetal growth restriction 
detection 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0

Childbirth

Clean birth environment 10.1 19.1 28.1 37.0 46.0 55.0 64.0 73.0 82.0 91.0 100.0

Manual removal of placenta 4.6 14.1 23.7 33.2 42.8 52.3 61.8 71.4 80.9 90.5 100.0

MgSO4 for eclampsia 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0
Antibiotics for preterm 
or prolonged PROM 9.2 18.3 27.3 36.4 45.5 54.6 63.7 72.8 81.8 90.9 100.0

Parenteral administration 
of antibiotics 9.2 18.3 27.3 36.4 45.5 54.6 63.7 72.8 81.8 90.9 100.0

Assisted vaginal delivery 3.1 12.8 22.5 32.2 41.9 51.6 61.2 70.9 80.6 90.3 100.0
Parenteral administration 
of uterotonics 11.0 19.9 28.8 37.7 46.6 55.5 64.4 73.3 82.2 91.1 100.0

Removal of retained 
products of conception 4.1 13.7 23.3 32.8 42.4 52.0 61.6 71.2 80.8 90.4 100.0

Induction of labour for 
pregnancies lasting 41+w 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0

Antenatal corticosteroids 
for preterm labour 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0

Cesarean delivery 2.7 12.4 22.2 31.9 41.6 51.4 61.1 70.8 80.5 90.3 100.0

Blood transfusion 1.5 11.4 21.2 31.1 40.9 50.8 60.6 70.5 80.3 90.2 100.0

Preventive
ITN/IRS - Households 
protected from malaria 38.9 45.0 51.1 57.2 63.3 69.4 75.6 81.7 87.8 93.9 100.0

Curative 
Maternal sepsis case 
management 22.4 30.2 37.9 45.7 53.4 61.2 69.0 76.7 84.5 92.2 100.0
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Table A6: Costs of maternal health interventions: Status quo scenario, 2020-2030 ($ million)

COST TYPE 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 TOTAL

Intervention Costs

Drug and 
supply costs

1.24 1.28 1.32 1.37 1.42 1.47 1.52 1.58 1.64 1.70 1.78 16.31

Labour costs .92 .96 1.02 1.08 1.15 1.22 1.30 1.38 1.46 1.56 1.66 13.70

Other recurrent 
costs

.31 .31 .32 .33 .34 .35 .36 .38 .39 .40 .41 3.92

Capital costs 1.02 1.04 1.06 1.09 1.13 1.16 1.20 1.23 1.27 1.31 1.35 12.86

Subtotal: 
Intervention 
Costs

3.48 3.60 3.73 3.87 4.03 4.20 4.38 4.56 4.76 4.97 5.21 46.79

Intervention Costs

Programme-
specific human 
resources

.03 .04 .04 .04 .04 .04 .04 .05 .05 .05 .05 .47

Training .03 .04 .04 .04 .04 .04 .04 .05 .05 .05 .05 .47

Supervision .07 .07 .07 .08 .08 .08 .09 .09 .10 .10 .10 .94

Monitoring and 
evaluation

.07 .07 .07 .08 .08 .08 .09 .09 .10 .10 .10 .94

Infrastructure .07 .07 .07 .08 .08 .08 .09 .09 .10 .10 .10 .94

Transport .07 .07 .07 .08 .08 .08 .09 .09 .10 .10 .10 .94

Communication, 
media, and 
outreach

.03 .04 .04 .04 .04 .04 .04 .05 .05 .05 .05 .47

Advocacy .03 .04 .04 .04 .04 .04 .04 .05 .05 .05 .05 .47

General 
programme 
management

.07 .07 .07 .08 .08 .08 .09 .09 .10 .10 .10 .94

Community health 
worker training

.03 .04 .04 .04 .04 .04 .04 .05 .05 .05 .05 .47

Subtotal: 
Programme  
Costs

.52 .54 .56 .58 .61 .63 .66 .68 .71 .75 .78 7.02

Wastage costs .06 .06 .07 .07 .07 .07 .08 .08 .08 .09 .09 .82

Logistics costs .37 .38 .40 .41 .42 .44 .46 .47 .49 .51 .53 4.89

Infrastructure 
investment costs

1.74 1.80 1.86 1.94 2.02 2.10 2.19 2.28 2.38 2.48 2.60 23.39

Other health 
system costs

4.84 5.00 5.18 5.38 5.61 5.84 6.09 6.34 6.61 6.91 7.24 65.04

Subtotal 7.02 7.25 7.50 7.80 8.12 8.46 8.81 9.17 9.56 9.99 10.46 94.14

Total Costs of 
the Investment 
Case (IC)

11.02 11.38 11.79 12.25 12.76 13.29 13.84 14.42 15.03 15.70 16.45 147.95
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Table A7: �Costs of scaling up coverage of maternal health interventions: 
Modest coverage scale-up scenario (30%), 2020-2030 ($ million)

COST TYPE 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 TOTAL

Intervention Costs

Drug and 
supply costs 1.25 1.66 2.09 2.56 3.05 3.58 4.13 4.72 5.35 6.03 6.76 41.16

