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AID HEALTH SECTOR ASSESSMENT-SUDAN-1977

I INTRODUCTION

A.” Purpose of the Team Visit

lﬁ;“Summafy*bePurpbéef

The purpose of the team v151t to,the Sudanvdur-f

:2;f3Evéh£SVPrébéding‘Ehe“Visiﬂ‘

"he GOS Mlnlstry o; Health, 1n cooperatlon w1t'

‘the Worl Healtthrganlzatlon, developed‘the Natl nal Health



Velop an AID strategy proposal..

3.

‘Tean Composition -

“:Edvard Cross, ?AFR/I:B/.&N:

MaternalvandGChlld Health/ e N
Family Plannlng Spec1alist .George Contis," Medlcal
: Serv1ce Consultants, Inc.

H.alth Loglstlcs spec1allst Joseph Hackett;;UDS. o
: s S HealthvServ1ce'¥

h‘h"Lennox, Amerlcan
11 ”Health Ass001atlon

. assigned according

> * Three members of the Team - the Health Economlst Health
~-Logistics Specialist and PrOJect Design officers jolned the
@other five mldway in the visit. The Health Logistics special~
-ist remained in Khartoum through July 25 to complete his re-
view of the medlcal/pharmaceutlcal supply services. His de—f
talled report is included in this document as Appendix C. -
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‘Rationale for Visit




deemed to be consistent with the long—range:A

assisting African governments to 1mplement rura"dellvery syk-

tems of their national health plans. Congre531onal and Admin-
istrative Mandates regarding AID's health sector 1nvolvement
have placed prlorlty on program as51stance de51gned to help

meet health needs of the rural poor.wi‘w

;sources of the GOS agalnst the backdrop of that country's ma—f

;Jor health problems and suggests ways 1n whlch _IDua551stance'

?should serve to strengthen health 1nfrastructure andllmprove |

dellvery of rural health serv1ces._ The Team can only stress f

;that GOS requlrements for successful 1mp1ementatlon of 1ts

,rural health programs are . of such magnltude that assmstance

;willjbe necessary from a number of major anternatlonal donors{

‘Such multl—donor a551stance w1ll requlre careful coordlnatlon:

fto assure maxmmum 1mpact w1th1n the capablllty of the

'absorb external a351stance

Part VIII - Reconmendations.




'tructure of the Report




~Part VI MAJOR HEALTH PROGRAMS' deals w1th the same
ted 1n Part vV - Major Health Problems. R

«?Part VII, PROGRAM CONSTRAINTS : deals w1th ma]or

ffobstaclélbconfrontlng ‘the GOS in the 1mp1ementatlon of 1ts -

iPIOposed Prlmary’Health Care Plan.

art;¢IiI RECOMMENDATIONS for AID- AsszstancefStrat—
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I i B ACKGROUND

Populatlon and Demographlc Data

l.v General Descrlptlonff

Geography and Cllmate

The Democratlc Republic‘

fiaﬁthe largest country 1n Afrlca, coverln_n
nsquare kllometers.t It 1s located 1n the northeastern portlor*

'iof the Afrlcan contlnent, extendlng between latltude 4°N and
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6 60°F (16°C) in. the North to 86°F (29°C) in the South

The annualtralvfall durlng normal yearsv

averages from as 1ow as 25mm ; n,the northern desert'area

a high of up to 2 OOOmm 1n the trop1ca1 raln—forest areas: of"
the South. With: “the exceptlon of the equator1a1 sout
‘ralny season. lasts from one to three months in, Sudan,'

as;a,rulelbetween-July.and‘September.

vegetation xcept in the'ba51n areas. The next (narrow) zone,:iﬁx



http:except.in
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the>usua1“cahinet*officere. ‘Suda”"has only one polltlcal party,

,v1nc1al Commrssmoner, who has Assis nt_Comm1551
’staff for the major sectors.:

The Southern“'eglon 1s dltferent fromhxh:Ahﬁﬁ

other four (4) Regions, in tha 1t functlons 1n many respects

‘aew“ parallel lelSlon of the Natlonal Government, or, ‘in

'essew e, ‘a. \a'seml—autonomous d1v151on of the Natlonal Governmentg

ThlS ‘dual admlnlstratlvevstructure was the product of Pre51dent

'Nlmerl' efforts°to;r 1te the country (Adﬁls Ababa Agreementfégf

1972)”after approx1matelyfl7uyears of c1v1l strlfe.;

developlng countries of the world., The Gross‘Domestlc

iﬁorth?§fNile‘ Shamalia, Khartoum, Blue Nlle, White Nile, Gezira,“l
o - Red Sea, Kassala, North Kordofan, South Kordofan, BN
... North-Darfur, South. Darfur. el

