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FOREWORD 

Health systems are undergoing rapid change and the requirements for conforming to the 
new challenges of changing demographics, disease patterns, emerging and re emerging 
diseases coupled with rising costs of health care delivery have forced a comprehensive 
review of health systems and their functioning. As the countries examine their health 
systems in greater depth to adjust to new demands, the number and complexities of 
problems identified increases. Some health systems fail to provide the essential services 
and some are creaking under the strain of inefficient provision of services. A number of 
issues including governance in health, financing of health care, human resource 
imbalances, access and quality of health services, along with the impacts of reforms in 
other areas of the economies significantly affect the ability of health systems to deliver.  

Decision-makers at all levels need to appraise the variation in health system 
performance, identify factors that influence it and articulate policies that will achieve 
better results in a variety of settings. Meaningful, comparable information on health 
system performance, and on key factors that explain performance variation, can 
strengthen the scientific foundations of health policy at international and national levels. 
Comparison of performance across countries and over time can provide important 
insights into policies that improve performance and those that do not.  

The WHO regional office for Eastern Mediterranean has taken an initiative to develop a 
Regional Health Systems Observatory, whose main purpose is to contribute to the 
improvement of health system performance and outcomes in the countries of the EM 
region, in terms of better health, fair financing and responsiveness of health systems. 
This will be achieved through the following closely inter-related functions: (i) Descriptive 
function that provides for an easily accessible database, that is constantly updated; (ii) 
Analytical function that draws lessons from success and failures and that can assist 
policy makers in the formulation of strategies; (iii) Prescriptive function that brings 
forward recommendations to policy makers; (iv) Monitoring function that focuses on 
aspects that can be improved; and (v) Capacity building function that aims to develop 
partnerships and share knowledge across the region. 

One of the principal instruments for achieving the above objective is the development of 
health system profile of each of the member states. The EMRO Health Systems Profiles 
are country-based reports that provide a description and analysis of the health system 
and of reform initiatives in the respective countries. The profiles seek to provide 
comparative information to support policy-makers and analysts in the development of 
health systems in EMR. The profiles can be used to learn about various approaches to 
the organization, financing and delivery of health services; describe the process, content, 
and implementation of health care reform programs; highlight challenges and areas that 
require more in-depth analysis; and provide a tool for the dissemination of information 
on health systems and the exchange of experiences of reform strategies between policy-
makers and analysts in different countries. These profiles have been produced by 
country public health experts in collaboration with the Division of Health Systems & 
Services Development, WHO, EMRO based on standardized templates, comprehensive 
guidelines and a glossary of terms developed to help compile the profiles.  

A real challenge in the development of these health system profiles has been the wide 
variation in the availability of data on all aspects of health systems. The profiles are 
based on the most authentic sources of information available, which have been cited for 
ease of reference. For maintaining consistency and comparability in the sources of 



Health Systems Profile- Sudan                                               Regional Health Systems Observatory- EMRO 
 

 2 

information, efforts have been made to use as a first source, the information published 
and available from a national source such as Ministries of Health, Finance, Labor, 
Welfare; National Statistics Organizations or reports of national surveys. In case 
information is not available from these sources then unpublished information from 
official sources or information published in unofficial sources are used. As a last resort, 
country-specific information published by international agencies and research papers 
published in international and local journals are used. Since health systems are dynamic 
and ever changing, any additional information is welcome, which after proper 
verification, can be put up on the website of the Regional Observatory as this is an 
ongoing initiative and these profiles will be updated on regular intervals. The profiles 
along with summaries, template, guidelines and glossary of terms are available on the 
EMRO HSO website at www.who.int.healthobservatory    

It is hoped the member states, international agencies, academia and other stakeholders 
would use the information available in these profiles and actively participate to make this 
initiative a success. I would like to acknowledge the efforts undertaken by the Division of 
Health Systems and Services Development in this regard that shall has the potential to 
improve the performance of health systems in the Eastern Mediterranean Region. 

 

Regional Director 

Eastern Mediterranean Region 

World Health Organization 
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1 EXECUTIVE SUMMARY 

Poverty in Sudan is very high and there is a considerable variation in poverty levels 
between states. However, Sudan is rich in terms of natural and human resources, but 
economic and social development has been below expectations. The GDP per capita was 
US$ 395 in 2001. Agriculture is considered as the backbone of the Sudanese economy. 
Recently, oil and petroleum products account for over 80% of exports and 40% of public 
revenues.i  

Economic reform packages have been implemented since 1992. Encourging results in 
curbing macroeconomic imbalances and inflation were obtained. It resulted in revival of 
economic growth and increased per capita income. 

Since 1991 the political and administrative structure of the country has been based on a 
presidential republic and a federal system. The system is a multi-tier government with 
clearly demarcated levels of governments; federal, state and local governments. 
Currently there are 26 states, (10 of which constitute southern Sudan) and 134 localities.  

Sudan has suffered from civil conflict for most of the period since independence in 1956. 
The effects of the war on health, nutrition and population have undoubtedly been 
significant. More than 2 million people are claimed to have died, and more than 4 million 
are internally displaced or have become refugees. A comprehensive peace accord was 
signed in 2005 ending the civil war in the south. Since February 2003 there has been an 
escalating military conflict in Darfur.   

Overall health indicators in Sudan, are comparable to Sub-Saharan Africa averages. 
However, overall averages mask significant urban-rural and regional disparities, related 
to conflict, displacement, and chronic poverty. Communicable diseases dominate the 
health scene with high vulnerability to outbreaks. The trend of none communicable 
diseases has seen observable increase.  

The Government health system is a three-tiered network. Primary health care has been 
adopted as a main strategy for health care provision in Sudan in 1976 and re-
emphasized in the National Comprehensive Strategy for Health in 1992 and in the 25-
Year Strategic Health Plan 2003-2027.  

Health services are provided through different partners including in addition to Federal 
and State Ministries of Health, Armed Forces, Police, universities, private sector (both for 
profit and philanthropic) and the civil society. However, those partners are performing in 
isolation due to ill-defined managerial systems for coordination and guidance.  

The private sector witnessed a significant increase during the 1990s and the new 
millennium, encouraged by the government. Private health services, are concentrated 
mainly in urban and better-off rural areas, and are perceived to be of better quality than 
government services and mainly accessed by the better-off. 

The total workforce for the health sector amounts to some 53,965 health workers. It is 
fragmented along more than 20 categories, whose production has not been adequately 
planned, resulting in over-representation of some categories and shortage of others. 
There is uneven distribution of healthcare providers between and within the states. A 
recent policy (Sudan Declaration for Nursing and allied Health Educational Reform) in 
2001 calls for “development and promotion of all nursing and allied health cadres by the 
year 2015”, has been endorsed.  
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The major source of funding for the public health system has been taxation and the 
services were offered free of charge. In 1991 user fee was introduced. Although no data 
is available on household health spending, it is estimated that total out-of-pocket 
expenditure is larger than total government health spending. In 1994, the social health 
insurance scheme was started. In 2004 about 12.6 % of the population are covered 
under the social  

Health infrastructure amounts to 6233 health facility. A health facility survey conducted 
in 2003,ii points to a smaller PHC network where the percentage of none functional 
health facilities has been considerable. Significant disparities are evident in the 
geographic distribution of health facilities.  
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2 SOCIO ECONOMIC GEOPOLITICAL MAPPING 

2.1 Socio-cultural Factors 
 
Table 2-1 Socio-cultural indicators 

Indicator 1990 1995 2000 2004 

Human Development Index: N.A 0.379 0.453 0.505* 

Literacy Total: - - 50% - 

Female Literacy: - - 49.2% - 

Women % of Workforce  - - - - 

Primary School enrollment - - - - 

% Female Primary school pupils  - - - - 

%Urban Population  - - 62% 54.3% 

*Estimated from data for northern states 
Source: Ministry of Finance 

Sudan is classified as a low-income country. Human Development Index for the country 
(0.505) was very low in 2004, accordingly the country ranked 139 out of 177 countries 
for which the index was calculatediii 

Poverty and inequality: Although no recent household-level data is available to 
measure consumption or income in money terms, it is widely believed that the incidence 
of poverty is very high and that there is considerable variation in poverty levels between 
states and within states. ''The trend of poverty in Sudan during the nineties was most 
likely upwards''iv. 

Urbanization: Rural-Urban migration is clearly evident from censuses data shown in 
figure (1), where the urban population has increased from below 20% in 1956 to 
approximately 36% projected from 1993 census. A report on migration to Khartoum 
state in 1996 indicated that approximately 1000 internally displaced people settle daily in 
Khartoum state, the majority of them were more educated than the resident population. 
This indicated that the objectives of this movement were to seek better job opportunities 
and better chances of educationv. In general, urban areas are better off than rural areas. 
However, available data indicates that there is significant inequality in urban areas, and 
that the extent of urban poverty has likely increased with migration to urban centers. 
Wide spread poverty and the erosion of household coping capacities due to war make 
wide segment of the population vulnerable to food insecurity brought on by crisis such 
as flooding, drought, conflict and displacement vi 
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Literacy: Half of the population over 15 years in northern states is literate, (49.2% of 
females and 50.6% of males). It is worthwhile mentioning that there are well marked 
variations of these indicators if listed detailed by states. The rates are especially low in 
the western states compared to Khartoum state and Northern state. In the south of 
Sudan urban literacy rate (54%) is far lower than the urban average in the north 
(67%).vii  Youth (15-24 years) literacy rate has improved during the last decades 
reaching 78% in 2004 (female to male ratio is 84:100) which indicates the marked 
expansion in primary education. Currently there are 4 million pupils enrolled in 13 
thousand primary schoolsviii. Gross primary enrollment ratio is 62% out of the children of 
school age (Female to male enrollment ratio is 88:100).  

2.2 Economy 

Table 2-2 Economic Indicators 

Indicators 1990 1995 2000 2004 

GNI perCapita (Atlas method) current US $ - - 340 - 

GNI per Capita (PPP) current International - - - - 

GDP per Capita: (constant 1995 US $  - - 395 - 

GDP per Captia annual growth % - - 2.8% 8.1% 

Un employment % (estimates) - - - - 

External Debt as % of GDP - - 179% 161.4% 

Trade deficit - - - - 
 Source: bank of Sudan 2004 

Table 2-3 Major Imports and Exports 
Major Exports: Crude oil, Benzene, Kerosene, Natural Gas, Naphtha, Oil 

Fuel, Mixed Gas, Cotton, Livestock, Sesame, Gold, Gum 
Arabic, Meat 

Major Imports Manufactured Goods, Machinery & Equipment, Means of  
Transport, Chemicals, Wheat and Wheat Flour, Other 
Foodstuffs, Petroleum Products, Textiles , Other Raw 
Materials, Tea, Beverages and Tobacco, Coffee 

Source: CSO 2003 
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Key economic trends, policies and reforms 
Sudan is rich in terms of natural and human resources, but economic and social 
development have been below expectations. The GDP per capita was US$ 395 in 2001. 
Agriculture is considered as the backbone of the Sudanese economy and the most 
important production sector involving more than 55% of the population. It accounts for 
about 38% of the GDPix and 15% of total export earnings. Increasingly, the industrial 
sector is becoming more  important for growth in urban areas. The agriculture 
contribution to GDP has declined during the last few years while the contribution of oil 
sector has increased to more than 11% of GDP during the same period. Oil and 
petroleum products now account for over 80% of exports and 40% of public revenuesx  

Economic reform packages have been implemented since 1992. Encourging results in 
curbing macroeconomic imbalances and inflation were obtained. It resulted in revival of 
economic growth and increased per capita income. The economic reform policies aimed 
at improving the balance between aggregate demand and supply, attenuating 
inflationary pressures, strengthening the balance of payments position and achieving 
higher economic growth rates. The economy has responded positively to these reform 
measures despite the sharp slow down of foreign financial aid that was timed with 
outside political pressures. Such adverse developments have not deterred the 
Government from pursuing rigorous macroeconomic reform and elicit self-reliance 
policies. In fact such policies were smoothly reflected in the country’s ability to contrive 
socio-economic resilience and regain economic healthxi. However, widespread poverty, 
highly skewed income distribution and inadequate delivery of social services remain 
serious problemsxii. Since 1997, the annual growth of the economy has been around  5-
6% and inflation rate has come down to a single digit. However, this growth has not yet 
been translated into improved living standards for the majority of the Sudanese people. 
At the end of 2003, Sudan's external debt was estimated at US $ 21.1 billion.xiii The 
prospect of economic growth in Sudan in the coming years will make more resources 
available. Macro-economic stability, renewed engagement with the international 
community, increased oil production, and above all, peace are setting the stage for 
further economic growthxiv.  

2.3 Geography and Climate 
Map of Sudan 
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Sudan is the largest country in Africa. It has an area of 2.5 million km2 extending from 
latitude 4 to 22 degrees north and from Longitude 22 to 38 degrees east. It is 
characterized by a strategic geographical location, that links the Arab world to Sub 
Saharan Africa, and it shares its borders with 9 countries, where the Sudanese 
population and those of the neighbouring countries move freely across these borders. 
The environment ranges from damp rainy in the south, to desert in the northern areas. 

2.4 Political/ Administrative Structure  

Basic political /administrative structure and any recent reforms 

presidential republic and a federal system. The system is a multi-tier government with 
clearly demarcated levels of governments; federal, state and local governments. 
Currently there are 26 states, (10 of which constitute southern Sudan) and 134 localities. 
A state is administered by a Wali (Governor) with a cabinet of 5-7 ministries and the 
Localities are administered by a Commissioner. The federal level is concerned with policy 
making, planning, supervision & co-ordination. The state governments are empowered 
for planning, policy making and implementation at state level while the localities are 
concerned mostly with policy implementation and service delivery.  