Labour costs .93 1.26 1.60 1.99 2.40 2.85 3.34 3.86 4.42 5.04 5.71 33.40

Other recurrent 
costs .31 .34 .38 .42 .46 .51 .55 .60 .66 .72 .78 5.73

Capital costs .98 1.09 1.20 1.33 1.47 1.61 1.76 1.92 2.09 2.27 2.48 18.20

Subtotal: 
Intervention 
Costs

3.47 4.34 5.28 6.29 7.38 8.55 9.78 11.10 12.52 14.05 15.72 98.49

Intervention Costs

Programme-
specific human 
resources

.03 .04 .05 .06 .07 .09 .10 .11 .13 .14 .16 .98

Training .03 .04 .05 .06 .07 .09 .10 .11 .13 .14 .16 .98

Supervision .07 .09 .11 .13 .15 .17 .20 .22 .25 .28 .31 1.97

Monitoring and 
evaluation .07 .09 .11 .13 .15 .17 .20 .22 .25 .28 .31 1.97

Infrastructure .07 .09 .11 .13 .15 .17 .20 .22 .25 .28 .31 1.97

Transport .07 .09 .11 .13 .15 .17 .20 .22 .25 .28 .31 1.97

Communication, 
media, and 
outreach

.03 .04 .05 .06 .07 .09 .10 .11 .13 .14 .16 .98

Advocacy .03 .04 .05 .06 .07 .09 .10 .11 .13 .14 .16 .98

General 
programme 
management

.07 .09 .11 .13 .15 .17 .20 .22 .25 .28 .31 1.97

Community 
health worker 
training

.03 .04 .05 .06 .07 .09 .10 .11 .13 .14 .16 .98

Subtotal: 
Programme 
Costs

.52 .65 .79 .94 1.11 1.28 1.47 1.67 1.88 2.11 2.36 14.77

Wastage costs .06 .08 .10 .13 .15 .18 .21 .24 .27 .30 .34 2.06

Logistics costs .37 .50 .63 .77 .92 1.07 1.24 1.42 1.60 1.81 2.03 12.35

Infrastructure 
investment 
costs

1.73 2.17 2.64 3.15 3.69 4.27 4.89 5.55 6.26 7.03 7.86 49.25

Other health 
system costs 4.82 6.04 7.34 8.75 10.26 11.88 13.60 15.43 17.40 19.53 21.86 136.90

Subtotal 6.99 8.79 10.71 12.79 15.02 17.40 19.94 22.64 25.53 28.66 32.08 200.56

Total Costs of 
the Investment 
Case (IC)

10.97 13.79 16.79 20.02 23.51 27.23 31.19 35.41 39.93 44.82 50.16 313.82
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Table A8: �Costs of scaling up coverage of maternal health interventions:  
Achievable coverage scale-up scenario (50%), 2020-2030 ($ million)

COST TYPE 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 TOTAL

Intervention Costs

Drug and 
supply costs

1.25 1.91 2.60 3.30 4.03 4.79 5.56 6.35 7.17 8.08 9.06 54.09

Labour costs .95 1.49 2.06 2.66 3.30 3.98 4.69 5.43 6.21 7.06 7.92 45.74

Other recurrent 
costs

.31 .36 .41 .47 .53 .59 .65 .71 .78 .85 .93 6.60

Capital costs 1.03 1.19 1.36 1.53 1.72 1.91 2.11 2.31 2.53 2.77 3.03 21.49

Subtotal: 
Intervention 
Costs

3.54 4.96 6.42 7.96 9.58 11.26 13.00 14.81 16.68 18.76 20.94 127.92

Intervention Costs

Programme-
specific human 
resources

.04 .05 .06 .08 .10 .11 .13 .15 .17 .19 .21 1.28

Training .04 .05 .06 .08 .10 .11 .13 .15 .17 .19 .21 1.28

Supervision .07 .10 .13 .16 .19 .23 .26 .30 .33 .38 .42 2.56

Monitoring and 
evaluation

.07 .10 .13 .16 .19 .23 .26 .30 .33 .38 .42 2.56

Infrastructure .07 .10 .13 .16 .19 .23 .26 .30 .33 .38 .42 2.56

Transport .07 .10 .13 .16 .19 .23 .26 .30 .33 .38 .42 2.56

Communication, 
media, and 
outreach

.04 .05 .06 .08 .10 .11 .13 .15 .17 .19 .21 1.28

Advocacy .04 .05 .06 .08 .10 .11 .13 .15 .17 .19 .21 1.28

General 
programme 
management

.07 .10 .13 .16 .19 .23 .26 .30 .33 .38 .42 2.56

Community 
health worker 
training

.04 .05 .06 .08 .10 .11 .13 .15 .17 .19 .21 1.28

Subtotal: 
Programme 
Costs

.53 .74 .96 1.19 1.44 1.69 1.95 2.22 2.50 2.81 3.14 19.19

Wastage costs .06 .10 .13 .17 .20 .24 .28 .32 .36 .40 .45 2.70

Logistics costs .37 .57 .78 .99 1.21 1.44 1.67 1.91 2.15 2.42 2.72 16.23

Infrastructure 
investment 
costs

1.77 2.48 3.21 3.98 4.79 5.63 6.50 7.40 8.34 9.38 10.47 63.96

Other health 
system costs

4.92 6.89 8.93 11.07 13.32 15.65 18.07 20.58 23.19 26.08 29.11 177.81

Subtotal 7.13 10.04 13.05 16.21 19.52 22.96 26.52 30.21 34.04 38.28 42.75 260.70

Total Costs of 
the Investment 
Case (IC)

11.20 15.73 20.43 25.37 30.54 35.91 41.47 47.23 53.23 59.86 66.83 407.80
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Table A9: �Costs of scaling up coverage of maternal health interventions:  
Ambitious/universal scale-up scenario (100%), 2020-2030 ($ million)