';5Upper Nile, Jonglei, Bahr el Ghazal, Boheirat Lakes,
: East Equatorla, West Equatorla. L L
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more than any other sector (approxlmately 50%)to the GDP

mOther .sectors of major contrlbutlon are.l Commerce and hotels (16%),

Government Services (15%); mining and manufacturlng (8%),band
transport and commerce (8%).
d. Health

From a Health Standpomt. Sudan suff rs. .

}from .the -same -problems whlch affect most troplcal developlngn

icountries 1n Africa. These are: . major endemlc‘dlseases ‘nd

‘environmental health problems, communlcable and infectlou;;dls-,j

.eases, malnutrltion and lack of safe water supply,'h

;and child health problems prlmarlly related to ‘rtlllty factors{

From an 1nfrastructure”standpolnt, major

}problems in the health sector are relate Z“"Eshortage and mal-za

idlstrlbutlon of health manpower and facllltles, def1c1en¢1es 1n

fbudgetary resources, and 1ower prlor Jy placed on health,\lnﬁj

#reletion to&the overall development program

coordinated by the Mlnlstry of“Healthgfor;the Uouthern‘“,,
e 4 R AR S e T

Region, Juba.

_2 Demographlc Data

‘ 'Census

| Two censuses have been condpcted in Sudan,_f

%one 1n 1956 and -the - other 1n 1973. As yet, much of- the data‘from‘
‘the 1973 census has not been collated. Consequently, statlstlcs ﬂ

fon population projections, populatxon density, distrlbutlon of o

‘population by provinces, urban/rural/nomadic dlstrlbutlon, andplh
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, ‘TABLE SIT-1

Comparison. of Estlmated & Reglstered blrths 1971”5"

" PROVINCE Estlmated No. “~“ReglstereduNo.jg~
. of Births ~ of Births ::
Khartoum 377098 Lo n27738 0
Blue Nile 1366192 IR 23544 ;.
Northexrn 46053 Coe - 3306
Kassala - 66939 Lot 13395 L
Kordofan 115206 S -.9390
Darfur SR 68847 45881'

Source: Mrdaw1, Osman- Evaluatlon‘of Maternal Carej thh

Proceedlngs of the%Thlrd Congress of Obstetrlcal Bynecology,
Khartoum, April, 1973, ip. 26.

QTAﬁtnﬁiil2§

ESTIMATED POPULATION BY SEX AND AGE GROUPS INf1973 74

AGE GROUP ‘1 Total:g;”“* Males Femalesew,%,of botr
h . ‘sexes

3,135,220 1,587,510 1,547,710 18 6
12,442,279 1,237,575 1, 204,]04 1455
2,053,556 1,041,270 1 012,286 2
-Y,732,437 '879 105 .853, 332A 0.3
‘1,470,556 751,080 719,476 .7
1,242,308 631,590 212610, 718 o4
1,030,961 520,635, 510, 326 i R
861,951 435,285 426,666 1
718,377 ‘367,005 351,372 <2
591,535 - 298.725 292,810 .5
481,594 238.980 242,614 <8
... 388,554 .187,770. ..200,784. .3
*295 683 '145,095' _;2150 588 7
211,178 102,420  ©.108,758, 1.2
'244.811 +. 110,955 133, 856 7}}:4

16,901,000 8,535,000 j8;3665000 100 01

)SéﬂrQE’ 'Age distribution estimates based on United Hations
AL Model for Stable Populatlon. All total age flgures
~‘are from the Sudan's Five Year Plan of Economic and
Social Development (Amended) 1970/71, 1974/75 ’
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mmr Nileuo .e .o  : . 889 g

=~ N.B. Exluding unihgabited areas. anmmtmg eters:in Blue Nile
| (game reserve). 122,000 in Darfur Province and 206,000, in Northern Province

Source ~ Department of Statisi:ics; ' 1975 :
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fWith'respect tbetheVSouthern7fegioh{fﬁhéfe