After signing of the comprehensive peace agreement a government of national unity will 
administer the country on a national basis. A government of the south of Sudan will be 
introduced as intermediate level above the states in the south. This structure will stay in 
effect for six years, after which people of South Sudan will choose between unity or  
independence through a referendum.  

Key political events/reforms 

Decentralization: Sudan has a long history of decentralization dating back to 1951. 
Decentralization was introduced as a system of governance compatible with the needs of 
the multi-ethnic and multi-cultural society of Sudan.  

Conflict: Sudan has suffered from civil conflict for most of the period since independence 
in 1956. Most of the fighting has occurred in southern Sudan, as well as areas of 
Southern Kordofan and Blue Nile states. Civil conflict has also flared up in other parts of 
nothern Sudan in recent years, in particular Darfur states. The effects of the war on 
health, nutrition and population have undoubtedly been significant. More than 2 million 
people are claimed to have died, and more than 4 million are internally displaced or have 
become refugees as a result of the civil war and war-related impacts. Health services, 
not well-developed even before the war, have deteriorated further over the two decades 
of conflict. Currently health services in the conflict areas are mostly supported by 
international humanitarian agencies. The government of Sudan in the North and the 
Sudanese People’s Liberation Movement (SPLM) in the South have signed in 2005 a 
comprehensive peace accord, ending Sudan’s 21-year civil war which rekindled in 1983. 
It is the culmination of more than two years of intensive negotiations. The peace talks 
were mediated by the regional Intergovernmental Authority on Development (IGAD). 
The agreement addresses many contentious issues, such as power-sharing in the 
transitional government, and how to administer contested areas such as the Nuba 
Mountains and Blue Nile, where resource and land-based conflicts have flared for years. 

Another thorny issue addressed in the accords is wealth-sharing, including oil revenues. 
The agreements provide wealth sharing formulas between the North and South and oil 
producing states. Since February 2003 there has been an escalating military conflict in 
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Darfur between two armed groups and the Government of Sudan. These armed groups, 
the ‘Sudan Liberation Army’ (SLA) and the ‘Justice and Equality Movement’ (JEM), began 
the war with attacks on towns, government facilities and civilians in Darfur. The conflict 
subsequently spinned out of control and has resulted in many deaths and the 
displacement of hundreds of thousands of civilians in Sudan. Many others have fled into 
neighbouring Chad. A growing humanitarian crisis has ensued. A ceasefire agreement 
was signed in April 2004.  An  agreement in May 2004 between the Government and 
rebels has established international monitoring of the ceasefire. 

The region is home to some 80 tribes and ethnic groups divided between nomads and 
sedentary communities.  
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3  HEALTH STATUS AND DEMOGRAPHICS 

Overall health indicators in Northern Sudan, such as the MDG indicators provided in Table 
3-1, are comparable to Sub-Saharan Africa averages, but are not as good as averages in 
the Middle East and North Africa. However, overall averages mask significant urban-rural 
and regional disparities, related to conflict, displacement, and chronic poverty.  

Table 3-2, shows the differences between urban and rural areas in the MDG indicators, 
showing how overall averages mask the poor health situation in rural areas.  
Nevertheless, there is evidence that urban-rural differences narrowed over the 1990s, 
which is likely related to significant migration to the cities 

Child mortality is lowest in the economically better-off north-central states, while 
peripheral areas experience higher mortality, with some showing very high levels.  
Although many areas saw improvements between the 1980s and 1990s, the disparities 
remained. Regional differences in health indicators are mirrored by large socio-economic 
disparities.  Among the top third of households ranked by economic status, under-5 
mortality is estimated at 53 per 1,000, compared to 118 per 1,000 among the lower 
third.xv  Although a similar pattern is seen with chronic child malnutrition in the north of 
Sudan, where the poorest experience prevalence of around 40% and the better-off 
around 25%, households in the middle ranges still have very high rates of over 35%, 
reflecting a situation of mass poverty and high inequalityxvi. 

The MDG indicators – particularly their disparities – make clear that child and maternal 
health in poor and under-served areas should be the priority for recovery and 
reconstruction.  The main causes of morbidity and mortality among children are ARI, 
diarrhea, and malaria, very often compounded by malnutrition.  Malnutrition, malaria, 
and birth complications are the main causes of maternal morbidity and mortality. Malaria 
is one of the main causes of morbidity among adults as well as children. 

The infant mortality rate has fallen from 69.9 per 1000 live births in1990xvii to 68 deaths 
per 1000 live births in late ninetiesxviii, which shows little improvement in this indicator. 
The same applies for under-5 mortality rate, which has declined from 123 deaths per 
1000 live births to 104 in 1999xix. 

There was no significant difference in mortality levels between urban and rural areas, for 
instance the under-5 mortality improved more slowly in urban areas, from 117 per 1,000 
in the 1980s to 101 in the 1990s, compared to rural areas, where the improvement was 
from 144 to 105.  This can be attributed to possibly two factors the likelihood of under-
reporting of children’s deaths in rural areas or deterioration of the condition in big cities 
in urban areas as a result of influx of migration from rural areas. 

The MMR has improved from 537 maternal deaths per 100,000 live births in 1990xx to 
509 per 100,000 live births. Disparities and inequalities do exists in MMR both between 
states and within the same state. These levels of MMR are comparable and relatively 
better than countries in the sub-Saharan region, yet they are the worst in EMRO region. 
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3.1 Health Status Indicators  
Table 3-1 Indicators of Health status 

Indicator 1990 1995 2000 2004 

Life Expectancy at Birth: 54 55 55.5 55.5 

HALE: - - - - 

Infant Mortality Rate: 69.9 - 68 - 

Probability of dying before 5th birthday/1000: 123.4 - 104 - 

Maternal Mortality Rate: 537 - 509 - 

Percent Normal birth weight babies: 85 - 69 - 

Prevalence of stunting/wasting: 33 - - - 

Table 3-2 Indicators of Health status by Gender and by urban rural  

Indicator Urban Rural Male Female

Life Expectancy at Birth: - - 52.5 55.5 

HALE: - - 47.2 49.9 

Infant Mortality Rate: 67 68 73 62 

Probability of dying before 5th birthday/1000: 101 105 108 99 

Maternal Mortality Rate: 496 514 - - 

Percent Normal birth weight babies: 76 66 - - 

Prevalence of stunting/wasting:  - - - - 

Table 3-3 Top 10 causes of Mortality/Morbidity 

Rank Mortality Morbidity 

1 Malaria Malaria 

2 Pneumonia Acute upper respiratory tract 
infections 

3 Septicaemia Diarrhea and gastroenteritis 

4 Circulatory system Dysentery 

5 Malnutrition Acute bronchitis  

6 Diarrhea Malnutrition 

7 Dehydration ANC 

8 Anemia  pneumonia 

9 Acute Renal Failure Tonsilitis 

10 Other heart diseases Injuries and wounds 
Source: Annual Statistical Report 2004 
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3.2 Demography  

Demographic patterns and trends 

A large percentage of the population is young, children under the age of five years 
comprise 16.4% (24% in the south and 14.8% in the north), while 0-14 years 44% of 
the total population (55% in the south and 43.4% in the north). Therefore the population 
pyramid has a broad base typical of that of developing countries.  Women outnumber 
men overall.  The high ratio of young people and women implies a high rate of 
dependency and thus an overburdened social service sectorxxi  

Sudan has entered the demographic and epidemiological transitions, yet its epidemiologic 
profile is largely dominated by communicable diseases, most of which are common 
diseases that can be prevented and/or treated at relatively low cost and using relatively 
simple strategies. However certain problems, in particular malnutrition and tropical 
diseases are of a magnitude often reaching crisis proportions, rarely seen in more stable 
situations. Chronic diseases of lifestyle and aging are starting to be faced by the urban 
elite. For example, arthritis and hypertension each account for 3% of reported morbidity 
in Khartoum state.xxii 

In Sudan’s 1993 census, the population was calculated at 26 million. No comprehensive 
census has been carried out since that time due to the continuation of the civil war. 
Current estimates range to 35.4 millionxxiii. The population of metropolitan Khartoum 
(including Khartoum, Omdurman, and Khartoum North) is growing rapidly and ranges 
from 6-7 million, including around 2 million displaced persons from the southern war zone 
as well as western and eastern drought-affected areas. 

Sudan has two distinct major cultures -Arab and black African- with hundreds of ethnic 
and tribal divisions and language groups, which makes effective collaboration among 
them a major challenge. The northern states cover most of the Sudan and include most 
of the urban centers. Most of the 29 million Sudanese who live in this region are Arabic-
speaking Muslims, though the majority also uses a traditional non-Arabic mother tongue. 
The southern region has a population of around 6 million and a predominantly rural, 
subsistence economy. This region has been negatively affected by war for all but 10 
years since independence in 1956, resulting in lack of infrastructure development, and 
major destruction and displacement. In this region, people practice mainly indigenous 
traditional beliefs, although Muslims and Christians constitute a significant proportion. 
The south also contains many tribal groups and many more languages are used than in 
the north..  

Table 3-4 Demographic indicators 

Indicator 1990 1995 2000 2004 

Crude Birth Rate: 50 31.1 37.8 37.815 

Crude Death Rate: 19 16 11.5 11.5 

Population Growth Rate: 3.1 3.2 2.6 2.5 

Dependency Ratio:    87 

%population <15 years 47 44.2 43.3 42 

Total Fertility Rate:    5.9 5.9 
Source: UNFPA population data sheet 2004 
Annual statistical report 1989 and 1993 
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Table 3-5 Demographic indicators by Gender and Urban rural 

 Urban Rural Male Female 

Crude Birth Rate: 4% 1.6% - - 

Crude Death Rate: - - - - 

Population Growth Rate: - - - - 

Dependency Ratio: 738 952 - - 

% population <15 years 39 46 - - 

Total Fertility Rate:  5.1 6.5 - 5.7 
Source: Annual statistical report 1995 
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4 HEALTH SYSTEM ORGANIZATION  

4.1 Brief History of the Health Care System 
The evolution of the modern health care system in Sudan goes back to 1899, when it was 
being delivered by the army. Some hospitals were built and smallpox immunization 
programs were run. The Medical Department was established in the Northern Sudan in 
1904, where the Southern areas remained under military government. In 1905 the 
Central Sanitary Board was established to guard the public and curative health affairs. In 
1924 the Sudan Medical Services was established and managed by a director responsible 
for all health services, including military medical services. In 1949 the Ministry of Health 
was established. 

Between 1951 and 1960, the health was managed according to the Local Government Act 
1951, where the rural and civil councils represented the local government responsible for 
basic service delivery, including health. From 1960 to 1971, the health was managed 
according to the Province Administration Act 1960, which aimed at strengthening the 
provinces to activate an effective mid-level administration that represents the central 
government. At that time the health was represented by the governor assistant for health 
affairs. The province was responsible for supervising, promoting and financing the local 
authorities.  

This was followed by the Popular Local Governance Rule in 1971, which was also an 
effective administrative/political level where the province remained responsible for the 
basic services (education, public health, agriculture and community development), the 
provinces were under the local government  affairs office under the Presidency of the 
Republic. In 1979, seven central ministries were cancelled and the authorities of four 
ministries, including the ministry of health, were reduced and given to the provincial 
authorities. In 1980, The Local Government Act divided Northern Sudan, excluding 
Khartoum, into five regions, and Southern Sudan into three regions. 

The adoption of the federal system started in 1991. The regions were upgraded into nine 
States that further became 26 in 1994. A single ministry for health and social affairs was 
found in each of the states while separate ministries for health and social affairs were 
found in Khartoum. The locality remained as an effective administrative level with its own 
resources and responsible for basic services including health.  

4.2 Public Health Care System 

Organizational structure of public system 

Health services are provided through different partners including in addition to Federal 
and State Ministries of Health, Armed Forces, Police, universities, private sector (both for 
profit and philanthropic) and the civil society. However, those partners are performing in 
isolation due to ill-defined managerial systems for coordination and guidance.  

Ministry of Health Administrative structure 

The introduction of federalism in Sudan fostered a three-layered health system structure. 
These are Federal Ministry of Health (FMOH), State Ministries of Health (SMOH) and Local 
Health System. The FMOH with its 10 general directorates became the main layer for 
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policymaking, strategic planning, co-ordination, regulation, international relations and 
central source of technical support and guidance for the states. These roles are reflected 
in the organizational structure for the FMOH (Figure 4.1).  

The FMOH is linked to 26 State Ministries of Health (16 of which are in the geographic 
north of the country). Within each State there are a number of localities (134 in total) 
managed through a district health system. The 2nd layer, composed of 26 State Ministries 
of Health, that shares the responsibility of planning, legislation and financing with the 
Federal MOH. However, it takes the direct responsibility for the organization of health in 
the state and support of the local health system. Nevertheless, due to their weak 
capacities there are notable gaps. The exceptions are Khartoum and Gezira SMOH, which 
have relatively better performing health systems. Figure 4.2  provides the organizational 
structure for some of the SMOH. The third layer in the federal setup is the locality level. 
The local health system is based on the district health system approach. It emphasizes 
the principles of primary health care represented in decentralization, community 
participation, intersectoral co-ordination and integration of services. Local councils are 
also responsible for water and sanitation services. The district health system has been 
established to strengthen the health management capacity in the administrative 
boundaries of the localities. This is to overcome the problems of supervision, leadership, 
curative-preventive dichotomy and to support the referral system. The district health 
administration is led by the district health administration team, which is supposed to be 
trained in planning and management. This supports the process of bottom-up planning.  