COST TYPE 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030 TOTAL

Intervention Costs

Drug and 
supply costs

1.25 2.56 3.86 5.13 6.39 7.62 8.81 10.03 11.30 12.46 13.59 83.01

Labour costs .96 2.03 3.12 4.25 5.41 6.60 7.79 9.01 10.18 11.19 12.12 72.65

Other recurrent 
costs

.31 .42 .53 .63 .74 .84 .93 1.03 1.13 1.22 1.30 9.08

Capital costs 1.03 1.38 1.72 2.06 2.39 2.72 3.04 3.36 3.70 3.99 4.27 29.65

Subtotal: 
Intervention 
Costs

3.54 6.38 9.22 12.07 14.94 17.78 20.57 23.44 26.31 28.86 31.27 194.39

Intervention Costs

Programme-
specific human 
resources

.04 .06 .09 .12 .15 .18 .21 .23 .26 .29 .31 1.94

Training .04 .06 .09 .12 .15 .18 .21 .23 .26 .29 .31 1.94

Supervision .07 .13 .18 .24 .30 .36 .41 .47 .53 .58 .63 3.89

Monitoring and 
evaluation

.07 .13 .18 .24 .30 .36 .41 .47 .53 .58 .63 3.89

Infrastructure .07 .13 .18 .24 .30 .36 .41 .47 .53 .58 .63 3.89

Transport .07 .13 .18 .24 .30 .36 .41 .47 .53 .58 .63 3.89

Communication, 
media, and 
outreach

.04 .06 .09 .12 .15 .18 .21 .23 .26 .29 .31 1.94

Advocacy .04 .06 .09 .12 .15 .18 .21 .23 .26 .29 .31 1.94

General 
programme 
management

.07 .13 .18 .24 .30 .36 .41 .47 .53 .58 .63 3.89

Community 
health worker 
training

.04 .06 .09 .12 .15 .18 .21 .23 .26 .29 .31 1.94

Subtotal: 
Programme 
Costs

.53 .96 1.38 1.81 2.24 2.67 3.09 3.52 3.95 4.33 4.69 29.16

Wastage costs .06 .13 .19 .26 .32 .38 .44 .50 .57 .62 .68 4.15

Logistics costs .37 .77 1.16 1.54 1.92 2.29 2.64 3.01 3.39 3.74 4.08 24.90

Infrastructure 
investment  
costs

1.77 3.19 4.61 6.04 7.47 8.89 10.29 11.72 13.16 14.43 15.64 97.20

Other health 
system costs

4.92 8.87 12.82 16.78 20.76 24.71 28.60 32.58 36.58 40.11 43.47 270.21

Subtotal 7.13 12.96 18.78 24.62 30.47 36.27 41.97 47.81 53.69 58.90 63.86 396.46

Total Costs of 
the Investment 
Case (IC)

11.20 20.30 29.38 38.50 47.65 56.72 65.63 74.77 83.95 92.09 99.82 620.02
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Table A10: Costs of intervention for 30% modern contraceptive prevalence rate ($)

DRUG AND 
SUPPLY 
COSTS

2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Pill - Standard 
daily regimen

0 57,523 126,984 206,708 295,447 392,107 496,027 606,876 724,591 849,309 981,215

Condom - Male 0 79,968 161,075 244,331 330,053 418,161 508,803 602,268 698,943 799,281 903,667

Injectable - 
3 month (Depo 
Provera)

0 29,931 58,229 85,714 112,780 139,589 166,339 193,237 220,493 248,309 276,848

IUD - Copper-T 
380-A IUD 
(10 years)

0 1,964 3,275 4,644 6,066 7,532 9,052 10,637 12,298 14,045 15,882

Implant - Jadelle 
(5 years)

0 15,462 22,202 29,364 36,717 44,126 51,674 59,429 67,450 75,792 84,466

Female 
sterilization

0 7,538 11,248 14,940 18,616 22,255 25,933 29,709 33,636 37,757 42,079

Labour costs
Pill - Standard 
daily regimen

0 26,686 43,122 62,929 86,075 112,547 142,420 175,851 213,071 254,378 300,104

Condom - Male 0 36,694 50,309 65,074 81,109 98,478 117,287 137,673 159,803 183,871 210,073

Injectable - 
3 month (Depo 
Provera)

0 56,972 75,012 93,635 113,083 133,485 155,006 177,831 202,169 228,245 256,274

IUD - Copper-T 
380-A IUD 
(10 years)

0 8,879 11,635 14,667 17,983 21,581 25,501 29,788 34,487 39,651 45,319

Implant - Jadelle 
(5 years)

0 18,209 21,172 24,456 27,995 31,752 35,771 40,095 44,766 49,829 55,314

Other-recurrent costs
Pill - Standard 
daily regimen

0 3,826 8,447 13,750 19,653 26,082 32,995 40,369 48,199 56,495 65,269

Condom - Male 0 4,162 8,383 12,717 17,178 21,764 26,482 31,346 36,378 41,600 47,033

Injectable - 
3 month (Depo 
Provera)

0 7,161 13,930 20,506 26,981 33,394 39,794 46,229 52,749 59,404 66,231

IUD - Copper-T 
380-A IUD 
(10 years)

0 1,093 1,822 2,584 3,375 4,191 5,037 5,919 6,843 7,815 8,837

Implant - Jadelle 
(5 years)

0 1,483 2,129 2,816 3,521 4,231 4,955 5,698 6,467 7,267 8,099

Female 
sterilization

0 897 1,339 1,778 2,216 2,649 3,086 3,536 4,003 4,494 5,008
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Capital costs
Pill - Standard 
daily regimen

0 13,070 28,852 46,966 67,128 89,089 112,700 137,886 164,632 192,968 222,938

Condom - Male 0 14,216 28,635 43,436 58,676 74,339 90,453 107,069 124,255 142,093 160,650

Injectable - 
3 month (Depo 
Provera)

0 24,458 47,581 70,041 92,158 114,065 135,923 157,903 180,175 202,905 226,225

IUD - Copper-T 
380-A IUD 
(10 years)

0 3,496 5,829 8,265 10,797 13,405 16,111 18,933 21,890 24,999 28,268

Implant - Jadelle 
(5 years)

0 4,742 6,810 9,006 11,262 13,534 15,849 18,227 20,688 23,246 25,907

Female 
sterilization

0 2,735 4,081 5,420 6,754 8,074 9,408 10,778 12,203 13,698 15,266

Total intervention costs
Pill - Standard 
daily regimen

0 87,381 193,681 316,629 454,579 606,102 770,418 947,258 1,136,769 1,339,426 1,555,802

Condom - Male 0 111,023 224,386 341,541 462,999 588,725 719,008 854,339 995,363 1,142,829 1,297,406

Injectable - 
3 month (Depo 
Provera)

0 79,458 155,687 230,830 305,937 381,468 457,997 536,135 616,521 699,798 786,513

IUD - Copper-T 
380-A IUD 
(10 years)

0 10,318 17,446 25,046 33,107 41,595 50,587 60,162 70,404 81,397 93,192

Implant - Jadelle 
(5 years)

0 27,410 39,827 53,155 67,009 81,157 95,764 110,964 126,885 143,648 161,300

Female 
sterilization

0 21,380 32,589 44,080 55,869 67,906 80,429 93,646 107,745 122,903 139,198

  Table A10 (cont’d)
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Table A11: Costs of intervention for 40% modern contraceptive prevalence rate ($)