Lare ‘several reasons to conclude*that the actual populatlon”may

ediffer markedly from the estlmate provxded by the census,

elncludlng-“

lvthe tlmeiof*the census, Southerners

Mlnlstry ofjHealth‘uses_the flgure of 49 llve blrths p r'1;000

population.;

/z' :
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V;J.S ut:.l:.zedffor plannlkg‘k‘purposes by the MJ.nJ.strybof He althe

%


http:hassnotsentd.to
http:deathrate.of

4). Infant Mortality

‘alone, the rate 1s estlmated to.be :less than 100A§

Estimates formlnfantwmortalify’alseh“

range from 93 6 (U N. Demographlc Yearbook for”1975) to'123 6
(WHO)

For plannlng p“rPOSes,;’l“g”r*f

;of Health uses a figure of 140 ‘per 1,000. llve blrths.

5) ..Life Expectancy at Birth;

For males, llfe expectancykat\blrth is_

‘miemales lt is 49 9 years (U N. Demographlcﬁri

‘Yearbook for 1975) .

lmPranceton,sN J., Prlnceton Unlversity Press, 1966.

Populatlon Densxty

,persons per square kllometer durlng al7 year perlod.;

These figures, however, include large ey

ﬁuninhablted desert areas in the’ Darfur and Noxrthern Prov1nces

(328 000 square Kllometers), and the considerable smaller game

.xeserve area in the Blue Nile (6,000 square kllometers).‘ If ;?
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\these unlnhablted reglons are" excluded from the calculations,

the populatlon den81ty was 4.8 and 6.9 persons per square

k;lometer; for.the years 1956 and 1973 respectively. (See Table_II—3);i
Althoughfthe Sudan is, overall, one of the

least densely populated countrles in the world the regional

varlatlons lead to heavy dens;ty 1n some areas. Approximately

44%fof 1he populatlon llves on 23% ofzthe land (Blue Nile, Kassala

and Khartoum Prov1nces)

The*m stjexten“' ’”as of high density,

centerlng on the confluence of the Nlle, extends southeastward

'tof“heLEthloplan border and southwestward 1nto the Nuba
mountalns,‘and the farm areas around El Obeid and into the

mlddle of Kordofan Prov1nce. The areas of lesser population

,den31tytare 1n the swampy (SUDD) region of the south, and the
barren desert and arid savanna of the west.

f. Population Projections

The Department of Statistics has made pop:ff
,ulatlon pro;ectlons to the year 1984 for the Northern and
:Southern reglons of Sudan, using the previously described 2.5%
fcrudearate of natural increase. These projections are shown on
Table II-4.

Using the 2.5% rate of natural increase, it
is estimated that Sudan's population will rise from an estimated
lé million in 1977 to almost 19 million by 1984. As noted pre-

viously, the 2.5% growth rate may be low.
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TABLE II-4

TENTATIVE POPULATION PROJECTIONS IN SUDAN BY REGIONS AND FOR

THE YEARS 1974-1985 IN THOUSANDS

YEAR (1) NORTH (2) SOUTH (3) SUDAN (TOTAL)
1974 12258 2969 15 227
1975 12569 2981 15 550
1976 12888 2994 15 882
1977 13216 3008 16 224
1978 13551 3023 16 574
1979 13895 3040 16 935
1980 14248 3061 ' 17 309
1981 14610 3087 17 697
1982 14981 3120 18 101
1983 15362 3161 18 523
1984 15752 3211 .18 963
(1) Fiscal Year starting lst July

(2)

(3)

At the rate of 2.5% growth each year. North includes 9 out of
the 12 Provinces. The remaining three Provinces are Equatoria,
Upper Nile and Bahr el Ghazal. (Since these estimates were '
calculated in 1975, the Sudan has been redivided into 12
provinces for the North and 6 for the South.)

At the rate of growth not exceeding 0.554 tlll 1979 and not.
exceeding 2% till the end of the period 1984.
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g+ Diversity' of 'Population;

It lS estlmated that there"“re 56yseparate;t?