The district health system team should work with accountability to the district health 
council, which is part of the local council administrative setup and under the technical 
direction of the SMOH. The implementation of the district health system faced a lot of 
constraints. The States varied in their commitment to this policy. The main constraints 
included instability of medical doctors, continuous amendments in local government act, 
lack of state ministry of health support, lack of resources and absence of community 
involvement in health affairs.xxiv  

Figure 4.1: Organization Structure Of Federal Ministry Of Health 
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Health System Organization  

The Government health system is a three-tiered network. Primary health care has been 
adopted as a main strategy for health care provision in Sudan in 1976 and re-emphasized 
in the National Comprehensive Strategy for Health in 1992 and in the 25-Year Strategic 
Health Plan 2003-2027. 

Primary health care facilities are primary health care units (PHCU), dressing stations (DS), 
dispensaries, health centers and rural hospitals. In principle, PHC units are staffed by 
community health workers (CHWs), dressing stations are staffed by a nurse, and 
dispensaries are headed by a medical assistant. According to a recent FMOH document 
the least acceptable level for health services provision is the basic health unit 
(dispensary), which is structured and staffed to deliver integrated PHC and health care 
services and hence PHC units, dressing stations and dispensaries should be upgraded to 
this level. The health centre is the referral point for the lower-level facilities. It is headed 
by a physician (medical officer). Health centers are managed by the localities. The rural 
hospitals, on average, have bed capacities of 40 to 100 and managed by SMOHs. Tertiary 
hospitals, including teaching, specialized, and general hospitals, are located in State 
capitals and are operated by the SMOHs. In addition, the FMOH operates 21 tertiary-level 
hospitals and specialized centers.  

Table 4.1: Standards for the population that should be covered by the different 
types of health institutions. 
Per population Institution 

100,000 – 250,000 Rural/community hospitals 

20,000 – 50,000 Health centers 

5,000 Basic health unit (Dispensary/ PHCU) 

Priority health programs 

Programs for Maternal health: In 1996 the FMOH changed its Maternal and Child 
Health/Family Planning (MCH/FP) Directorate to the Federal Reproductive Health 
Directorate (FRHD) under the hierarchy of the Directorate-General of Primary Health Care 
(PHC) to be responsible for reproductive health (RH) services in the country. FRHD is 
charged with the design of general policy, work plans and follow-up of implementation, 
laying the principles of collaboration between all sectors involved in RH and monitoring 
and evaluation of RH activities in the country. Reduction of maternal mortality was 
incorporated as a national priority in all strategic long and short plans since 1992.  The 
Making Pregnancy Safer (MPR) national plan sets a national target, to maximize the 
proportion of deliveries attended by skilled persons and to avail comprehensive and basic 
emergency obstetric care in all hospitals. On average, only 43.6% of all health facilities in 
Northern Sudan offer RH services. While some RH services are seriously lacking (EmOC, 
standard protocols, adolescent services, community awareness sessions, care of abortion 
and HIV/AIDS services); none of those provided is offered by more than one-third of the 
available RH facilities.  

Child health: PHC is one of the main directorates of the Ministry of Health within which 
most child health programs, namely EPI, nutrition, IMCI etc., are delivered. In addition, 
there are other programs, which have indirect impact on child health, for example basic 
development needs (BDN). 
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IMCI implementation in Sudan: the MOH initiated preparations for introduction of 
IMCI in 1997. Adaptation of protocols was completed in late 1997 and early 
implementation phase was started in 1998 in four district health areas, two in Khartoum 
and two in Al-Gezira – one being rural and the other urban. After review of initial 
implementation phase in December 1999, the implementation was expanded. As of 2002, 
136 health facilities in 10 states were providing care to sick children using IMCI protocols. 
Although initial preparations were completed in 2002, the community component is not 
yet implemented.  

The support from the FMOH is generally limited to salaries of federal staff and some 
incremental operating costs. WHO and UNICEF support staff training, supplies, 
monitoring tools, IEC material and limited drugs. The responsibility of SMOHs is to 
provide: supplies, drugs and staff at service delivery level; and state coordinators and 
supervisors, and supervision costs.  

Immunization of children: the FMOH is responsible for strategic planning, supply of 
vaccines and injection equipment to the states, training of trainers and supervision and 
monitoring of state level immunization programs. The state level MOHs provide 
immunization services through three strategies, i.e. fixed centers at health facilities, 
outreach services and mobile teams for hard-to-reach areas. Although there are wide 
inter-state variations, fixed centers on an average are supposed to cover about 50% of 
target population, outreach teams 20% and mobile teams 30% of the target population. 
The immunization program, in terms of vaccines and injection equipment, is fully funded. 
According to the WHO assessment report of 2000, the major cold chain at state level is in 
good functioning condition.  

Control of communicable diseases: 

Communicable diseases dominate the health scene with high vulnerability to outbreaks.  

Malaria: Malaria in the Sudan is a major public health problem. The whole country is 
considered endemic with varying degrees from hypo-endemic to holo-endemic areas. The 
country shoulders roughly 50% of all malaria cases in EMRO and with a conservative 
estimate, there are about 7.5 million cases resulting in 35,000 deaths per year. The 
disease accounts for about one fifth of outpatient cases and nearly one third of in-patient 
cases. Malaria is also believed to be the cause of one fifth of all hospital deaths. Malaria 
case fatality rate for paediatric hospitals ranges between 5 and 15%. 

Sudan has a long history of malaria control activities dating back to pre-colonial times. 
The attempt at malaria eradication started 1954-1964 with the introduction of DDT and it 
focused on vector control, residual spraying, environmental management and public 
education. The program had very limited success due to managerial, technical and 
financial constrains. 

The establishment of the Blue Nile Health Project (BNHP) in 1978 with support from 
WHO, WB, Kuwait, Japan and USA, led to successful control of malaria for 10 years with 
the prevalence of the disease coming down to <1%. Unfortunately, external funds 
stopped, leading to discontinuation of control operations in 1989.  

The WHO announced Rollback Malaria (RBM) in January 1998 as a global initiative to 
reduce the size of the problem in all countries especially in Africa through participation 
and integration of the different levels. This initiative is adopted by the FMOH through the 
National Malaria Control Programme (NMCP). The overall goal of RBM in Sudan is to 
reduce the malaria morbidity and mortality by half by 2010 and the general objective of 
the RBM strategic plan in the Sudan is to halve the malaria morbidity and mortality by 
2010. 
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Schistosomiasis: is one of the main endemic water-borne diseases in Sudan. The 
disease is wide spread in Gezira and Central states; however, it is endemic in all states of 
the Sudan except Red Sea. Twenty four million people are under the risk of contracting 
the infection. The prevalence ranged between 28-80% among school children surveyed 
in central States in 2001. 

Since the cessation of the Blue Nile Health Project, there were no organized control 
activities. The national control program is still weak with irregular and insufficient funds. 
However, in line with growing political commitment, partners started to show more 
interest. 

Tuberculosis: An estimated annual risk of 1.8% which gives an incidence of 90/100,000 
smear-positive cases puts Sudan among the high prevalence countries for TB in the East 
Mediterranean Region. The National Tuberculosis Control Program (NTP) was launched in 
1974. Since 1995 NTP is gradually implementing the TB program at all levels of 
administration within the health sector in accordance with IUATLD and WHO approved 
criteria. The NTP implemented the effective 8 month TB treatment SCC-DOTS and 
managed to achieve DOTS ALL-OVER by the end of the year 2002. Case detection rate is 
56% and success rate, has reached 75.5%. Reliable data on drug resistance are not 
available. Reference laboratory conforming with the criteria of the WHO and IUATLD has 
been installed by NTP/LHL. 

HIV/AIDS: The HIV epidemic has grown at an unexpected high and alarming level. High 
illiteracy rates (especially among females), unhealthy lifestyles and large numbers of IDPs 
all adversely contribute to the spread of the disease. The cumulative number of reported 
HIV/AIDS cases in Sudan has reached 11,500 by the end of 2004. Transmission is 
predominantly through unprotected heterosexual intercourse. Based on recent 
epidiomoligcal surveys, the national HIV/AIDS control program estimates puts HIV 
prevalence as 1.6% with 500-600,000 people living with HIV/AIDS.  

The Government of Sudan (GoS) undertook a situation analysis on scientific lines on 
2002. The situation analysis helped in finalizing strategic framework for the coming five 
years and development of an evidenced based implementation plan for five years 
(2003/08). The UN agencies provided technical assistance in achieving these milestones. 
Theme Group on HIV/AIDS and UNAIDS in Sudan have also embarked on advocacy and 
sensitizations campaign in the last two years. The FMOH also held an Inter-country 
meeting for the Ministers of Health of nine neighboring countries to discuss cross-border 
issues including HIV/AIDS. 

 Leishmaniasis: is endemic in Sudan, mainly affecting 6 states in the North and South.  
Visceral leishmanisasis accounts for high mortality in those areas.  The yearly disease 
burden is estimated at 6,000 - 9,000 in the North and 2,000-5,000 in the South. 
Successive outbreaks occurred during the last few years leading to a lot of mortalities. 

Guinea Worm: Sudan remains one the few countries where the disease has not been 
eradicated. The program started at the end of 1992, since then, a considerable reduction 
of cases in the GoS controlled areas in the southern region was achieved. The civil strife 
in the south which led to continuous displacement towards the north, long duration of the 
rainy season, difficulties in accessibility and lack of basic infrastructure in the southern 
states delayed the effort of eradicating the disease from the country. 

Sleeping sickness and lymphatic filariasis: are widely prevalent in the Southern 
States, South Darfur, Southern parts of the Blue Nile State. There is no recent 
documented information on the prevalence of these diseases or their impact on health in 
endemic areas. The control programs for these diseases are weak and under funded.    
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 Blindness Control Program: Cataract is the leading cause of blindness in the country, 
it is estimated that 1-1.5% of the population is blind, i.e. 300,000 and are in need of at 
least one eye surgery which is far from the current capacity: 30-40 thousands cataract 
extraction operations annually). 

Non communicable diseases (NCDs): In late 2001, the Health Education Department 
in the FMOH was changed to health promotion directorate as an umbrella for seven 
programs, namely mental health, school health, oral health, cancer prevention, Sudan 
initiative for tobacco control, national diabetes program and health of the elderly 
programs. However, integration has not yet been fully achieved. Recently, a department 
for NCDs was established within the PHC directorate. 

Health Information System (HIS): A new integrated system based on community 
information is developed and the process of its implementation has already started. 

Research: the role of research in ensuring that evidence-based feedback informed 
decision-making has not fully exploited. The Research Directorate was established in 
1998 with WHO support to lead research into health systems. The unit initially conducted 
training programs in some states and identified priority research issues. The unit is 
responsible for reviewing and endorsing proposals for research funding.  

 The health legislations: Most of health legislations are old and require changes to 
satisfy the new system reforms including the federal system.   

4.3 Private Health Care System 

Modern, for-profit 

Until 1990 there were only 5 private hospitals, but the private sector in health care has 
expanded considerably during the 90s. Development of the for-profit private sector in 
recent years, encouraged by the government, both provided a market for and is probably 
increasingly being driven by the enormous production of doctors. Private health services, 
are concentrated mainly in urban and better-off rural areas, and are perceived to be of 
better quality than government services and mainly accessed by the better-off. 

Public practitioners are allowed to practice in the private sector in addition to their work 
in public facilities. The bulk of the private health care facilities are clinics. Private 
secondary and tertiary care expansion is limited to few states like Khartoum and Gezira 
States. The pattern of private sector expansion has been mostly in the curative and 
secondary and not the preventive and primary health care areas. In Khartoum, an 
increasing number of hospitals and clinics are run by the private sector (see table 4.2). A 
similar expansion took place in the informal private health sector.  

Table 4.2:  Health facilities in Khartoum States (Government & Private). 
Health Facility Government NGOs Private Sector 

Clinics _ _ 
350 General 

300 Specialized 

Health Centers 118 114 _ 

Hospitals 39 _ 
83 Operational, 
75 have licenses 
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Local private drug production is reported as quickly-expanding. The number of private 
pharmacies is also growing substantially, mainly in urban areas. 

Modern, not-for-profit 

NGOs Health Sector in Sudan: 

In spite of lack of detailed information about NGOs working in health sector in the Sudan 
at the concerned authorities, the quick two pilot studies conducted by the Directorate of 
NGOs in the Directorate-General of International Health (DGIH), FMOH, has provided 
some data about those NGOs including field of activities, budgets, geographical 
distribution in the Sudan, in addition to the coordination mechanisms available for them. 

NGOs' Projects: it is believed that one of the major factors contributing to the difficulty 
in the process of coordination of NGOs between Health Sector NGOs and the Health 
Sector as whole is the multi-part relations with health and health-related authorities. 
Since that, from the part of the Government, there are six authorities having something 
to do with Health Sector NGOs: Ministry of International Cooperation, Ministry of 
Humanitarian Affairs, Ministry of Foreign Affairs, States' Ministries of health and 
Humanitarian Action Commission. It is a hard job to coordinate with these authorities 
altogether to reach an efficient policy for the Health sector NGOs. This in addition to the 
huge number of NGOs working in the Health Sector and some UN agencies that fund 
some activities of these NGOs, without minimum apparent coordination among them. 
Nevertheless, there are some sorts of coordination mechanisms that are limited to some 
NGOs and related establishments that concentrate on specific health issues as given in 
the table below. 

Table 4.4: Some existing types of coordination between FMOH, WHO, UNICEF 
and NGOs in Health Sector 

Agencies Coordination Mechanisms 

FMOH – Malaria forum. 
– Country Theme Group for AIDS (CTG-AIDS). 