DRUG AND 
SUPPLY 
COSTS

2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Pill - Standard 
daily regimen

0 73,849 165,365 271,899 391,546 522,687 664,311 815,880 977,235 1,148,511 981,215

Injectable -  
3  month 
(Depo 
Provera)

0 43,550 84,315 123,614 162,109 200,101 237,902 275,819 314,156 353,204 276,848

IUD - Copper-T 
380-A IUD 
(10 years)

0 2,875 4,682 6,568 8,529 10,552 12,652 14,843 17,139 19,554 1,930

Implant 
- Jadelle 
(5 years)

0 25,370 34,740 44,738 55,032 65,421 76,002 86,861 98,077 109,728 -3,535

Female 
sterilization

0 11,453 16,664 21,825 26,956 32,034 37,160 42,416 47,873 53,593 257,488

Labour costs
Pill - Standard 
daily regimen

0 30,245 51,747 78,032 109,029 144,703 185,146 230,561 281,254 337,629 300,104

Condom 
- Male

0 41,586 60,371 80,692 102,738 126,615 152,473 180,505 210,941 244,047 210,073

Injectable -  
3 month (Depo 
Provera)

0 64,569 90,015 116,107 143,239 171,624 201,507 233,156 266,864 302,944 256,274

IUD - Copper-T 
380-A IUD 
(10 years)

0 11,089 14,853 18,993 23,528 28,455 33,828 39,708 46,158 53,249 12,313

Implant 
- Jadelle 
(5 years)

0 23,273 27,329 31,844 36,725 41,915 47,468 53,440 59,891 66,881 17,502

Female 
sterilization

0 31,469 39,408 47,741 56,510 65,700 75,477 86,000 97,426 109,912 461,210

Other-recurrent costs
Pill - Standard 
daily regimen

0 4,912 11,000 18,086 26,045 34,768 44,189 54,271 65,004 76,397 65,269

Condom 
- Male

0 5,869 11,788 17,842 24,062 30,450 37,017 43,785 50,783 58,041 47,033

Injectable -  
3 month (Depo 
Provera)

0 10,419 20,171 29,573 38,782 47,871 56,914 65,985 75,157 84,498 66,231

IUD - Copper-T 
380-A IUD 
(10 years)

0 1,600 2,605 3,654 4,746 5,871 7,040 8,259 9,537 10,880 1,074

Implant 
- Jadelle 
(5 years)

0 2,433 3,331 4,290 5,277 6,273 7,287 8,329 9,404 10,521 -339

Female 
sterilization

0 1,363 1,983 2,597 3,208 3,813 4,423 5,048 5,698 6,378 30,645
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Capital costs 
Pill - Standard 
daily regimen

0 16,779 37,572 61,777 88,962 118,758 150,936 185,373 222,034 260,949 222,938

Condom 
- Male

0 20,045 40,263 60,941 82,189 104,007 126,439 149,557 173,457 198,251 160,650

Injectable -  
3 month (Depo 
Provera)

0 35,586 68,898 101,011 132,467 163,512 194,401 225,385 256,711 288,620 226,225

IUD - Copper-T 
380-A IUD 
(10 years)

0 5,118 8,333 11,690 15,180 18,782 22,519 26,419 30,505 34,804 3,436

Implant 
- Jadelle 
(5 years)

0 7,781 10,655 13,721 16,879 20,065 23,311 26,641 30,081 33,655 -1,084

Female 
sterilization

0 4,155 6,046 7,918 9,779 11,622 13,481 15,388 17,368 19,443 93,416

Total intervention costs 
Pill - Standard 
daily regimen

0 112,061 251,960 416,071 601,857 807,192 1,030,858 1,272,361 1,531,804 1,809,763 1,555,802

Condom 
- Male

0 156,239 314,883 478,254 647,292 822,103 1,003,139 1,191,098 1,386,871 1,591,496 1,297,406

Injectable -  
3 month (Depo 
Provera)

0 115,058 224,334 331,240 437,532 544,043 651,659 761,280 873,822 990,201 786,513

IUD - Copper-T 
380-A IUD 
(10 years)

0 15,046 24,837 35,269 46,346 58,024 70,404 83,593 97,703 112,851 13,117

Implant 
- Jadelle 
(5 years)

0 44,777 61,974 80,512 99,831 119,593 139,988 161,190 183,372 206,703 -1,537

Female 
sterilization

0 32,318 47,979 63,959 80,332 97,047 114,419 132,730 152,244 173,205 826,636

  Table A11 (cont’d)
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Table A12: Costs of intervention for 50% modern contraceptive prevalence rate ($)

DRUG AND 
SUPPLY 
COSTS 

2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Pill - 
Standard 
daily regimen

0 90,175 203,746 337,090 487,644 653,266 832,595 1,024,883 1,229,879 1,447,713 981,215

Condom 
- Male

0 145,544 291,883 441,263 594,584 751,934 913,651 1,080,266 1,252,471 1,431,064 903,666

Injectable -  
3 month 
(Depo 
Provera)

0 57,168 110,402 161,515 211,438 260,614 309,465 358,401 407,819 458,100 276,848

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 3,848 6,151 8,553 11,053 13,634 16,314 19,111 22,041 25,124 57,093

Implant 
- Jadelle 
(5 years)

0 36,282 48,281 61,115 74,349 87,719 101,334 115,295 129,708 144,667 330,273

Female 
sterilization

0 15,701 22,413 29,042 35,628 42,146 48,720 55,455 62,443 69,761 256,241

Labour costs 
Pill - 
Standard 
daily regimen

0 33,803 60,371 93,135 131,982 176,859 227,872 285,270 349,437 420,880 300,104

Condom 
- Male

0 46,479 70,433 96,310 124,368 154,752 187,659 223,336 262,078 304,223 210,073

Injectable -  
3 month 
(Depo 
Provera)

0 72,165 105,017 138,579 173,394 209,763 248,009 288,481 331,558 377,642 256,274

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 13,300 18,071 23,320 29,072 35,328 42,155 49,628 57,829 66,847 146,171