“ethnic | groupsﬁln the. Sudan Subd1v1de i) 597 subqroups, these' -

Map II-l on,the follow1ng page shows the

locatlon of 43 of the 56 ethnlc groups;



COTAU B W N

B o s
WO

Arabs =
. Nubians
- Berkid

Midob

Hill Nubians

Baja
Nuba
Fur

‘Daju
Zaghawa

Berti
Ingassana
Berta
Koma
Uduk -

15 1Gu1e = y
216 ‘West Afrlcans
217 Dinka
=18 ‘Nuer

°19 Atuot

-20 Shilluk
w21 -Anuak.”

22 Thuri

423 JoLuo

24 Acholi
25 Bari

526, Lotuko

27 Kakwa

.28 Pojulu

129 Kuku

"Nyangbara

‘Mandari

. Toposa
Didinga
Beir

- Murle -

‘Azande - -
Belanda
“Moxru-’ ﬁ
;Madlﬁ» ;

“ﬁPrlnclpal Ethm.c,Con":'_n“ratlons 1“ Sudan, 1972
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‘estimate

'TABLE II-5

DISTRIBUTIONﬁOFSTHE“TOTAL‘POPULATI@

15;3¥[PROVINCE IN 1973

fProv1nce . 5{Popu1atlon

ﬁKhartoum ,‘ ”fl 168 169[
'Blue Nile . 17969,474
“White Nile ©:.978,018 -
Gezira i ;865,4993
“'Northern ©v908 ,883"
Red ‘Sea S 465,043
Kassala 1,123,387 =
Kordofan .2,202,346
Darfur . ”j2;l8l,161ﬁg
. Bahr: El Ghazal 1,396,913
- Upper: Nlle : . 798,251
.Equatorla v 755,750

_TOTAL
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Sudan

. PERCENTAGE DISTRIBUTION OF POPULATION BY AGE FOR FOUR PROVINCES TN 1973

a1
:» 3 15,"" »
?_14 82
1109
110.60
:10.24
9 82 E
16% 38
5,96
3 95

Source , /.Department of Statistics,1975: "/ Estimates:based:on;preliminary.1973"
AR ;fCEnmxsreaﬂxs.
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In terms of urban-rural dlfferences,."

ﬁpprox1mate1y 18%,of:the Sudan s population lives. in towns of



PROVINCE URBAN-

-mmmm
.m.A - -

262,778 22:5 54,996

7.8,348 741 110,106

692,101 -~ 70,7 131,248
1,644,984  88.2 7,085
736,519 . 73.7 93,165

129,722  27.9 166,238
. 639,050 . - 56.9 249,018
1,534,067 < 69.7 406,274
1,566,174 = 71 404,567
1,290,572 -_
761,104 - .-
. 607,119

Khartoum . - '850,395°
-Blue Nile 141,020 - -
thite Nile - 154,669
Gezira - 213,430
Northern , 169,199
Red Sea ~ 169,083
Kassala - 235,319
Kordofan o 262,005
Darfur = . 210,420
Bahr El Ghazal 106,341
Upper Nile .. 37,147
Equatorla S 148,631

®
Y g

mmwpmoUF# ¢

LY
=N W
BT T SRS W U ST e

e W
Ggqmwogm;mnm
NN\ WOO N OU

TOTAL 2,697,659 1811 - 10,562,538 71.0. 1522 m 109

{g@ﬁrbe *Deépartment of. Statlstlcs, 1975“ Estlnates based on.Prel;nuna:y 19735

mesmmha‘

8T = 11
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ESJObaﬁgiiﬁBEE“”:rsons (1973hf?Hd%fi“‘““:j' ThlS compares to 11%

;th 5most,recent’data avallable-b

:/TABLE IT-8
Population of Major Urban Areas.:

RO~ B ¥ B .l.ut.a..l.t oL W AV LAL

Populatlon 1973 Pop.; g,~1973 Urban Pop.

ﬁKhartoum .
“Khartoum North
xOmdurman ,4&,%4m_,
;Port Sudan L

O motar

‘Source: . The Middle East and North Africa; ' Lond:
KN ~uj;]’Publications,~l977,np.L636,35j¢

any avallable wateryﬁ_‘?