UN Agencies – Humanitarian Task Forum (HAF). 
– Task forces (Nuba Mountains, Abyei). 
– CAP (OCHA). 

UNICEF – Nutrition coordination meetings. 
– Ad hoc meetings for emergencies and relief. 

WHO – WHO circle of friends. 

NGOs – SCOVA. 
– Sudan AIDS Network (SAN). 

Global Fund to Fight HIV/AIDS, 
 TB and Malaria 

– CCM/GFATM 

Police Medical Services:  

There are 11 police state hospitals in the capitals of the states plus 41 health centers and 
11 health units in the rest of the country. 
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The Police Hospital was first established in 1976 in Khartoum to provide health services 
for police forces and their families as well as civilians. In the later years it became a 
training centre for the National Ribat University students of various faculties. 

Health Insurance: 

The national health insurance scheme plays a significant role in health spending, covering 
about 12.6 % of the total population in 2003. The institution of the present Health 
Insurance Fund has been commenced by passing legislation in 1994 to establish the 
National health insurance corporation. The first activities were started in Sinnar State in 
1995. Seventy-six percent of the covered populations are government employees, 4.2% 
are poor families, 2.8% are families of martyrs, 2.4% are students and 5.9% are 
members of the informal sector. xxv  

The health insurance is financed by a premium of 10% from employees’ salary, of which 
60% is the employer’s contribution while 40% is equivalent to employee’s share. Various 
government programs and charities cover the premiums for the poor and the other 
categories. Insured individuals are registered at a health centre that they should contact 
firstly when they demand health services. While consultation, laboratory investigations 
and surgical procedures are free, yet insured persons should purchase medicines at 
government pharmacies paying 25% of the cost. 

Central Medical Stores 

The main body responsible for the import and supply of medicines and medical supplies is 
the Central Medical Stores Public Corporation (CMSPC). The CMSPC operates on a cash-
and-carry basis, which means that the States have to buy their own medicines and 
organize their own transport, storage and distribution. In addition, all hospitals, as 
financially autonomous entities, are responsible for their own drug procurement system. 
At the PHC level, health workers often have to rely on “self-help” kits, privately bought. 
Recently the CMSPC was decentralized, branched were established in 19 states. 

Key organizational changes in the last 5 years in the Public Health 
System and consequences: 

System Reforms:  

Decentralization: The responsibility for basic health service provision was decentralized 
to state and local levels, but the necessary funding transfers from the central government 
have remained insufficient: basic health services have deteriorated over the past decade, 
particularly in poorer States and rural areas.  

The FMOH has adopted a district health system policy, with the goal of promoting, 
through community participation, the delivery of health services at local level. The 
initiative was introduced in certain localities in the northern states follows the PHC 
approach to health care provision. The implementation of the policy has, however, 
suffered from lack of inputs.xxvi  

Financial Reforms: 

Since 1992, medicines are no longer free-of-charge in the public health system. One 
response to under-funding of the health system was the institution of user fees during 
the 1990s.  To mitigate the impact of the users fee on health care utilization, emergency 
drugs are provided free of charge at the emergency departments for the first 24 hours of 
admission and the National Health insurance programmed was started in 1994. 
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Planned organizational reforms in the public system 

The future policy directions and strategies address the following issues for health sector 
reform; 

 Capacity building; 

 District (Local) Health System policy; 

 Strengthening of patient referral system 

 Hospital autonomy; 

 Encouraging the private and public-private mix  

 Financial reforms 
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5 GOVERNANCE/OVERSIGHT 

5.1 Process of Policy, Planning and management 

National health policy, and trends in stated priorities 
A ten year strategic plan has been developed for health to cover  the period 1993-2002 
as part of the comprehensive national startegy of the country. In 1992, the vision was 
emphasizing the need to place human development at the center of the overall Sudan’s 
development strategy and was based on the principle of “citizenship for health” ( i.e. 
health as a social right with family and community participation as the corner stone for 
health development). 

The main goal was to improve equity by generalizing the provision of basic health care to 
include prevention, treatment and rehabilitation. Very ambitious objectives and targets 
were adopted including among others: reducing infant mortality to 20 per 1,000 live 
births, providing maternal health care throughout the country; eradicating epidemic and 
endemic diseases, achieving 100% immunization coverage, making essential medicines 
available to all and developing human resources for healthxxvii.  

The implementation of the plans has been limited due to many causes including high 
inflation rates, high cost of the civil war, cuts in public social expenditures, low wages of 
civil servants and high rates of brain drain. The overall results were weak performance of 
the health system and weak health sector absorptive and implementation capacity. 
However, some progress achieved during the nineties especially in capital development, 
decentralization, cost sharing, health insurance, and private sector development. 

The ten year strategic plan was followed by the development of the 25 year startegy. 
Two other medium term plans were developed; the I-PRSP and JAM plan. A detailed five 
year plan is currently underdevelopment with especial emphases on achieving the MDGs 
and investing in the health of the poor inline with the recommendations of the 
Commission on Macroeconomic and Health (MCH). 

The developed strategies provide a framework for health system development. They 
identified general directions and principles for the achievement of the overall health 
goals. The strategies emphasize the Primary Health Care model, around the goals of 
equity, financial sustainability, accountability, poverty reduction, community participation, 
self-reliance at local level, investing in health, provision of drug supplies and human 
resource management. The strategies are also committed to the attainment of MDGs.   

The main features of these new health policies are as follows: 

 The vision remains largely unchanged based on the principles of health as human 
right but insists on the need to improve individual and community participation in 
service development and financing. 

 The main goal continues to be; to expand the provision of basic health services, while 
the documents put more emphasis on the reduction of inequalities in health outcomes 
and access to health care services. 

 More emphasis is now placed on addressing human resource issues, particularly the 
retention and redeployment of health staff, as well as on improving the quality of 
services provided and staff performance. 
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 Reform of the health financing system is stressed in order to enhance cost 
effectiveness, get better value for money, and better protect the poor and the most 
vulnerable. 

 The documents also prioritize some health problems: malaria, HIV/AIDS, tuberculosis, 
bilharzia, diarrhea, respiratory infections, nutritional disorders, immunizable diseases, 
vector born diseases, maternal and child mortality  and finally life-style related 
diseases. 

A health policy for southern Sudan came into effect on October 1, 1998. The policy 
emphasizes health as a central development issue. The main features of the policy are as 
follows: 

 Management, while centralized, will be slim and focused on coordination and 
management of international assistance. The primary health care system will be 
backed by an appropriate referral system and integrated with disease-specific 
programs. Emphasis will be on health promotion and prevention of diseases as well as 
proper use and control of drugs. 

 Communities will be mobilized to play a major part in all aspects of health services. 
They will be expected gradually to shoulder an increasing share of the costs and 
hence reduce their dependence on outside sources. 

 Human resource development will include reorientation of old and new health workers 
and communities in the concept of primary health care. 

 Services that have a predominantly public effect or deal with vulnerable sections of 
the population shall be provided free of direct charge. 

Formal policy and planning structures, and scope of responsibilities  

The federal level is responsible of formulation of policies, plans and strategies, in addition 
to supervision, training and external relations. 

At the state level, each state has its own government, which is responsible of formulation 
of local policies, plans, and strategies, according to the federal guidelines; it is also 
responsible of funding and implementation of the plans. The locality is the smallest 
governmental unit in the system.   

Key legal and other regulatory instruments and bodies 

Public Health Council (PHC): The PHC, of which FMOH, and the Ministries of 
Veterinary and Animal Resources, and Agriculture and Crops Protection are, active 
members, is entrusted with coordination in areas of public health and the control of 
zoonotic diseases. The council has undergone several reforms since its establishment 
with many of its activities being diverted to other committees, which suffer from lack of 
coordination, rapid turnover in membership and changing lines of accountability. The 
public health council is the legislative body at the national level. Public health act of 1975 
is the main law governing health activities. The states and localities are empowered to 
set laws and regulations based on the national laws. 
The medical council and the allied health council are responsible for regulating the 
profession for doctors and allied health personnel respectively. 

Recently a national accreditation committee was formed to accredit all health facilities 
whether in the public or private sector. Regulation of the private sector is weak due to 
lack of updated laws and regulations 
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5.2 Decentralization: Key characteristics of principal types  

Within the MOH: 
The Federal Ministry of Health (FMOH) is responsible for developing national health 
policies, human resources planning and development, strategic planning, health 
legislation, response to epidemics, international health relations and coordination. FMOH 
is also responsible for the management of the National Health Information System, in 
addition to the monitoring and evaluation of all health activities and interventions in the 
country. 

FMOH is composed of nine directorates-generals. Other existing autonomous health-
related bodies include the Central Medical Stores Public Corporation and the National 
Health Insurance scheme. SMOHs are mainly responsible for policy implementation, 
detailed health planning, and program and project formulation.  

The health system has been challenged over the 1990s by a combination of 
decentralization of responsibilities and funding cuts. Since the mid-1990s, responsibility 
for management and financing of most of the health system has been devolved from the 
federal level to states and localities. On the one hand, apart from in some states and 
localities, there is insufficient financial resources or managerial capacity to fully assume 
the new responsibilities. On the other hand, government austerity measures have limited 
transfers of financial resources from the central government to the local level. These 
factors have combined to have an adverse effect on the PHC system, in particular in rural 
areas.xxviii.The adoption of the decentralized system in Sudan has faced further 
problems owing mainly to a lack of effective training programs prior to implementation 

Coordination: The Under-Secretary Council takes the lead role among the different 
directorates, departments and programs of the FMOH.  The Council’s terms of reference 
include convening regular meetings with policy makers at federal and states levels, 
setting standards, norms, protocols and guidelines for FMOH and SMOHs, and developing 
check lists for supervision, monitoring and evaluation. 

Greater public hospital autonomy 
The most important reform at hospital level is the semi-autonomy granted to the federal 
hospitals in Khartoum state; currently each hospital has a board of directors and receives 
its budget directly from the Ministry of Finance. A governing body, the Higher Council for 
Teaching Hospitals and National Specialized Medical Centers was formed; Its functions 
are to plan, manage and supervise health services provided by teaching hospitals in 
Sudan. 

Private Service providers, through contracts 
There is a limited experience with contracting out of public health services in some 
hospitals in Khartoum. it was mainly for non-clinical supportive services such as cleaning 
and catering services. Unfortunately these trials were never documented and were never 
properly evaluated.  

There is deficiency in the available information about NGOs working in Sudan regarding 
their plans, budget and distribution. However they play an important role in filling some 
of the gaps in coverage by the government system. Until recently there was no clear 
national policy towards NGOs and the monitoring and coordination mechanisms were 
weak.  
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5.3 Health Information Systems 
The Sudan Health Information System (HIS) is one of the first established information 
systems in the region. It has a bottom-up approach where information is collected at the 
locality level and relayed to the SMOHs for a final consolidated document that is 
presented to the FMOH. These documents are used to produce periodic and annual 
reports. Community level information is not collected or pooled in the HIS, and some 
programs collect data on their individual activities but stop short of disseminating their 
findings to other programs or organizations. The system is suffering from many problems 
regarding quality of data, timeliness, utilization and dissemination. The system was 
recently revised to become more integrated and to include community level information. 
An annual health statistic report is produced and disseminated to all concerned partners.  

5.4 Health Systems Research 
Information not available 
 
 
 
 

5.5  Accountability Mechanisms 
Information not available 
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6 HEALTH CARE FINANCE AND EXPENDITURE 

6.1 Health Expenditure Data and Trends  

Historically the Public Health System in Sudan was almost the sole provider of health 
services, and the major source of funding has been through taxation. Services were 
offered free of charge since the colonial period and till the beginning of the 1990. 
However, with the pressures of economic hardship and the prescriptions of the IMF and 
WB for economic reform as part of the Structurally Adjusted Programs (SAPs), the 
government has started a progressive deregulation of the health care system and started 
the introduction of the user fee. The experience of the Sudan with SAPs dates back to the 
1970s , however since 1992, the government of the Sudan has started implementing 
radical macroeconomic reforms evidencing the typical features of Structural Adjustment 
Programs (SAPs) under “liberalization policies”. Because of the adoption of SAPs, the 
government spending on health has been significantly reduced. These difficulties were 
reflected in the insufficient resources allocated to the sector and inefficiency in the 
utilization of the resources, unequal geographical distribution of the health care facilities 
and personnel, the deterioration in the work environment, and the continuous decline in 
the work force in the sector. However, the economic reforms of the liberalization policies 
have led to fundamental changes in the health sector. Health care facilities have been 
negatively affected by the shortage of finance resulting from the curtailment of 
government spending allocated to health services and the limited success of the newly 
introduced co-payment system (Elias 1999).  

The main objective of the newly introduced “user fees” is to compensate for the 
reduction of government finance to the health services through channels other than the 
government budget, and thus to guarantee the sustainability of providing finance for the 
health services. However, the claimed objective for the imposition of user charges was to 
improve the quality and efficiency of the health services. Here, user fees were introduced 
to compensate the cutback in government spending, which may be the true motive 
behind the introduction of fees despite the different justifications presented by the 
designers of those policiesxxix. 

Many types of financing of health care in Sudan do exist. These include government-
raised (general and earmarked taxation); social insurance contribution and this is levied 
through payroll and direct payment premiums, out-of-pocket payments and recently 
private insurance.   

By and large the public health spending is in Sudan is meager; it is in the range of 0.4%-
0.9% of the GDP. In 2004 the central government public health spending is 0.4% of the 
GDP, that is equal to 1.9 % of the government budget and amount to around 2.1 US$ 
per capita. In 2005 the budgeted health spending is around o.56% of the GDP, 2.1% of 
the government budget which amount to 3.3 US$ per capita. 