Implant 
- Jadelle 
(5 years)

0 28,338 33,486 39,232 45,454 52,077 59,165 66,786 75,016 83,932 170,849

Female 
sterilization

0 38,591 48,758 59,404 70,602 82,337 94,817 108,242 122,814 138,733 461,210

Other-recurrent costs 
Pill - 
Standard 
daily regimen

0 5,998 13,553 22,423 32,437 43,454 55,383 68,174 81,810 96,300 65,269

Condom 
- Male

0 7,575 15,192 22,966 30,946 39,136 47,553 56,225 65,187 74,483 47,033

Injectable -  
3 month 
(Depo 
Provera)

0 13,676 26,412 38,640 50,583 62,348 74,035 85,742 97,564 109,593 66,231

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 2,141 3,422 4,759 6,150 7,587 9,078 10,634 12,264 13,980 31,768

Implant 
- Jadelle 
(5 years)

0 3,479 4,629 5,860 7,129 8,411 9,716 11,055 12,437 13,871 31,668

Female 
sterilization

0 1,869 2,667 3,456 4,240 5,016 5,798 6,600 7,432 8,303 30,497
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  Table A12 (cont’d)

Capital costs 
Pill - 
Standard 
daily regimen

0 20,488 46,292 76,589 110,796 148,426 189,171 232,860 279,436 328,930 222,938

Condom 
- Male

0 25,874 51,890 78,446 105,703 133,676 162,425 192,045 222,659 254,409 160,650

Injectable -  
3 month 
(Depo 
Provera)

0 46,714 90,214 131,981 172,776 212,960 252,878 292,866 333,248 374,334 226,225

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 6,849 10,948 15,224 19,673 24,267 29,038 34,015 39,231 44,718 101,618

Implant 
- Jadelle 
(5 years)

0 11,128 14,808 18,744 22,804 26,904 31,080 35,362 39,783 44,371 101,298

Female 
sterilization

0 5,696 8,131 10,536 12,926 15,290 17,675 20,119 22,654 25,309 92,963

Total intervention 
Pill - 
Standard 
daily regimen

0 136,740 310,239 515,513 749,135 1,008,282 1,291,297 1,597,463 1,926,838 2,280,099 1,555,802

Condom 
- Male

0 201,455 405,380 614,968 831,584 1,055,481 1,287,271 1,527,856 1,778,378 2,040,162 1,297,406

Injectable -  
3 month 
(Depo 
Provera)

0 150,658 292,980 431,649 569,127 706,618 845,321 986,425 1,131,123 1,280,604 786,513

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 20,090 32,544 45,809 59,901 74,769 90,537 107,339 125,317 144,621 330,602

Implant 
- Jadelle 
(5 years)

0 63,886 85,864 109,611 134,395 159,771 185,954 213,158 241,603 271,501 618,749

Female 
sterilization

0 44,167 64,280 84,749 105,706 127,099 149,320 172,725 197,653 224,417 823,221
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Table A13: Costs of intervention for status quo (5%) modern contraceptive prevalence rate ($)

DRUG AND 
SUPPLY 
COSTS 

2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Pill - Standard 
daily regimen

0 1,605 3,415.09 5,351.95 7,331.22 9,284.22 11,210.87 13,131.56 15,072.48 17,059.29 19,106.46

Condom 
- Male

0 4,102 8,729.30 13,680.11 18,739.30 23,731.37 28,656.07 33,565.55 38,526.74 43,605.21 48,837.97

Injectable 
- 3 month 
(Depo 
Provera)

0 1,785 3,798.25 5,952.42 8,153.74 10,325.86 12,468.67 14,604.86 16,763.54 18,973.26 21,250.11

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 31.38 77.16 120.16 158.47 191.86 224.76 258.88 295.0471 333.70 374.36

Implant - 
Jadelle (5 
years)

0 541 1,293.40 2,016.49 2,678.45 3,271.42 3,855.95 4,456.56 5,086.62 5,753.78 6,452.74

Female 
sterilization

0 68.77 201.88 312.31 395.0 453.0906 510.20 574.13 647.7995 731.90 823.07

Labour costs 
Pill - Standard 
daily regimen

0 14,499 15,355 16,280.14 17,257.58 18,273.51 19,329.15 20,431.12 21,588.29 22,810.35 24,104.73

Condom 
- Male

0 25,373 26,871 28,490.25 30,200.77 31,978.64 33,826.01 35,754.45 37,779.51 39,918.10 42,183.29

Injectable 
- 3 month 
(Depo 
Provera)

0 41,272 43,709 46,341.49 49,123.78 52,015.62 55,020.50 58,157.26 61,451.17 64,929.75 68,614.23

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 2,388 2,548.97 2,711.90 2,873.04 3,031.37 3,195.72 3,370.01 3,556.70 3,757.55 3,972.30

Implant - 
Jadelle (5 
years)

0 7,742 8,250.02 8,771.04 9,293.32 9,812.65 10,351.85 10,921.71 11,529.55 12,180.92 12,876.05

Female 
sterilization

0 3,694 3,987.43 4,263.20 4,512.87 4,737.82 4,970.93 5,224.57 5,504.77 5,814.60 6,150.41

Other-recurrent costs 

Pill - Standard 
daily regimen

0 106.76 227.16 356 487.66 617.57 745.73 873.4944 1,002.60 1,134.76 1,270.94

Condom 
- Male

0 213.52 454.33 712 975.32 1,235.15 1,491.46 1,746.99 2,005.20 2,269.52 2,541.87

Injectable 
- 3 month 
(Depo 
Provera)

0 427.04 908.66 1,424.02 1,950.65 2,470.30 2,982.93 3,493.98 4,010.41 4,539.05 5,083.75

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 17.46 42.93559 66.86123 88.17533 106.75 125.0653 144.04 164.1728 185.67 208.30

Implant 
- Jadelle 
(5 years)

0 51.89 124.01 193.34 256.82 313.6771 369.72 427.31 487.72 551.69 618.71

Female 
sterilization

0 8.18 24.02754 37.17032 47.01499 53.92532 60.72202 68.33143 77.09892 87.10843 97.95935
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  Table A13 (cont’d)