B * Nelson, Harold D. ed Area Handbook for the Democratic Republic
of the Sudan., Washlngton, D C.: American University Press, 1973




Sedentary, pastoral, and nomadlc pop’l

‘ulatlons 1nteract, partlcularly 1n the central areas of the N

"

country, 1ead1ng to the exchange of complementary goods and ;7
5 services. Nomads and farmers often terminate herdlng con= -

'tracts due to the prevalence of the tsetse fly durlng the

vrainy season. "The former entrusts hlS cattle to the nomad

‘who drlves them North to avold the tsetse, gettlng the mllk Ty

but brlnglng back the'calve *that mlght be born durlng mlgra-ﬁ

}Averagef81ze of Household by Prov1nce

':'fand Place of Resmdence

fGenerally, households 1n urban areas of -

k. Tbid,



_AVERAGE SIZE OF HOUSEHOLD ACCORDING'TO, PLACE OF RESIDENCE .

TABLE ‘II-9

PROVINCE

‘Red Sea "
Kassala =~
Northern '
Khartoum
Gezira

Blue Nile =
White Nile
Kordofan
Darfur

Bahr El Ghazal
Upper Nile

Equatoria .

ToTAL

Source., Department °f Statlstlcs: 1973 Populatlon Censl“??

Total

;5 1043
'5.872
5,454

4,954,

'4.881

4,738
4,220
16.245
5,673
4,762

5,060

iUfbaﬁ

F4.657
75,303
6 183
-6y 023
6. 219

4.953
5.467

5,230
~5.008
5,311
6,732
.5.085

5.537

Populat:.on Census Techn:Lcal Comm:.ttee

Several reason””"’""“*“

‘in’'size’observed in’ urban/rural/nomadlc hous holds.  These

‘ilnclude:;

- urban Households frequently include!

resident servants

II - 21

Rural

2.642

4.805
4.878
5.176

5.358.
4.236

4.734

4.664
4.131
. 6.342
5.629
4.685:

4;8601

nﬂofﬁtheidlfferences

Nomadic

5.480
5.743
5.508
6.673
5.260
5.260
5,260
7.451
5.262

_urban/rural/nomadic households.
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1 Internal Migration

“‘Sudan like many other developnd&and;devel—

Changlng{‘ertlllty Patterns, it is thought that thesehareas .

provided\;he‘mlgrants who moveda;o the’more urban prov1nces.;;f

TABLE II-10 ~

Changes 1n Populatlon Densmty
1955/56 -to. 1973 .

‘Region ‘and:-Province 1955/56 1973 Change’
——— — , , _— T
‘Sudan +43.9
‘North-East +85.7
- “Blue Nile +84,2
.Kassala +67.9
. Khartoum F131.7
.North-West ‘+37.0
.Darfur +63.0
‘Kordofan +26.1
Northern +16.7
South 14740
Bahr El Ghazal +41,8"
Equatorial- *wlB.O?
Upper Nile: =15+ 8;

fSource., /Annual Statistical Report. 'Mi
R Health Statlstlcal D1v1s1_m%,”,J4$



m;fﬁFertility Pattern

The fertlllty pattern var'

.TABLE II-11,

Vital Statistics in'Urban Areas '1964/66. - 'Agef spec:Lf:Led Fertility.

Females Average Gross Re—>- chlldren under

13-47 size of productlon 5 years perl000
‘Years Family . - Rate - Females 13-47
R I Years

fLarge:Urban Sector' .\*}j 1ﬁ5120i‘“
 Sma11 Urban Sector | “A“{f174200




.= Polygamy was related t@f3§1§§é§f
fertility rate;

- frequency of divorce was greater ‘among

nomads;

- early widowhood was highér ‘among nomads.

iDivorce_and early widowhood was found to be a factor in 0. 9%

;oV‘marriages among Gezira settlers and 3. 2% of Beggara nomads.

' - prolonged’ separatlon was a factor among

‘the nomads where the husband follows the cattle for gra21ng

while his wife or wives remain in another arear

- Prolonged 1actation}fo;;tW"1%“*?“* a
éawtéboogagainétaSékualLintercourse.duriﬁg~thatiﬁime§ya'Qaafa¢£§r.

among Murle nomads ;.