Based on data from the hospitals that are supervised by the FMOH, user fees at public 
hospitals is in the range of 13 million US$ annuallyxxx, this equal to around o.4 US$ per 
capita (around 11% of central public health expenditure). It can be extrapolated from 
this figure that the overall user fees paid at public health facilities will be in the range of 
20-30 US$, which is just below 1 US$ per capita annually and around 30% of central 
public health expenditure. Therefore; the out-of-pocket paid to private and abroad is 
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estimated to be very high in the range of 2.5-3.5% of the GDP that amount to 15-20 US$ 
per capita annuallyxxxi, therefore the out-of-pocket will sum up to around 70-80% of the 
total health expenditure    

However with the stability of the macroeconomic framework, formulation of the National 
commission on Macroeconomics and Health; signing of the comprehensive peace 
agreement (CPA) and the endorsement of the post conflict rehabilitation, reconstruction 
and development plan the health spending is expected to increase substantially in the 
near future. If the is coined with sound health policies targeting the poor and vulnerable 
groups and priority interventions; the health indicators will improve with the same pace 

Although no data is available on household health spending, it is estimated that total out-
of-pocket expenditure is larger than total government health spending. The authors of 
the Health Status Report in 2003 estimated the out-of-pocket expenditure at around 1% 
or more of the GDPxxxii. However, estimates for the year 2004 show that it will almost 
certainly hit as high as around 2.5- 3.5% of the GDP, 70-75% of the total health 
expenditure which is equal to around 15-20 US$ per capita. Furthermore, the national 
health insurance fund has spent about 0.23 US$ per capita in 2000 which mounts to 
around 0.1% of the GDPxxxiii. The Sudan Health Status Report estimated the national 
health insurance fund expenditure on health to be around 1% of the GDP, which is equal 
to around 3.3-5 US$ per capita. Therefore; total health expenditure is likely to be in the 
range of 4 - 5% of GDP, that is US$22- 27 per capita.  

 
Table 6-1 Health Expenditure 

Indicator 1990 1995 2000 2004 

Total health expenditure per capita - - - - 

Private health expenditurexxxiv - - - 19 $ 

Public Health expenditure/ per capita (central) - - 0.9 $ 2.10 $

Public health expenditure/ per capita (central 
transfers) - - 0.04 0.06 $

Public health expenditure/ per capita (own states) - - 0.24 1.30 $

Consolidated public health expenditure (central & 
states) - - 1.2 $ 3.46 $

Public health expenditure as % of the GDP - - 0.33% 0.6% 

Total health expenditure as % of the GDP - - - - 

Public health expenditure as % of central government 
budget - - 2.1% 1.9% 

Investment expenditure on Health - - - - 

Public health expenditure as % of total health 
expenditure    - - - - 
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Table 6-1 Sources of finance, by percent 

Source 1990 1995 2000 2004 

General Government  - - 18.0 8.1 

Central - - 0.8 0.2 

State/Provincial and district 
health offices 

- - 4.8 5.0 

Social Security - - - - 

Private (Non Public) - - 4.6 13.5 

Private Social Insurance - - 71.9 73.2 

Other Private Insurance - - - - 

Out of Pocket - - - - 

Non profit Institutions - - 71.9 73.2 

Private firms and corporations - - - - 

External sources - - - - 

Trends in financing sources: 
User fees were introduced in the early 1990s and before that time health services were 
provided free of charge and financed through the general taxation as part of the 
government budget.  

The private sector witnessed a significant increase during the 1990s and the new 
millennium and particularly after the implementation of the major macroeconomic 
reforms and the related sectoral reforms. The private clinics surpass 1,558 clinics, 288 
dental clinics, 799 private laboratories, 172 hospitals and 1,220 pharmaciesxxxv. 
Thereafter the out-of pocket expenditure started to increase consistently and 
significantly. Although no recent Household survey on out-of-pocket payments for health 
services, the out-of-pocket expenditures are likely to be substantial. Besides, the policy of 
user fees at government facilities as well as the growing importance of the fee-for-service 
private sector in urban areas contributed to the increase in out-of-pocket payments. In 
addition, spending by the urban elite on health services abroad is reported to be 
substantial. 

In 1994, in an effort to ameliorate the impact of the newly introduced user charges in 
public facilities on access and utilization of health services especially by the poor, the 
social health insurance scheme started to be implemented. The percentage of the insured 
and hence the contribution of the insurance in the public health expenditure has 
increased substantially.  In 2004 about 12.6 % of the population are covered under the 
social insurance and the contribution of the social insurance expenditure reached about 
3.3 US$ per capita and about 13.5% of the public health expenditure.   
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Health expenditures by category  

Table 6-2 Health Expenditures by Category 

Categories 1990 1995 2000 2004 

Total expenditure: 
 (specify if only public) - - - - 

% capital expenditure  - 15 - 

% by type of service - - - - 

Curative Care - - 77 82 

Rehabilitative Care - - - - 

Preventive Care - - - - 

Primary/MCH AND Family 
Planning - - 23 18 

Administration - - - - 

% by item - - - - 

Staff costs - - 16 36 

Drugs and supplies - - 69 42 

Other - - 15 22 

Trends in health expenditure by category  

The public health expenditures are skewed towards the curative services that are mainly 
concentrated in urban areas and main cities. It is not thoroughly investigated to 
determine what are the reasons behind this biased budgetary allocation, yet in recent 
experience this is most likely due to three reasons: 1) historically hospitals have found 
their place in the official budgetary process and cycle and they continue to be there; 2) 
the health notion that held by the communities, elite and politician about health which 
simply means hospital based service; and 3) failure of the responsible authorities, mainly 
the MOH, to convince the budget holders specially the Ministry of Finance to have a 
comprehensive Health Budget which envisages the holistic view of health, and not only 
hospital budget. On the other hand most of the PHC programs receive a significant fund 
support from, UN agencies, multilateral donors and bilateral collaborative programs. 

Recent years have witnessed an increase in the share of staff expenditure from the public 
health budget. This is due to the increase in staff salaries especially for doctors which 
were doubled in 2004. Also the share of development (capital) expenditure has increased 
significantly in 2004 and the planned budget for 2005, which testify early signs of 
expected positive impact of the peace dividend on social sector particularly health.  

6.2 Tax-based Financing 
 
 
 

The central government revenues are mainly tax levied till recently when oil began to 
enter the economic scene. In 1998 the total central government revenues were 156.8 
billions Sudanese Dinars; 126.4 billions SD (80.1%) are tax revenues and the non-tax 
revenues (oil) are 30.4 billions SD (19.9%). This has changed dramatically in recent years 
specially from 2000 onward when oil revenues began to contribute more. In 2000 out of 
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the 326.30 billions SD, 169.0 billions SD are non-tax revenues (51.8%) and the tax 
revenues are 157.4 billions SD (48.2%). In 2003 out of the total central government 
revenues (603.5 billions SD) oil contributed with 335.0 billions SD (55.5%) and the tax 
revenues were 268.5 billions SD (44.5%). This trend is expected to continue in the 
nearest future given the fact that oil production will reach 500,000 barrels a day by the 
end of 2005 and 600,000 in the first quarter of 2006.  

On the other hand personal income and business taxes (corporate) are static in terms of 
percentage despite the fact that they increased in absolute figures (from 31.2 billions SD 
in 1998 (24.6% of tax revenues), to 53.5 billions SD in 2003 (19.9%). The sales revenues 
is now substituted by the VAT and has stepped from 4.6 billions SD in 1998 (around 8% 
of tax revenues) to 60.3 in 2003, which is 22.4% of the tax revenues, which predict a 
room for significant contribution in the future as the markets open up for foreign 
investments and capital including imports and local  manufacturingxxxvi. 

The outlook is quite different at the states level where the tax revenues constitute 34.5% 
of the total states revenues, non-tax revenues constitute 26.7% and federal transfers 
constitute 39.9% which is the major source of revenues. Worth noting is that States with 
poor tax bases are not able to collect revenues sufficient to fund their social service 
responsibilities, while transfers from the federal level have been limited. Moreover; little is 
known about the revenues available to localities, except that the same disparities in 
resources certainly contribute to disparities in service availability and quality. 

Nonetheless; this status will change radically and dramatically after the implementation of 
the Comprehensive Peace Agreement singed in January 2005, whereas states will be 
given more autonomy to mange their own affaires and resources in addition to the new 
formula of wealth sharingxxxvii.         

Levels of contribution, trends, population coverage, entitlement 

The General Taxation Chamber is the main body responsible for tax collection and it is 
well empowered to carryout its mandate. The compliance rate is sky high and reached 
above 90% for the overall tax planned; but is low for personal income taxes that are 
below 70% based on 2002 data. Both the central and state levels have tax collection 
authorities with clear lines of demarcation to guard against double taxes according to the 
1998 Sudan Comprehensive Constitution. The states utilize the taxes levied locally and 
receive further central transfers from the central government based on a predefined 
formulaxxxviii.  The Ministry of Finance and National Economy and the Taxation Chamber 
are the bodies responsible for setting tax rates. This has to be approved in advance of 
the fiscal year by the Council of Ministers and then by the National Assembly 
(parliament).  

The VAT is 10% of the final unit price in certain commodities and floored capitalxxxix was 
implemented since the year 2000. All those who run a business with a value of 
transactions sales that reach 6,000,000 SD (around 23,300 UD$) are obligated to register 
as VAT collectors or agents. However, those with trading value (sales not capital or 
income) that are below 6,000,000 can volunteer to register as VAT collectors or agentsxl.   

It is difficult to tell how much of the tax is directed to the health care, yet as it is evident 
from the share of taxes on the central government, the taxes revenues comprise a major 
part of fund raising for the public sector, however, the oil share is increasing 
exponentially and now reached around 60% of the central government revenues.    
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Key issues and concerns 

The overall burden of taxation is progressive, in theory that is the high share is taken 
from the rich. Those who are working abroad are entitled to pay a fixed rate annual tax 
that varies according to the country of expatriate. For instance those who are working in 
the USA have to pay 75 US$ annually for low income groups (laborer, clerks, military 
personnel and medical assistants). This figure reaches 375 US$ for professionals 
including doctors, lawyers and engineers and 1,500 US$ for businessmen.   The business 
taxes range from 0 level for agro-pastoral companies, 15% for public shareholder 
companies, 30% for manufacturing companies and 35% for insurance and stock 
companies. There is exemption as an incentive for new investors in accordance with 
Investment Encouragement Act. Business profit and rental taxes have exempted lower 
level of 150,000 SD (580 US$) then the rate increases as the income grows up to reach 
35% for income above 350,000 SD (around 1,356 US$ based on current exchange rates). 
For personal income taxes the floor exempted is 18,000 SD per month (around 70 US$) 
and above that the tax rate is 5% and increases gradually to reach 10% for income up to 
21,000 (82 US$) and reaches 20% for income above the 21,000 SD (82 US$). 

 However; an earmarked tax for health care was introduced in late 1990s primarily to be 
used for the Military Medical Services during the civil conflict era under the name of 
Wounded Tax. It mounts to 1% from any transaction, including telephone bills, business 
taxes and so on. The revenues generated from this seemingly small percentage have 
resulted in radical changes in the Military Health Services especially tertiary curative care 
and coverage of remote areas. The old buildings were totally renovated and refurbished 
and new buildings were constructed and medical devices and equipments were availed 
including highly sophisticated technologies such as MRI, cardiac catheters and 
hemodialysis machines.  After the signing of the CPA the Wounded Tax is in focus for 
reconsideration. 

6.3 Insurance 
Table 6-3 Population coverage by source 

Source of Coverage 1990 1995 2000 2004 

Social Insurance 0 3 8 12.6 

Other Private Insurance - - - - 

Out of Pocket - - - - 

Private firms and corporations - - - - 

Government - - - - 

Uninsured/Uncovered - - - - 

 

Social insurance programs: trends, eligibility, benefits, contributions  

The Social Health Insurance was introduced in 1994 after the National Insurance 
Corporation Act in response to the impact of the financial reform policies and the 
introduction of the used fees in public facilities. The main objectives were: 

1. to establish and manage a national health insurance scheme that provide medical 
services for the insured; thus contribute to health development. 
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2. to contribute in shouldering the burden of providing curative care with public health 
facilities and to reduce the financial burden on the government through providing 
care to those who are insured. 

3. to utilized the social insurance revenues to improve the quality of care. 

4. to promote and improve the quality of curative medical services in the country in 
order to bridge the gap and catch-up the technological advancements worldwide and 
reduce seeking curative care abroad. 

5. to attract and retain health professionals through providing them with the suitable 
work environment and financial incentives in order to lead a decent life. 

Since its implementations in the mid 1990s the Social Health Insurance is increasingly 
playing a major role in raising revenues for the health sector, though its performance in 
terms of accessibility, equity, quality and efficiency is debatable. 

Sources of financing the insurance systemxli: 

 The premiums paid by the employees and employers, which amount to 10% of the 
employee’s salary (4% is paid by the employee and 6% is paid by the employer) 

 Financial resources provided by the government for the Insurance Corporation 

 Fees paid by the corporations; 

 Revenues generated through investments by the corporation’s funds; and 

 Charity, donation and other forms of contributions that support the objectives of the 
insurance plan. 

All public employees and those who are working in the formal sector are entitled 
compulsory to insurance. The family of an insured person is included to enjoy benefiting 
from the insurance plan with the same premium. The family includes the wife, siblings, 
father and mother. However, the National Insurance Fund has the rights to let off or opt-
out any entity from the insurance plan on its request under certain conditions and 
obligations (pay certain contribution, etc.) 