Capital costs 

Pill - Standard 
daily regimen

0 364.66 775.93 1,216.00 1,665.70 2,109.43 2,547.18 2,983.58 3,424.57 3,875.98 4,341.11

Condom 
- Male

0 729.33 1,551.86 2,432.00 3,331.40 4,218.87 5,094.36 5,967.15 6,849.13 7,751.96 8,682.22

Injectable -  
3 month 
(Depo 
Provera)

0 1,458 3,103.72 4,863.99 6,662.80 8,437.74 10,188.73 11,934.30 13,698.27 15,503.93 17,364.45

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 55.86 137.34 213.87 282.05 341.48 400.05 460.77 525.15 593.94 666.32

Implant 
- Jadelle 
(5 years)

0 165.99 396.69 618.47 821.507 1,003.38 1,182.66 1,366.87 1,560.12 1,764.74 1,979.12

Female 
sterilization

0 24.94 73.24283 113.30 143.31 164.37 185.09 208.29 235.01 265.53 298.60

Total intervention costs 

Pill - Standard 
daily regimen

0 2,851 6,049.65 9,480.15 13,018.21 16,560.79 20,108.99 23,695.81 27,364.00 31,156.44 35,099.30

Condom 
- Male

0 6,402 13,590 21,297.47 29,229.89 37,147.12 45,051.01 53,017.25 61,143.69 69,527.91 78,228.45

Injectable -  
3 month 
(Depo 
Provera)

0 5,877 12,454 19,516.66 26,825.70 34,184.25 41,595.57 49,125.14 56,858.12 64,880.72 73,247.27

IUD - 
Copper-T 
380-A IUD 
(10 years)

0 232.40 545.82 852.21 1,141.15 1,410.88 1,685.02 1,973.13 2,280.49 2,610.28 2,960.72

Implant 
- Jadelle 
(5 years)

0 1,173 2,735.74 4,270.98 5,721.71 7,072.74 8,431.80 9,844.07 11,335.63 12,922.75 14,598.23

Female 
sterilization

0 299.46 789.17 1,228.58 1,600.82 1,911.80 2,229.53 2,577.91 2,967.28 3,401.73 3,872.64
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Table A18: �Maternal lives saved by scaling up of coverage of maternal health interventions, 
2020-2030

MATERNAL HEALTH INTERVENTION

2030 
MATERNAL LIVES SAVED

MODEST 
COVERAGE 
SCALE-UP  

(30%)

ACHIEVABLE 
COVERAGE 
SCALE-UP 

(50%)

AMBITIOUS 
COVERAGE  
SCALE-UP 

(100%)

Periconceptual

Contraceptive use 292 371 366

Post abortion case management 15 37 83

Ectopic pregnancy case management 2 9 22

Pregnancy

Micronutrient supplementation 111 372 921

TT - Tetanus toxoid vaccination 5 5 15

Intermittent preventive treatment of malaria 73 66 230

Syphilis detection and treatment 0 0 0

Calcium supplementation 149 224 379

Balanced energy supplementation 0 0 0

Hypertensive disorder case management 328 523 931

Diabetes case management 0 0 0

Malaria case management 30 55 121

Fetal growth restriction detection 
and management

0 0 0

Childbirth

Clean birth environment 97 161 259

Manual removal of placenta 220 315 413

MgSO4 for eclampsia 114 321 551

Antibiotics for preterm or prolonged PROM 45 73 117

Parenteral administration of antibiotics 137 222 354

Assisted vaginal delivery 298 471 860

Parenteral administration of uterotonics 457 750 1,076

Removal of retained products of conception 225 316 416

Induction of labour for pregnancies lasting 41+w 0 0 0

Antenatal corticosteroids for preterm labour 0 0 0

Cesarean delivery 313 437 588

Blood transfusion 531 730 974

Preventive

ITN/IRS - Households protected from malaria 0 0 0

Curative 

Maternal sepsis case management 46 112 126

Total maternal lives saved 3,488 5,570 8,802
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Table A19: Projection of method mix for modern contraception (%), 2020-2030

METHOD MIX 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Male condom 10 11 12 13 14 15 16 17 18 19 20

Female 
sterilization

2.5 3.1 3.7 4.3 4.9 5.5 6.1 6.7 7.3 7.9 8.5

3-month 
injectable

10 10.5 11 11.5 12 12.5 13 13.5 14 14.5 15

Implant

Implanon 
(3 years)

5 5.5 6 6.5 7 7.5 8 8.5 9 9.5 10

Jadelle (5 years) 5 5.25 5.5 5.75 6 6.25 6.5 6.75 7 7.25 7.5

IUD

Copper-T 380-A 
IUD (10 year)

2 2.5 3 3.5 4 4.5 5 5.5 6 6.5 7

LNG-IUS (5 
years)

2 2.5 3 3.5 4 4.5 5 5.5 6 6.5 7

Pill - Standard 
Daily regimen

5 7 9 11 13 15 17 19 21 23 25

Traditional

Withdrawal 7.5 6.75 6 5.25 4.5 3.75 3 2.25 1.5 0.75 0

Periodic 
abstinence

36 32.4 28.8 25.2 21.6 18 14.4 10.8 7.2 3.6 0

Traditional (not 
specified)

15 13.5 12 10.5 9 7.5 6 4.5 3 1.5 0

Total 100 100 100 100 100 100 100 100 100 100 100

Table A20: 17 GBV Intervention coverage rates (%), 2020-2030

INTERVENTION 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030

Community 
mobilization

0 5 10 15 20 25 30 35 40 45 50

Outreach to 
male youth

0 5 10 15 20 25 30 35 40 45 50

Economic 
empowerment

0 5 10 15 20 25 30 35 40 45 50

Outreach to 
female sex 
workers

0 5 10 15 20 25 30 35 40 45 50

Mass media 0 5 10 15 20 25 30 35 40 45 50

Counselling 0 5 10 15 20 25 30 35 40 45 50

Treatment 0 5 10 15 20 25 30 35 40 45 50
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Box 1. GBV intervention support