='medical causes such as malnutrition and
111 heslty e Believed o piay a-role in-decressing fecwnaity

or increased fetal .1oss;
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3. Population Policy
Sudan does not have a stated population policy.
In 1964, the Sudan Government and United Nations
5§§§§ﬁgéﬁay group concluded that:
"Its (the population) smallness in such a vast

fébﬁntry~makes for high percent transportation costs and severely

{dlscourages major investments in the development of an efficient
inetwork of transport and communications, though that is indis-
‘fpenSLble for social and economic advancement. The country can
therefore benefit from an increase in the size of population."”
| Slnce 1964, however, this approach has been

ohanging. The Sudan Family Plannlng Association (SFPA) was founded
;in 1965. It obtained the official support of the Ministries of
‘iﬁeeith’and Social Affairs, and opened its first clinic in 1966.
>Ténbsequently, the government permitted the SFPA to provide
fffenily planning services in government health centers and MCH
’xcenters.’ The government now allows some government personnel

;gto work 1n these clinics and has even given some very modest

;"}.i_jfilmr_x_gnqz,;gl'-syupport to the SFPA.
A change in the government's thinking regarding

popuLatlon growth appeared in a government prepared report for

;1970 Conference of the UNECA. The report stated:

#iil

"The country cannot afford the rise in fer-
tility which might follow economic development. It is necessary’
tokemphasize that unless measures are initiated at this stage
to control ... the rate of population growth, a continuously

increasing amount of effort ... will have to be used to maintain



existing standards of consumption ... In these circumstances it
ﬂis necessary to stress the need for population policy as part
. of economic development planning."

The 1970-75 Development Plan indicated that
family planning should be incorporated into the maternal child
health care services of the country.

In 1976, UNFPA and WHO began funding a Maternity-
‘Centered Family Planning Project. This effort was initiated in
Omdurman Maternity Hospital where a building for a training and
service center will be constructed on a site provided by the
government. Services have now been expanded to Khartoum city
and will eventually be provided throughout the province.
| While family planning services are being intro-
duced in Sudan, the government'S approach is cautious. In thé l
National Health Programme for 1977/78 - 1983/84 published in |
1975, eight program priorities are identified. One of these
is primary health care, an important component of which is maternéf
and child health (MCH).. Family planning,which MOH officialsw,f;
consider a part of MCH, however, is not mentioned in the RS 5
National Health Prog.;amme plans.

A year after the National Health Programmé was
published, a workshop was held in Khartoum on "The Implementation J
and Integration of Maternal and Child Health and Family Planning'l
in the National Health and WHO." In the draft report of the

workshop, it is clearly stated that family planning services are

A ha an inkamrval rmavre: AF LA MOLD smsvmrvesam
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:Discussions: with MOH Efici lsﬁat the central

sterllizatlon as:methods of contraceptlon re’

111'con51dered

'5Uy rellglon, and the SudanyLaw_,except on stfict';

medical’ grounds

}jﬁbpﬁlatiOn'6Yﬁdmiééﬁ

' Hlstorlcally, Sudan has‘been subject to! arge

changes 1n 1ts populatlon 31ze.‘;f;f‘f¢  3" i

that thé;result: nt




It has: also bey

ﬁverlfy the findlngs in- specxflc area, o =th countrthhrough

‘sample surveys have produced slgnlficantly dlfferent populatlonlf
findicators than the. census‘reported.‘ Flnally, few demographlc
'studies have been done at the reglonal and district 1eve1, thus??

:turther llmltlng»the data avallable for planning and analys'g,

»3&-‘1 ;-a_'g‘é
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Polltlcal Aspects of Populatlon Dynamlcs

f As in many other countrles, populatlon size’ has'”

letal polltlcal 1mpllcatlons.‘

In 1973 Pre51dent Numeiryannouncedf

that Sudan' s:populatlon was upwards of 20 mllllon. It has been

Areported{that prellmlnary’census results released shortly;there

afterylndlcatedﬁthat‘the populatlon was only 13 mllllon

'quentprev1s1on and ana1y51siof the.1973 ceneus:data put the

total populatlon at7a1most 15 million.



iaf',he' ‘regional distribution of state revenues is’

fthlS»sector.‘yothers argue that'economic evelopment w111 be‘

ihlnderedwbyq opulatlon'growth rate hat

'S too hlgh

As a result»of these factors —-freglonaludlffer—ff

I ,'1 ;;f

Qence, ethnlc composmtlon, dlstrlbutlon of state revenues,

Edifferlng interpretatlons of”fhe"elatlonshlp between';conomlc‘h

*, velopment and populatlon growth:--»Sudan hasvno statedjpopulatlon

o'icy. Famlly plannlng serv1ce3¢are*perm1tted, but only-ln the

écontext of maternal and Chlld health, and only as"a means for:

,6‘7

childrspaelng.