The National Insurance Fund sets the rates which is now 10% of the gross wage (4% 
from the employee and 6% form the employer). Those who are not in the formal sector 
and are willing to join have to pay a total of 12,000 SD annually (47 US$ annually per 
family) paid on monthly installments. 

The benefit package includes all medical consultations, admissions, diagnostic procedures 
and therapeutics including surgical operations. Dental services are included with the 
exception of denture and plastic surgery. However not all the drugs are included (the 
exception is few drugs for certain conditions). Moreover, the insured has to pay 25% of 
the drug cost as a co-payment, a measure to rationalize drug use and contain the cost of 
medicines through deterring unnecessary drug use and moral hazards. Besides, each 
level of health professionals has a defined list of allowed drug prescription (GPs and 
specialists) and only generic drugs are allowed. 

Private insurance programs: trend, eligibility, benefits, contributions 

Since the history of health insurance in the county is recent, the experience with private 
insurance is very recent. One is Shiekan Company, which is an insurance company 
working in general assets and property insurance and started to provide health insurance 
in 2003. The second company is Shawmikh which started in 2005 and it is a quasi public. 
Their role and contribution is yet to be determined, however it is expected to be limited 
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in this stage of development and most likely a very limited number of the well-off are 
covered under these private insurance companies. However, Shawamikh has more 
subscribers (around 1,000,000 beneficiaries) since it has inherited the Khartoum state 
expertise and beneficiaries as a result of conflict and disagreements over the recent 
amendments of the insurance act in late 2004.  These amendments have recentralized 
the insurance fund administration giving more power to the center over administration 
and resource management. 

6.4 Out-of-Pocket Payments 
(Direct Payments) public sector formal user fees: scope, scale, issues 
and concerns 

The user fees was introduced in the early 1990s and before that time health 
services were provided free of charge and financed through the general taxation as part 
of the government budget. The charged user fees vary according to the level of care. At 
the first contact level (PHC units, dressing stations and dispensaries) where the provider 
is a community health worker, a trained nurse or a medical assistant the consultations is 
free, but  users have to pay for simple diagnostic tests like blood films for malaria and 
urine or stool in addition to the cost of medicines. At the health center, the provider is 
either a medical assistant, a GP or -in urban areas- a specialist users have to pay for the 
consultations as well as diagnostic tests. The charges range from 200 SD (80 US cents) 
to 500 (2 US$) for specialist services. At the rural hospitals the same applies, yet some 
subsidies and exemption mechanisms are there for emergency cases and poor people, at 
least in theory. Whether these mechanisms are working in reality or not is not fully 
explored. Interestingly at the Tertiary level consultations are free at the Emergency 
Department for all patients till recently when a triage system to filter emergency from 
cold cases is piloted in 3 Federal Hospitals and planned to be implemented in 15 state 
hospitals. Emergency cases, which are defined by the Curative Medicine Directorate at 
the FMOH through expert committees, are exempted from user fees. They are further 
provided with the relevant investigations, lab tests and procedures including x-ray, 
medicines and required surgical operations if they are admitted to the A&E. Again the 
Free and Emergency Drug List is developed by an expert committee and revised on 
regular basis. It includes life saving drugs, intravenous fluids, injections and blood 
transfusion. This will be provided for the first 24 hours and after that the patient has to 
pay for management including the per dim and the medical record file (1,000 for the 
medical record file and around 1,000 for food and accommodation weekly, which mount 
to around 4 US$). The emergency and free drugs and emergency surgical operations are 
subsidized by the Federal Government through the FMOH and the budget allocated for 
this amounts to 3 billions SD (11.6 million US$) in 2005. Other exempted categories of 
illnesses are renal failure dialysis, immune suppressant drugs for renal implantation 
individuals, chemotherapy, radiotherapy and treatment of hemophilia. The annual 
expenditure in this category amounts to 3.5 billions SD (13.6 million US$) in 2005 which 
equals around 22% of the federal health expenditure. A part from the large percentage 
these two categories share from the total federal health expenditure, those who enjoy 
this subsides are the better-off and urban populations. 

Although the impact of the introduction of user fees in public health facilities is not well 
documented, it is argued that its introduction has affected acess and utilization of health 
services. However, further researches are needed to explore and examine the impact of 
user fees in access to care, quality, equity and provision of health services. 



Health System Profile-Sudan                                                  Regional Health Systems Observatory- EMRO 
 

 35

6.5 External Sources of Finance 
Information not available 

 

 

6.6 Provider Payment Mechanisms 
Information not available 
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7 HUMAN RESOURCES  

7.1 Human resources availability and creation  

Table 7-1 Health care personnel 

Personnel per 100,000 population 1990 1995 2000 2004 

Physicians  2593 2233 4992 6887 

Dentists 189 205 222 283 

Pharmacists 162 290 306 697 

Nurses  16954 17182 17526 16826 

Medical assistant 7707 9829 12918 15109 

Midwives  5308 6784 9290 12159 

Laboratory technicians  - - - - 

Others - - - - 

The total workforce for the sector amounts to some 53,965 health workers, including 
around 6,887 doctors, 6,746 medical assistants, 16,826 nurses and 12,159 midwives.  

Table 6.2 shows the trend of availability of HR over the past 6 years i.e. after expansion 
of higher education. The very slow increase in work force could be explained by the fact 
that huge amounts of HR leave the country every year. 

Table 7.2 Health Human Resources / 100,000 Population - 1999-2004 

Year  1999 2000 2001 2002 2003 2004 

Doctor 15.0 16.0 17.0 17.6 18.4 20.0 

Specialist 2.4 2.6 3.0 3.0 3.1 3.3 

Dentist 0.7 0.7 1.0 0.6 0.7 0.8 

Pharmacist 1.2 1.0 2.0 2.0 2.0 2.0 

Technician 8.5 9.2 9.3 9.4 9.5 11.3 

Medical Assistant 22.5 22.6 22 21 20 20 

Nurse 60.3 56.0 52.0 50.4 51.0 49.0 

Public Health Officer 
/Health Inspector  1.3 1.4 1.0 1.1 1.1 1.3 

Note: the source of the data is the Annual Health Statistical Report 2004. 

The workforce is fragmented along more than 20 categories, whose production has not 
been adequately planned, resulting in over-representation of some categories and 
shortage of others. The attrition of some categories, such as doctors and pharmacists, 
towards the private sector and abroad is of special concern. On the other hand, in some 
categories, such as public health officers, unemployment is high. 
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There is shortage of most categories of health personnel due to brain drain. From 17,000 
registered doctors and with annual output of 1500, about 6887 doctors are working in 
the public sector. According to the FMOH 10-year projections, main shortages affect 
certain PHC categories like nurses and village midwives. There is obvious shortage in 
many of the different categories, evidently for technicians, and specialized medical staff.   

There is uneven distribution of healthcare providers between and within the states. The 
physician/population ratio is 20/100,000, nurse/population ratio is 49/100,000 and 
hospital bed/population ratio is 72/100,000.  These ratios hide inequalities between 
urban-rural and affluent versus less developed states. Evidence indicates that staffing in 
rural areas is much weaker compared with urban areas. Skilled health personnel are 
concentrated in urban centers and affluent rural areas, leaving peripheral facilities 
significantly understaffed. Although PHC is still considered as the main vehicle for 
provision of health care to the majority of the rural population, its share of human 
resources constitute a small fraction of the total human resources available.  

The Federal Institutions in Khartoum State and Khartoum SMOH attracted the majority of 
the country’s professional health manpower. Even with the exclusion of house officers, 
still nearly two-thirds (61.4%) of doctors were stationed in Khartoum in 2004. Other 
categories of health personnel are similarly concentrated in Khartoum State. 

The main reasons for the maldistribution are the substantially lower incentives and 
employment conditions for health care professionals working in rural areas compared to 
urban areas. Un clear payment system (salaries & incentives) resulted in lack of 
motivation of HR and affected their compliance to directives including working in remote 
areas, and lack of accountability. 

With many stakeholders involved in managing the production of human resources 
(FMOH, SMOHs, police and military health services, universities, the private sector and 
NGOs) coordination between organizations in this area remains poor.  

The 80s and 90s were characterized by the mass emigration of trained, well-qualified 
health personnel to neighbouring countries, Gulf countries, Europe and the United States, 
in search of better financial opportunities and professional satisfaction. xlii 

Production and training: 

Many parties are involved in the training of health workers. These include the FMOH, 
private sector, NGOs. The existing production level is far below the needs of the 
community for all categories however shortages are more critical and notable in allied 
health and paramedic cadres. 

Recently a marked increase in higher medical education has occurred (Table 6.3) Private 
health sciences institutes have been established in many parts of the country, but need 
to be assessed for quality assurance. 

Table 7.3:  The increase in number of medical schools 1990-2001 

Faculty 
Number before 

Educational 
reform 

Number after 
Educational  

reform 

Private 
faculties 

Percent 
increase 

Medicine  3 26 6 766% 

Pharmacy   1 8 5 700% 

Dentistry   1 8 5 700% 
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Laboratories  1 7 6 600% 

Public 
health 1 5 0 400% 

X rays  1 4 2 300% 

Nursing 1 7 2 500% 

Optics  1 1 0 0% 

There are 26 medical schools, the annual enrolment is estimated at 2200, and the 
expected average annual production for the next 5 years is 2600. There are two training 
institutes for medical specialization; the Postgraduate Board of Medical Studies, University 
of Khartoum (established in 1976) and the Sudan Medical Specializations Board (3 years 
program established in 1995). 

There are 13 institutes for training of medical assistants with an annual production of 
320.  The available midwifery schools are 38 with an estimated annual production of 
1500. The trend in production in this category is quite obvious (figure 6.1). This is 
referring to the operationalization of “Making Pregnancy Safer” and “Safe motherhood” 
initiatives, which are supported by considerable government funds in addition to UN 
agencies. 

 
Figure 7.1 Trends for Production of Midwives 1998- 2003 
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There are 2 schools for health visitors and the annual production has recently increased 
to 80 health visitors; a total of 235 have been trained in the last ten years. The trend 
shows a decline, which could be explained by the fact that this cadre takes around 7 
years to be produced and their service is only limited to the health facility. According to 
their job description they are not allowed to conduct home deliveries; this means less 
financial allowances. This issue is addressed in the recent HRH policy (Sudan 
Declaration). 

On the job training is limited to national training activities supported by WHO. Despite the 
efforts exerted by the HRD to monitor these activities, there was an obvious lack of 
coordination between the departments and the vertical programs conducting these 
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trainings. In the absence of indicators and standards followed by programs, the 
measurement of HRH performance becomes irrelevant. 

The EDC in Khartoum University focuses on Continuing Professional Development, and 
conducts courses for the different health cadres in many areas of health. The EDC has 
strong partnerships which augment its roles with WHO, NGOs, the Post graduate Sudan 
Medical Specialization Board, Universities, and the Federal Ministry of Health.     

7.2 Human resources policy and reforms over last 10 years 
National Health Human Resource Policies:  

The following issues could be noted in the planning and management of human 
resources in Sudan: 

 Human Resources planning started in the 1960s has failed to meet targets in 
terms of numbers, quality, distribution and continuous education for different 
categories of health personnel. Until very recently, there have been no coordinated 
efforts to address major priority health problems through the development of 
appropriate human resources policies. For more than 10 years back there was no 
clear statement or document of human resources policies that address priority health 
problems of the country; neither those affecting vulnerable groups such as children 
and mothers, nor affecting certain geographical settings.  This has resulted in the 
production and training of different categories of health personnel irrespective of 
assessing the need or otherwise for such categories, nor the relevance of their 
training in solving priority health problems.  

 In many cases production has been based on client demand (students and their 
families) and was not based on any plan specifying actual needs according to 
different epidemiological aspects, in terms of numbers, kind of training, and 
geographical distribution. Unplanned production of human resources has also resulted 
in unequal distribution of manpower both geographically and category wise. The large 
numbers of doctors graduating from the currently available universities hinders proper 
implementation of policies.  Co-ordination between the Human Resources Directorate 
and the Ministry of Higher Education is very much needed. 

 There is no management information system within the HRD that enable HR 
administrators to take appropriate decisions.  There is much discrepancy in the data 
available on human resources at state level, namely concerning their movement and 
training.  

 The HRH planning units both at FMOH and SMOH are either non-existing or lacking 
capacities; the most recent review has revealed that not more than five of all state 
ministries of health have a functioning HRH planning unit. The existing HRH 
directorate within the MOH is suffering overlap between its responsibilities and that of 
the personnel department.  

 The HRD has no integrated tools for routine supervision. Programmatic approach is 
being undertaken, whereby each programme has developed a package of supervisory 
skills. 

 There are no standards for HR performance to guide their promotion and career 
development.  
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7.3 Planned reforms 
Recent policies: 

The FMOH has recently developed a plan for leadership development for FMOH and 
states MOH; the capacity building plan targets the general directors at SMOH, the 
directors of the different directorates, and at the localities. It aims to provide qualified 
human resources for health, as well as logistic support, and a manual was formed and 
endorsed. A situation analysis was done, and standards for the SMOH put, but financial 
problems posed a drawback to implementation. Minimal financial support is being 
provided mainly through WHO and other UN agencies. 

The FMOH 10-year Human Resources Development strategy identifies the structural 
problems that have affected the development of the health workforce and proposes 
measures for redressing some of its distortions and adjusting the production of staff to 
the needs of the sector. It identifies the needs both for new training institutes as well as 
increase in enrolment for different cadres both to satisfy the needed numbers and correct 
the imbalances and ratios between different categories:- 

The policy of “expansion and decentralization of higher education” adopted in 1994, 
including local postgraduate studies, aimed at increasing the production with focus on 
priority needs of certain geographical regions to overcome the shortcomings in service 
delivery in many de-privileged areas. 