1 Provision of survivor-centred psychosocial support focused on healing, empowerment and recovery

2 Provision of appropriate GBV case management services including coordinated care and support

3
Establish and/or strengthen GBV referral systems and linking GBV survivors to available response 
services and support

4
Implement Women and Girls Friendly Space (WGFS) programming to provide services, information and 
activities that promote healing, well-being and empowerment

5
Integration of GBV risk mitigation and survivor support across the different humanitarian response 
clusters / sectors

6 Provision of legal services that protect the rights of GBV survivors and promote their access to justice

7
Provision of livelihood and economic support including through Cash and Voucher Assistance (CVA) to 
vulnerable women and girls and GBV survivors as part of a multisectoral GBV response

8
Engage men and boys for accountable practices to transform harmful social norms that perpetuate 
gender inequality, and to promote the health and safety of women and girls

9
Establish and / strengthen support to safe house to provide immediate security, temporary refuge, and 
support to GBV survivors who are escaping violent or abusive situations

10 Provide capacity building trainings on various topics of GBV to frontline service providers

11
Implement community engagement and awareness raising activities on GBV risk factors, mitigation 
measures and on how survivors can access support and services in line with the “do no harm” principle

12
Strengthen GBV coordination at the field level to address GBV through a coherent, comprehensive and 
coordinated approach
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APPENDIX B: METHODOLOGY 

Developing the Investment Case (IC)
The development of the investment case for the three transformative 
results in South Sudan was carried out through an extensive consultative 
and active engagement process with inputs from a core National Reference 
Group (NRG) and guidance from representatives of the United Nations 
Population Fund (UNFPA) in South Sudan and the UNFPA’s Eastern and 
Southern Africa Regional Office (ESARO). Desk reviews provided input 
data from relevant documents, including laws, policy documents, stra-
tegic plans such as the Reproductive, Maternal, Newborn, Child and 
Adolescent Health (RMNCAH) 2018-2022, the costed Boma Health 
Initiative, Health Management Information System (HMIS) reports, and 
research sources as well as national and international commitments.

The Spectrum - The Lives Saved Tool (LiST)
The Spectrum policy software (version 6.06) which houses several other 
modular tools was used to analyze the transformative results on maternal 
mortality. The Spectrum policy software suite was developed by the Institute 
for International Programs (now Avenir Health) at Johns Hopkins Bloomberg 
School of Public Health and funded by the Bill & Melinda Gates Foundation to 
support decision-making in the health sector (Spectrum Suite, 2014; Stover 
and Winfrey, 2010). The Spectrum programme consists of several modules 
which interact with one another to address a variety of issues in demography 
and population health. The demographic projection module (DemProj) forms 
the basis for any projection in Spectrum and requires inputs on various deter-
minants of demographic data including population age distribution., fertility 
rates, mortality rates, international migration, among other parameters. 

Modelling of alternative projection scenarios for ending maternal mortality 
was undertaken using the LiST. The LiST preloads national-level data 
for maternal health status, mortality rates, and coverage of maternal 
interventions and their effectiveness to estimate the impact as well as 
cost of scaling up maternal, newborn, and child health, and nutrition 
(MNCH&N) interventions in low-and-middle-income countries. 
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In LiST, adequate modelling of the coverage of maternal interventions required 
the following configuration:

•	 Baseline assessment of demographic information, maternal mortality rate 
and causes of maternal deaths among other maternal health indicators.

•	 Review of the baseline coverage of maternal interventions defaults in LiST.

•	 Interpolation of the coverage of alternative projection scenarios of coverage 
targets from the baseline in 2020 to the end-line in 2030.

To model the impact and cost of family planning interventions, the 
FamPlan module in Spectrum was used. However, while the FamPlan 
module allows for baseline and targets to be set for all family plan-
ning related interventions, cost related to these interventions can only 
be extracted from the LiST tool. This is because, in modelling maternal 
mortality, contraceptive use and family planning are considered as part 
of the interventions. Similarly, the impact of the family planning inter-
ventions was extracted from the online version (Impact40) of the tool. 
The FamPlan module allows one to identify the preferred family plan-
ning intervention mix appropriate for the country context. The module 
also requires inputs on total fertility, and contraceptive prevalence, as 
well as the proximate determinants of fertility including the proportion 
of women of reproductive age married or in a sexual union, duration of 
postpartum insusceptibility and abortion rates (Stover and Winfrey, 2010).

Priority impact maternal health interventions
Twenty-seven impact maternal interventions have been scientifically 
proven to reduce and end preventable deaths globally and they are 
the target of this investment case in South Sudan (see Table A4 in the 
Appendix A for the detailed list of interventions). Scale-up of the coverage 
of these high impact maternal health interventions will enable women 
of child bearing age to have access to a basic package of health services 
for the prevention and treatment of complications during pregnancy and 
childbirth to reduce preventable maternal mortality and morbidity.

Baseline data and analysis 
Pre-loaded baseline data from the FamPlan and LiST modules in 
Spectrum were used. The Spectrum tool extracts country- specific 
baseline data from various national surveys that collect informa-
tion on the respective variables. In cases where national level datasets 
were available, these were compared with baseline data from the tool, 
and where variations were found, the most recent data were used. 
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Costing in Lives Saved Tool (LiST)

Delivery channels
LiST Costing includes default distributions of interventions by delivery 
channels (i.e., community, outreach, clinic, and hospital-level care). 
These defaults are based on expert consultation by WHO experts. 

Staff baseline assumptions
The “Staff baseline data” tab in LiST Costing is pre-populated with 
assumptions for salaries (i.e., annual salary for a full-time person), bene-
fits (i.e., calculated as percentage of salary costs), and time utilization 
(i.e., days per year and time worked per day) drawn from WHO CHOICE. 
These data points are used to estimate a cost per minute, which is 
combined with information from Treatment Inputs editors to estimate 
the labour costs for delivering the various interventions. Default data 
can only be revised if more accurate country-level data are available. 

Target population and population in need
LiST Costing uses the number of people receiving the intervention and 
the quantity of resources required to deliver the intervention per person 
to determine the cost of the intervention. To estimate the number of 
people receiving the intervention, LiST Costing uses the target popu-
lation, population in need, and coverage for each intervention. 