Further, w;th;lts,emphas;s; n;famil§5b1 nn;ngfasff"b
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.over 50% of government revenues,. and employment to. the maJorltyfwfl

;of the population. Its growth potent1a1 1s cons;derablei--
“less than 10% of Sudan s arable land is under crops,‘and Sud w:

‘enjoys comparatlve'advantage 1n.exportable agrlcultural roducts

;Out of approxlmately 2 200 thousand feddans under lrrlgatlon

ts,for 271 and wheat for 250.; 0w1ng to soft export markets
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affects the 1ncomes of~ 'ost..}.ruraly famllles.' Most of




13

Three out of elghtﬂwlllage*"“\” n:province: showed a majority -

of household 1ncomeszover'LS 1oo;m

1973 weekly earnlngs among wage earners“varied

generatlng industrles. ‘Salaried employees averaged LS 7 weekly

10% in“rural areas.; (Offlclal*Statlstlcg‘onAemployed.women vary

fn:n 2%;tof56%, aocordlng to varylng'deflnltnmns off"ptoductlve act1v1tmes.")

Sf””Educatxonal ObJectlves

‘Educatlon recelves' reater*emphaSLS 1n the

;Suda’xthanﬂzn most‘Afrlcan countrles.htPrlmary'level enrollment

,v1 w',fﬁcur:ent educatlonlsector lnvestmentland expan51on)



http:manufacturing-industries,.to
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7. Thlrd Development Plan goalsx\

Epr ductlon vexpec1ally‘1n proce551ng_ ‘ raw:products and 1mport-

jsubstltutes“and 1ncreased soc1a1 sector development w1th

fpartlculargattentlonAtozeducatlon¢and5health.,

8. Economlc Indlces

atest avallable economlc 1nches;are shown

;ﬂln the follow1ng tables.'ﬂ‘m“'

:Q ;SUDAN KEY ECONOMIC INDICATO

133 - COST. OF LIVING INDEX, 1970-7

143 ;POPULATION BY LEVEL OF EDUCATIONu‘
- gSEX AND AGE '

A ,POPULATION AGED‘12 YEARS AND
. 'OVER ‘BY:: LABOR ‘FORCE ‘STATUS
VSEX AND AGE -

-16 iEMPLOYMENT BY SECTOR -AND: OCCU
- PATION - ,

““}ORIGIN AND. US
1975.-:1985:

3 ¢ :FORECAST EXPORT AND IMPORT'TRAFFIC
j{?tVOLUMES PORT SUDAN_, N ‘



TABLE II - 12

! wuvaw KEY ECONOMIC INDICATO“U u o
: (All values in U.S. million and represent per:.od averages unless’ .
otherw1se indicated) 2 e LA R

jﬁ‘.E_xchange Rate: e e T
LS 1 = US$2.50 a/ fo 71975 1019

INCOME, PRODUCTION, EMPLOYMENT
-GDP at current prices FY b/
Per Capita GDP current prices FY
Gross fixed capital formation FY
Indices: (FY 69/70=100)
Industrial Production e
Agricultural Pmductlon B
‘Labor Force (,000) ’
Production RN
Raw Cotton (,000 bales)
Peanuts (,000MT) FY
Sesame (,000 MT) FY

""MONEY AND PRICES
‘Money Supply (end of CY) |
- Interest Rates (%) AR OTE
Bank of Sudan Redlscount R A K
Commercial Bark Prime. . o7 11!
Treasury Bills T
»Indices: (1970=100)

" Wholesale Price FY i e
Consumer Price FY ; : 192 - k

';,BALANCE OF PAYMENTS AND 'I‘RADE (end of,.- Y

' Gold and For. Exch. Reserves « 36

External Public Debt (long term) 6367

External Public Debt (short term) 435 LT

External Debt Service Ratio 281 .20,

Balance of Payments -(416) ..~ (156) - r:‘;j(62 5)»

Balance of Trade (payments) S ”’(345)1 - (74)  o(81.4)

Balance of Trade (customs data) . (519) - (371) (28, 5)

Exports (FOB) R 381 483 1268
US Share w8 19 138 0

Imports (CIF) P 900 [ 853 (5 l)
US Share . 7 80 3.9 -

Main Imports from US (1976) s Machmery and Equ:.grent, 34 5 Wheat,, ‘ ,
- Transport Equlpnent, 7. 5 Manufactured Goods, 5 3 A

'NA = Not Availahle
= Exchange rate of LS 1= US$2 87 used only for cotton exports
- b/ = FY begins on July 1 of precedmg year and ends June 30. .