Recently the service-target approach was proposed and adopted by MOH to define 
targeted numbers based on health service institutes for the coming 10 years (Table 6.4). 
The plan was endorsed in a workshop in August 2004, and implementation has already 
started. The main features of the plan are: 

 HR needs is calculated against actual service requirement. 

 Production will be based on planned requirements taking into consideration numbers, 
terms of reference of health facilities, and updated job descriptions of health staff. 

 Involvement of the producer (Ministry of Higher Education) and related teaching 
institutes. 

The following statements are at different pace of policy formulation and implementation; 
most of them are either at the stages of definition of problems, planning or at very 
limited operational phases: 

 The 25-years strategic plan of the MOH strongly gives a great focus on HRD. 

 Establishment of a National Higher Council for Human Resources Development as a 
regulatory body. 

 Setting accreditation systems by HRD, Ministry of Higher Education, and Medical 
Council to ensure quality production has been initiated, but not yet implemented 

 Sudan Declaration for Nursing and allied Health Educational Reform March 2001 
which calls for “development and promotion of all nursing and allied health cadres by 
the year 2015”, has been endorsed. This will result in drying of all institutes known to 
produce technical nurses and allied health and upgrading them to be affiliated to 
existing universities, as well as it necessitates gradual promotion to those who are 
currently in the service according to set standards. More over medical assistants will 
receive more advanced trainings in certain elements of the package of service  

 Career pathway of medical doctors, which was planned by FMOH and related 
regulatory bodies in the country,  is just at the start of implementation, and tries to 
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address many issues related to quality performance of doctors, their deployment 
according to country priority needs and their promotion along the service hierarchy. 
As well, it targets establishment of better management regulating bodies in different 
health facilities especially at large settings like hospitals e.g. executive boards etc. 

 The plan for continuous education has been endorsed and implementation started by 
the HRD. 

 The Family Doctor Specialization project created by the Post graduate Sudan Medical 
Specialization Board is an initiative that is a positive addition to human resources for 
health. It is planned that it will produce specialists to cover rural hospitals and urban 
health centers, and its curriculum addresses child health.  

 A performance appraisal policy is being established, with an initiative for redeveloping 
and unifying the tools for assessment of performance, but not yet implemented. 

Table 7.4 Ten Years Plan for Human Resources 

 

HEALTH CADRES CURRENT NO/ 
OF GRADUATES 

PER YEAR 

REQUIREMENT 
PER YEAR 

REQUIREMENT 
FOR NEXT 10 

YEARS 

Operation theatre 
attendant 220 557 5568 

General medical 
assistant 280 1032 10316 

 Assistant lab 
technician 320 845 8453 

Assistant pharmacist 200 488 4880 

Medical assistant 
(Ophthalmology) 30 135 1350 

Medical Assistant 
(Anesthesia) 100 405 4052 

Medical assistant 
(physiotherapy) 40 78 784 

Medical assistant 
(Psychiatry) 40 11 108 

Medical assistant 
(Dentistry) 40 32 323 

Health observer 140 114 1143 

Health visitor 140 236 2360 



Health System Profile-Sudan                                                  Regional Health Systems Observatory- EMRO 
 

 42 

8 HEALTH SERVICE DELIVERY  

8.1 Service Delivery Data for Health services 

Table 8-1 Service Delivery Data and Trends 

TOTAL (percentages) 1990 1995 2000 2004 

Population with access to health services 70 - - - 

Married women (15-49) using contraceptives  - - 7 - 

Pregnant women attended by trained personnel  76 - 71 71 

Deliveries attended by trained personnel  69 - 57 - 

Infants attended by trained personnel     30 - 52.6 - 

Infants immunized with BCG  73 86 66 71 

Infants immunized with DPT3   62 72 65 79 

Infants immunized with Hepatitis B3  - - - - 

Infants fully immunized (measles)  57 72 60 72 

Population with access to safe drinking water  - - 60 - 

Population with adequate excreta disposal 
facilities 

- - 60 - 

 
 
 

URBAN (percentages) 1990 1995 2000 2004 

Population with access to health services - - - 80 

Married women (15-49) using contraceptives  - - 15 40.9 

Pregnant women attended by trained personnel  - - 90 69.1 

Deliveries attended by trained personnel  - - 59 40.5 

Infants attended by trained personnel     - - 56.3 - 

Infants immunized with BCG  - - - - 

Infants immunized with DPT3   - - - - 

Infants immunized with Hepatitis B3  - - - - 

Infants fully immunized (measles)  - - - - 

Population with access to safe drinking water  - - 65 52.4 

Population with adequate excreta disposal 
facilities 

- - 33 43.9 
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RURAL (percentages) 1990 1995 2000 2004 

Population with access to health services - - - - 

Married women (15-49) using contraceptives  - - 3 - 

Pregnant women attended by trained personnel  - - 62 - 

Deliveries attended by trained personnel  - - 56 - 

Infants attended by trained personnel       49.5 - 

Infants immunized with BCG  - - - - 

Infants immunized with DPT3   - - - - 

Infants immunized with Hepatitis B3  - - - - 

Infants fully immunized (measles)  - - - - 

Population with access to safe drinking water  - - - - 

Population with adequate excreta disposal 
facilities 

- - - - 

Access and Coverage:  
Access to local health services at the primary health care level in Sudan is very low. 
Population with access to health service is estimated to range between 40%-66% with 
greater urban rural disparity with 84% to 58% access for each respectively in spite of the 
fact that around 70% of the population live in rural areas. The country network of PHC 
health facilities is thought to be relatively large and mounts to 6,111 HCFs. This is 
translated in terms of coverage with PHC facilities to 1.8 PHC facilities for each 10,000 of 
the population with obvious differentials between different types of health facilities and 
interstate inequities (1.4/10,000 in south Darfour to 5.4/10,000 in Northern state). There 
is also disproportionate balance of different types of health facilities, i.e. between first 
contact level and first referral PHC facilities 

Table 8.2: Health Care Facilities in Sudan 

Health Units 2000 2001 2002 2003 2004 

Teaching Hospitals with 
specialist services 23 30 38 41 45 

Specialization Teaching 
Hospitals 35 35 38 43 43 

Hospitals with Specialist 
services ( non-teaching ) 40 35 30 25 26 

Specialized  Hospitals ( 
non-teaching ) 11 12 13 10 8 

Rural  Hospitals 200 203 213 215 229 

Grand Total 309 315 332 334 351 

No. of Beds 23076 23168 23820 23976 24785 

No. of Health Centers 915 969 1012 964 1009 
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No. of Dispensers 1475 1489 1486 1612 1423 

No. of Dressing Stations 1236 1243 1270 1129 771 

No. of Primary Health  
Units 2558 2438 2518 2401 2679 

No. of Blood Banks 55 53 61 58 69 

No. of X. Ray  Units 83 90 101 105 111 

 

The number of hospitals has increased significantly in the past 10 years (from 253 in 
1995 to 351 in 2004). The ratio is 1 to every 100,000xliii of the population. The   number 
of beds also increased from 22444 in 1995 to 24785 in 2004). The ratio is 72 
beds/100,000. It is noted that the increase in the PHC units is low compared to the 
population growth, putting into consideration that some units have ceased to function, 
others are upgraded to higher levels while there are no national or states plans to 
increase the coverage due to lack of a clear vision regarding the standards governing the 
establishment of these units.  

However, according to a health facilities survey in 2003, xliv which included an inventory 
and quick assessment of infrastructure, the picture is substantially different and points to 
a smaller PHC network.  In spite of its limitations, the survey provides a first basis for 
analyzing coverage and broadly quantifying investment needs by region. The percentage 
of none functional health facilities ranges from 62% for dressing stations, 51% for Basic 
Health Units, 30% for dispensaries, 17% for Rural health centers, and 6% for urban 
health centers. The reasons behind this deterioration in the functionality of the PHC 
facilities is not studied within the objectives and scope of the survey, however it can be 
linked to the macroeconomic policy and funds cut to the health sector.  

Significant disparities are evident in the geographic distribution of health facilities. Many 
rural areas are underserved by the health system in terms of functional facilities, in 
particular health centers and hospitals, which are found to be clustered in towns and 
cities. Analysis of distribution of health facilities highlights substantial regional 
imbalances. Northern and Nahr El Nil states present the best coverage of rural hospitals, 
while the Darfur states show much lower ratios, a ten-fold difference. This pattern is not 
necessarily the result of Government investment strategies, but reflects the fact that 
better-off communities often support the building of new facilities. 

The same pattern applies to urban and rural health centers (HC), with the best ratio in 
Northern and Nahr el Nil states and the worst in Darfur. The increase in the number of 
health centers and clinics has been almost exclusively in urban areas. The urban bias in 
these trends in health centers, clinics, and hospitals has resulted in a substantial drop in 
the relative access of rural people to health care facilities at all levels, compared with a 
substantial rise in access of the urban population to a broader range of more 
sophisticated facilities.  

8.2 Package of Services for Health Care 

In 2003 the essential PHC package policy was drafted. The package included vaccination 
of children, RH, IMCI, Nutrition, Treatment of common illnesses, essential drugs.  In a 
study conducted in 2001 to explore the situation of PHC services, the investigators found 
that 82.4% of the surveyed facilities provide Oral Re-hydration Therapy, 76.4% provide 
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growth monitoring, 81.6% provide vaccination for children and 67.4% of the surveyed 
facilities provide essential laboratory investigations. Further more, the same study found 
that 74% of the surveyed facilities provide antenatal care and 67.3% has family planning 
services, 60.4% of these facilities provide some services of school health. It was found 
that in 39% of the surveyed facilities there are irregular drug supplies which indicates 
considerable improvement from the situation in 1993.  

8.3 Primary Health Care 

Primary health care facilities include dressing stations, dispensaries, primary health care 
units, health centers and rural hospitals. PHC units are staffed by Community Health 
Workers (CHWs), dressing stations are staffed by a nurse, and dispensaries are headed 
by a medical assistant. The health center is the referral point for the lower-level facilities. 
It is headed by a physician (medical officer). 

According to a recent FMOH document the least acceptable level for health services 
provision is the basic health unit which is structured and staffed to deliver integrated PHC 
and health care services and hence PHC units, dressing stations and dispensaries should 
be upgraded to this level). 

At the lower level, the first-contact health facilities (PHC units, health centers, dressing 
stations and dispensaries) are administratively under the responsibility of the local health 
authority, and technically under the SMOH, while rural hospitals are under the 
management responsibility of the SMOH. 

Private sector: range of services, trends 
The increase in the number of hospitals has also been mainly an urban phenomenon, and 
there the number of private hospitals has been a significant part of the increase. These 
private hospitals have been smaller than the average public hospital. 

In 2002, Khartoum and Gezira states had 85 hospitals that accounted for 27% of the 
total hospitals in all of Sudan, which is consistent with the proportion of the total 
population in these states (26 percent). 

Package of services offered by the private sector: by urban and rural 

In northern Sudan, the private (for-profit) sector plays an increasing role in health service 
provision, especially in cities, towns, and better-off rural areas. Since the mid 1990s, 
probably the cuts in funding, and therefore quality, of government health services, 
combined with the introduction of user fees, have contributed to growth of the private 
sector. Private sector providers focus on curative services, and have little role in 
preventive interventions such as immunization. In Sudan, there are 172xlv private 
hospitals and medical centers, out of which 119 are located in Khartoum state. 
Khartoum's share of private clinics equals 1,558, 1243 beds, 739 specialists' clinics, 539 
GP clinics, 288 dental clinics, 799 private laboratories, 30 X-ray units, 17 physiotherapy 
clinics, 195 public pharmacies, 1220 private pharmacies, 1012  veterinary drug stores. 

NGOs are also playing an important role filling some of the gaps in coverage of the 
government system and serving populations which are not attractive markets for private 
providers, such as IDPs. In Khartoum, for example, the number of NGO health centers 
(114) is comparable to the number of government centers (136). A small number of 
health programs are also implemented by international NGOs.  
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Referral systems and their performance 
No recognized improvement has been noted in the referral system in Sudan during the 
last 2-3 decades, and it is still poorly developed.  In Khartoum state, 86.7% of the 
hospitals accept to manage cases without being referred i.e. first contact facilities. A part 
from Health insurance program and IMCI implementing facilities, guidelines for referral 
from the 1st level health facilities are not available. In the 12 IMCI implementing states, 
32% of the health facilities, 25% of the targeted doctors and 39% of the MAs are 
complying with referral guidelines. Even in IMCI implementing areas the quality of care 
provided to referred cases is not satisfactory as seen in the result of IMCI HFS in 2003. 
Recently a triage system has been implemented as a pilot project in 3 federal hospitals in 
Khartoum State 

A standardized protocol for management of pediatric emergency cases is under 
development and expected to be finalized soon. The protocol for obstetric emergencies 
has been developed and distributed. Specific information about the shortcomings of the 
referral system and barriers to referral is hard to get, since some areas cannot be 
accessed during the rainy season leading to difficulty in complying with referral 
instructions given to patients.  