The target population is the population that could possibly receive the 
intervention; these are age-determined groups that are drawn from 
the DemProj module within Spectrum. Global defaults exist for each 
maternal health intervention included in LiST. The population in need 
is the share of the target population that requires the intervention, per 
year. For most preventive care interventions, the share is 100 per cent.

Intervention costs
Treatment inputs for each intervention specify the required drugs and 
consumable supplies (e.g., gloves, syringes), provider time, and number of 
inpatient days and outpatient visits needed for the effective provision of 
an intervention. The determinants of intervention costs are the number of 
people receiving the intervention and the quantity of resources in terms of 
drugs and supplies (required drugs and consumables), labour, capital, and 
other recurrent costs required to deliver the intervention per person. These 
are drawn from intervention assumptions developed for the OneHealth 
Tool (http://www.who.int/choice/onehealthtool/en/) and documented in 
the Intervention Assumptions Manual. These inputs were developed based 
on WHO norms and guidelines where available, with expert input where 
explicit guidance was not available. Drugs and consumable supply prices are 
extracted from international sources such as the MSH Drug Price Indicator 
Guide, UNICEF supply catalog, and the Global Price Reporting Mechanism.

http://www.who.int/choice/publications/p_2003_generalised_cea.pdf?ua=1
http://mshpriceguide.org/en/home/
http://mshpriceguide.org/en/home/
https://supply.unicef.org/unicef_b2c/app/displayApp/(layout=7.0-12_1_66_67_115&carea=%24ROOT)/.do?rf=y
http://apps.who.int/hiv/amds/price/hdd/
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Other recurrent and capital costs
The default costs for other recurrent are drawn from costs per outpatient 
visit and inpatient day (OPVs/IPDs) which have been calculated by the WHO 
at the country level and are available from the WHO-CHOICE website. 

These costs are then multiplied by the number of OPVs/IPDs associated 
with each service to give a total cost for other recurrent and capital costs.

Programme costs
Programme costs capture service delivery costs associated with the delivery 
of the maternal health package of services found in LiST. These costs are 
computed as percentages of direct costs. Default programme cost categories 
and percentages have been provided, based on SUN nutrition plan costing 
exercises, the EPIC immunization studies, and National AIDS Spending 
Assessments (see detailed in table B1 below). Users are encouraged to adapt 
these cost categories unless if recent country-specific data are available.

Table B1: Programme costs
PROGRAMME COST CATEGORY % DESCRIPTION

Programme-specific human resources 1% Per cent of total intervention costs

Training 1% Per cent of total intervention costs

Supervision 2% Per cent of total intervention costs

Monitoring and evaluation 2% Per cent of total intervention costs

Infrastructure 2% Per cent of total intervention costs

Transport 2% Per cent of total intervention costs

Communication, media, and outreach 1% Per cent of total intervention costs

Advocacy 1% Per cent of total intervention costs

General programme management 2% Per cent of total intervention costs

Community health worker training 1% Per cent of total intervention costs

Logistics and wastage costs
As country-specific data are not available, default rates for logistics and 
wastage in LiST Costing which is applied to the total cost of drugs and 
supplies used in costed interventions. 

Infrastructure investment costs
To account for the cost of infrastructure investments needed to support 
service expansion, LiST Costing uses default ratios which vary by country 
income level and build on previous efforts to estimate the cost and impact 
of packages of health services, which rely on a WHO model to estimate 
programme area and health system requirements and costs (Stenberg, et al., 
2014). The default ratios in LiST are from secondary analysis of the outputs 
of the WHO model reported in the 2014 RMNCH investment case to esti-
mate these costs based on percentage of the intervention costs (Stenberg, 
et al., 2014).

http://www.who.int/choice/cost-effectiveness/en/
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Other health system costs
Meeting the transformative result will require additional investments for 
health systems strengthening to bring health systems to at least a minimum 
degree of functionality in terms of availability of hospital beds and health 
workers. LiST Costing includes ratios of other health system costs to the 
commodity, labour and service delivery cost associated with the inter-
ventions. These ratios vary by country income level and build on previous 
efforts to estimate the cost and impact of packages of health services, 
which rely on a WHO model to estimate programme area and health system 
requirements and costs (Stenberg, et al., 2014). The default ratios in LiST 
are from secondary analysis of the outputs of the WHO model reported 
in the 2014 RMNCH investment case to estimate these costs based on 
percentage over and above the intervention costs (Stenberg, et al., 2014).

Table B2: Costs of logistics, wastage, and other health system costs

PROGRAMME COST CATEGORY % DESCRIPTION

Wastage costs 5% Per cent of total Drug and Supply costs

Logistics costs 30% Per cent of total Drug and Supply costs

Infrastructure investment costs 50% Per cent of total intervention costs

Other health system costs 139% Per cent of total intervention costs

Limitations
The development of this investment case was limited by several factors. 
First, was the absence of updated baseline data. Ideally, the investment cases 
should have used more recent baseline data on coverage of interventions and 
prevalence of key indicators. National surveys such as the DHS and MICS 
are reliable sources of such information. Unfortunately, South Sudan has not 
conducted these national surveys in the past decade. Also, other sources of 
routine data tracking progress do not include most of the interventions. As 
indicated in the various sections, a number of strategies were used to popu-
late the data including using baseline data from shadow countries and regional 
averages, where necessary. Secondly, the COVID-19 outbreak limited face-to-
face meetings and possible field visits to collect relevant data. All meetings 
were conducted online to reduce risks related to the spread of the virus. 

Moreover, the tools used in this investment case have several drawbacks. 
One such drawback is that the tools do not have a capability of producing 
comprehensive health system costs. For example, family planning costs 
do not include health system costs. Similarly, the biggest cost of averting 
child marriage and gender-based violence in South Sudan is under “service 
delivery” (including provision of shelter, rescue operations, and legal fees). 
The present analytical tools do not capture the costs for all these factors. 
These drawbacks call for an improvement in the country’s data quality, 
timeliness, and availability, as well as improvement in the analytical tools.