Utilization: patterns and trends 

Table 8.3.  Selected health service coverage indicators, Northern Sudan 
 
Indicator Estimate 

Outpatient consultations per capita per year 0.8 

Primary preventive services  

 Measles immunization (12-23 months) 58% 

 routine immunization coverage 79% 

 Received vitamin A in previous 6 months (under-5s) 45% 

 modern contraceptive prevalence (women 15-49) 5% 

 antenatal care (births in previous 5 years) 71% 

Primary curative services  

 Child with ARI taken to health provider 35% 

 Child with fever taken to health facility (under-5s) 38% 

 Delivery by health professional (births in previous 5 years) 57% 

 access to essential drugs (% of population)  

The denominator is number of complicated births (assumed to be 15% of all births) 
Source: MICS 1999, 2000 
FMOH 

In general, health service coverage and utilization indicators mirror the patterns 
discussed above in relation to the MDG indicators.  Currently, various indicators suggest 
that effective coverage of health services in poorest-served states is around half the 
levels found in the better-served states.  For example, measles immunization coverage in 
2000 was estimated at around 40-50% in the Darfur and Kordofan regions, compared to 
70-85% in Northern, Nahr el Nil, and Khartoum.  Similarly, in Darfur and Kordofan, 
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around 30% of children with a fever are taken to a health facility compared to 55-60% in 
better-served States.  

Another MDG indicator of availability and utilization of services is the proportion of births 
attended by skilled health staff. In northern Sudan in 2001, this was 57% of births, with 
little differences between urban and rural areas, likely due to wide distribution of village 
midwives. Similarly, access to trained midwives seems to be more evenly distributed 
along the lower and middle ranges of the socio-economic scale, even though women in 
the very highest economic groups are significantly more likely to have a skilled birth 
attendant. In southern Sudan, coverage of skilled delivery care is estimated at 6%, 
concentrated in the Equatoria region, with virtually no access to such care in many areas. 

8.4 Non personal Services: Preventive/Promotive Care 

 
 
 

8.5 Secondary/Tertiary Care 

Table 8-2 Inpatient use and performance 

 1990 1995 2000 2004 

Hospital Beds/100,000 76.8 85 74.2 72 

Admissions/year 476,211 443,937 372,162 760,108 

Average LOS (days) 5days 3days 5days 3 days 

Occupancy Rate (%) 54% 47% 40% 47.3% 

Source: Annual statistical Report of years 1989,91,95,2000 and 2004 respectively 

 

8.6 Long-Term Care 

Information not available 

 

8.7 Pharmaceuticals  

National pharmaceutical policy was recently updated. A National Drug Regulatory 
Authority exists with the following functions  

 Licensing of manufactured medicines/vaccines 

 Licensing of imported medicines/vaccines 

 Licensing of wholesale 

 Licensing of retail 
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 Product assessment and registration. 

 GMP inspection 

 Inspection of distribution channels 

 Import control 

 Quality control of products 

 Price control 

 Good manufacturing practice 

The Pharmaceutical regulation is functioning at different levels (Federal level-State and 
locality levels). Advertising (direct to consumer) is prohibited even for OTC drugs. Mail-
order/Internet pharmacy practices do not exist in Sudan. There are legislations and 
standing committees for alternative/ complementary medicine in Sudan. A National list of 
Essential Medicines is available, according to levels of care; it is divided into A, B, C. 

With regard to pharmaceutical industry, there are 14 national pharmaceutical 
manufacturing groups that have the capacity to produce medicines/ vaccines. 

There is a price control scheme functioning (strictly enforced) for all medicines and the 
regulation is for all products including over the counter OTC. The following components 
are added to the cost and freight (C&F) in the medicines price chain: 

 Insurance (2%) 

 Bank fees (15%) 

 Custom tax or duty (15%) 

 Clearance fees (3-5%) 

 Sudanese Standards & Metrology Organization (15%) 

 Ministry of Foreign Trade (14 US $) 

 Pharmacy Career Fund (1%) 

 Eljareeh Stamp (1%) 

 Administration OR "Other" expenses (5%) 

 Distribution margin/ wholesale mark-up (15%) 

 Retail mark-up (20%) 

 Distribution charges (varies from state to state)) 

Exemptions may be in: 

 All or some of medicines on the essential medicines list. 

 Medicines for public health programs (RDF). 

 Some or all of medicines on public tender. 

 Medicines imported by NGOs 

8.8 Technology  

The Sudan has just completed the installation of five pilot sites of a Sudan National 
TeleMedicine Network.  The Network is to bridge the severe shortages of Experts and 
Specialists, and the lack of specialised diagnostic facilities in the States, with support from 
Khartoum.  This FMOH-led network links the main hospitals in Kassala (Kassala State), 
Kosti (White Nile State), El-Damazien (Blue Nile State) and Niyala (South Darfur State) 
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with the Khartoum Teaching Hospital, for support with Diagnosis and proposed 
Treatment using these services: 

 TeleRadiology, whereby radiological images prepared in any of the above cited 
four sites, are sent for expert readings by Specialist Radiologists; 

 TelePathology, whereby microscopic images of pathological samples, prepared in 
any of the above cited four sites, are sent for expert readings by Specialist 
Pathologists; and 

 TeleUltrasound, whereby ultrasound images or even films, prepared in any of the 
above cited four sites, are sent for expert readings by Specialists, starting first with 
maternal and foetus images for examination by expert Obstetricians. 

The installation and testing of this pilot Network had recently been completed, and its 
actual operation started (in April 2005).  The same network will also serve to support: 

 TeleEducation, whereby lectures and training courses will be provided, over the 
same TeleMedicine links, by Experts from either Khartoum or abroad.  These 
courses could eventually be part of the Continuous Professional Development for all 
health care professions, including Continuous Medical Education (CME) for 
physicians. 

The Out-patients Unit of Khartoum North Hospital 

As part of the past few years efforts to explore the uses of computing support, a simple 
system was developed to support the visibly over-worked and over-crowded 
“Emergencies and Accidents” Unit of Khartoum North Hospital.  A home-made 
computerised application was programmed and installed to carry out day-to-day chores. 
The system is concerned with registration, discharge and transfer of patients as part of 
the out-patients Unit of the hospital.  All other activities of the hospital, whether 
administrative, financial or clinical, are totally manual.   

Federal MoH 

The past three years witnessed a noticeable increase in the introduction and uses of 
computing, networking and telecommunications, by the various departments and services 
of the FMOH.  These uses may be grouped into: 

a) Computer messaging, particularly email, is increasingly being used for routine 
internal correspondence.  The FMOH Local Area Network currently links 165 users 
PCs within the Ministry, and another 65 users PCs of several special programmes 
such as Malaria and Pharmacy. 

b) Computer programmes; Accounting applications, Personnel applications and 
specialised administrative tasks such as the registration of graduate medical doctors 
and their distribution to vacant posts throughout the country.  

c) A number of applications are still being studied, e.g “distribution of hospital 
equipment” and 'Public Health surveillance''.   

As mentioned above, some aspects of these applications are supported on the MOH LAN.  

 



Health System Profile-Sudan                                                  Regional Health Systems Observatory- EMRO 
 

 50 

9 HEALTH SYSTEM REFORMS  

9.1 Summary of Recent and planned reforms  

Movement towards decentralization began during colonial times; Sudan has experienced 
several models of government. The 1972 Addis Ababa agreement ended a civil conflict 
that had begun in the 1950s. The agreement resulted in the southern region of Sudan 
being granted significant autonomy, with most of the government functions apart from 
defense and foreign affairs being devolved to a southern regional government. This 
regional government was in place from 1972 until 1983 when war broke out again. The 
move towards a federal system of governance continued, with the Constitutional Decree 
which created nine states in 1991. 

A. 1991: user fees introduced in public health facilities 

B. I992: macroeconomic reforms including liberalization of trade, privatization, and 
devaluation of currency exchange rate and reduction of government expenditures. 

C. 1994: the Sudanese political system moved further down the road of federalism with 
Sudan re- divided into twenty-six states - each with significant autonomy and powers. 
Sudan adopted the federal system as the basis of governance in accordance with the 
recommendations of the National Conference for Peace (1989). Federalism has 
always been contemplated, since the fifties, as a possible solution to the issues of the 
civil war in the South. The consecutive Constitutional Directives which established this 
system, formed the states, and laid down the outlines for interrelations between the 
various federal and state authorities. The Federal Government Bureau was 
established by the Fourth Constitutional Directive to take charge of coordination 
duties between the various organs and bodies. This has also impacted the health 
sector organization and the federal state relationships and responsibilities (federal 
ministry of health and 26 ministries of health). All these shifts to decentralization and 
finally decentralized federalism were the result of a genuine search for a system of 
governance that helps achieve stability, socio- economic development, equitable 
resource allocation and effective and efficient service delivery. Popular participation, 
consultation and mobilization, and to provide justice in the distribution of power and 
wealth are among the main rationale for this movement. 

D. 1990s: Private for-profit clinics, hospitals and medical centers started to flourish. 
With the introduction of user fees policy, the absence of clear mechanisms for public 
health financing and prepaid schemes resulted in access being based on the ability to 
pay. 

E. 1994: establishment of the Higher Council for Teaching Hospitals and Specialized 
Medical Centers; under the patronage of HE the President. This council is responsible 
for managing hospitals and medical centers aiming at promoting and improving 
clinical and medical research and promoting the training of medical professionals in 
coordination with relevant institutes and bodies. The Higher Council is empowered to 
carryout a set of functions including: 

  Develops and endorses the overall strategies, policies; plans and guidelines to 
improve the quality of medical services; 

 Sets the levels and standards of medical services and performance. 
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 Sets the guideline for hospitals budget proposals. 
 Monitors implement and execute hospitals and medical centers budgets. 
 Participates in collaboration with relevant entities in developing the general policy 

for training of medical students and health personnel. 
 Coordinates hospitals' clinical and therapeutic policies. 
 Monitors the overall performance of hospitals and medical centers and the 

medical statistics. 
 Raises revenues from different sources and charities. 

F. 1994: Social Health Insurance was introduced as a central para-statal body; the 
National Health Insurance Corporation. It sets the health insurance policy framework, 
premium rates which have to be approved by the council of ministers, guidelines for 
resource allocation and utilization; and coordination between the states insurance 
authorities. Then the States' Health Insurance Corporations were given more 
autonomy on collecting the premiums, managing their resources and administration 
of their own affairs in accordance with central policy. 

G. 1997:  The health area system was implemented in Khartoum state. 

H. 1998: the Local Governance Act wherein the government structure is set as follows: 
Federal level; State level (26 states); provincial level 17? Provinces; local level 633 
Localities. Localities are given financial responsibilities as regarding raising revenues 
(agro-pastoral production taxes (60% to be used locally, 40% to be transferred to the 
state level; business and trade taxes (40% to be transferred from the State to the 
localities); locality investment revenues, locality development fund transfers, share on 
the States and federal investments within the locality boundaries. Moreover localities 
are given responsibilities to manage and deliver social service provision including 
health services.   

I. 2002-2003: reorganization of the FMOH structure and new directorates were 
instituted. These include: Sates Affairs; Quality Council and Directorate; Human 
Resources and Training; Health promotion Directorate; Health Policy and planning 
Directorate; Health Economics Directorate; IT and computer; Monitoring and 
Evaluation, Policy Intelligence Unit. 

J. 2003: Local Governance Act had cancelled the previous localities and provincial level 
in 1998 act. The structure now is a three-tired system of governance (federal, states 
26; and localities 134). The localities are given more administrative and executive 
authorities. The organizational structure at the locality level should have four 
directorates at a maximum. This act had also described the relationship between the 
executive and legislative systems and resolved most of the ambiguities in 
responsibilities. Further this new reform gives the localities responsibilities for service 
provision and development including monitoring and supervision and they represent 
the state ministers in running the mandates and functions of the respective ministries. 
So it has clearly defined the localities’ responsibilities in policy setting and service 
provision. In addition to planning and managing primary health care services, 
environmental health and malaria control. Financial Sources include: 

 Assets taxes 
 agro-pastoral production taxes (40% should be transferred to the state level 
 the locality share on the VAT collected at the state level 
 share on the State and Federal investments within the locality boundaries 
 Loans and grants approved by the states. 
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 Other sources   

K. 2004: the Social Insurance Act was amended; and the National Health Insurance 
Corporation was transformed into the National health Insurance Fund, giving the 
center more power on resources and management aspects. Comprehensiveness; 
Universality; Portability and Accessibility remain an issue of concern during the 10 life 
span of the social health insurance 

L. 2005: local health system reform initiative with the following objectives: 

 To improve the health system performance in terms of efficiency, effectiveness, 
quality and equity  

 To strengthening and building the institutional and human resources capacities of 
the local health system 

 To improve coverage and enhance accessibility to quality PHC services, 
 To improve equity and enhance service utilization, 
 To reduce morbidities and mortalities and improve quality of life. 

M. 2005: The Comprehensive Peace Agreement signed in January 2005 signals a new 
horizon for Sudan and bring forth  a new system of governance by establishing a 
fourth tier in southern Sudan with the creation of a Southern Sudan Government level 
which renders the system asymmetrical. The schedule of powers for each level is to 
some extent clearly defined, delineating national, state and local government powers 
in addition to concurrent and residual powers. The powers to legislate and raise taxes 
and other sources of revenues are also established and defined. The legislative body 
at the national level has become bicameral. A Council of States is created to cater for 
the interests of the states. State governors, assemblies and local government councils 
will also be returned through direct elections. A further component is an independent 
judiciary with a supreme court, courts of appeal, local courts and a Constitutional 
Court at the national level. This government structure is empowered by fiscal 
decentralization, the main pillar of which is the structure of an intergovernmental 
transfer system from central government to the states. These financial transfers will 
take the form of block and specific purpose grants to bridge resource gaps based on 
rigorous criteria. These criteria will seek to rationalize expenditure responsibilities and 
revenue collection and resource mobilization and promote the local revenue base. All 
this is done within the context of political will, a legal framework, institutional 
structure, with systems and procedures to ensure transparency, accountability and 
local community involvement. 
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