SOURCES: Bank of Sudan, r, qtatlstn.cs Dept., US Embassy est::mates



IT - 37

TNMI:II-rl3

‘COST OF ‘LIVING “TNDEX; 11970~ 1976ff7f
” (Janua:y 1970 = 100)' “

éfééffé?éféééﬁf” ffﬂiLower Salarlesf f7ff”fH1gher Salarlesl
R “?ﬁVo{f;;Q;f(Under LS 500) - e (Over LS 500);

11970 —— W
1971 103 2
,}1972 ;l?9§9;
551973» 14156
1974
175

1976

;Pécembgr;lSjﬁi

‘February 1977

Source:g Bank of Sudan



';'ABLE IX-14:;

POPULATION BY LEVEL OF EDUCATION, SBX AND AGE (PERCENTAGE DIST?)‘"TiOﬁ)

2" . Base Level of education and sex
‘efQNumber'~ﬂ% No formal Primary Primary Secondary Secondary Higher Other University Educati
ST Education Not Completed Not . “Completed Technical Higher Completed Not
s Completed ..k . Completed Institutes Institutes Elsewhe
— - : Classif

4.0 1.7 O.

‘Aol T



TABLE II15:  POPULATION AGED 12 YEARS AND OVER BY LABOh”éOﬁEéﬁ&?ATﬁS,7$ggfﬁﬂofass;,

‘Civilian Labor Force

_-Not in Labour Force

.Total | Employed . Unemployed - - o0 i L L R
e Total At Work Not at work . Total:-:‘Active ' Passive Total :Students: Others ™ -
Working Working less Usually Usually F
More than 35 hrs. Working Working Less
than Non- Econo- More Than 35 Hrs
35 Hrs  Eco- mic than Non- Econo-~
nomic Rea- 35 Hrs. Eco- mic
Rea- sons nomic Rea-
sons Rea- sons
sons

Total 505 400 215 000 202 400 191 200 4 050 2 600 3 650 700 200 12 600 11 350 1 250 290 400 114 150 176 250
12-14 S5 400 2 050 '} 250 1150 . 50 50 - - - 800 S50 250 53 350 47 200 6 150 ..
650 3 450" =200 70 900 52 750 18 150

AL 15-19 87 850 16 950 13 300 12 650 - 250 .- -200 - 150~ 50 .- 3

pErsons 2024 74 400 35 250 31 250 30 050 . 400 ' 250 - 450100 . - 4 0SO 3650 400 39 100 12 250 26 850
T 25744 195650 116 450 113 250 107 900 1-600 -1 100 2100 400. 150 3 200 2 800 . 400 7S 200 1 950 77 250
45-64 70 900 39 000 38 100 34 700 1 550° '850. -850 150 : -~ 900 900 - ~ 31 900 - 31 900

65 + 21 200 5 250 5250 4 750 2000 150 100 - .50 - - - - 15 950 - 15 950

Total 275 050 193 650 183 550 174 600 2 850 1 900 3 400 700 100> 10 100 9 400 . 700 81 400 67 950 13 450

12-14 27 650 1850 1 200 1 100 50 © 50 . r- . = < . 650 550 100 25 800 24 750 1 050

saLps 15719 49 350 15 200 12 100 11 600 200 150 - 100 50 . - 3100 2900 ' 200 34 150 33 200 950
20-24 39 650 30 350 26 950 25 900 300 200 450 100 - . 3.400° 3100 . 300 9 300 8 800 500

25-44 108 250 105 450 103 350 99 000 1100 & 800 2000 400 50 2100 2 000 100 2 00 1 200 1 600

45-64 38 900 35 950. 35 100 32 600 -1 000 . 600 - -750 150 - 850 850 - 2 950 - 2 950

65 + 11 250 4 850 4 850 14.400 - 200 100 :-100 - - 50 - - - 6 400 - 6 400

Total 230 350 21.350° 18 25001 950 550 209 000 46 200 162 800

'12-14 27 750 200 150 = 150 27 550 22 450 5 100

FEMALES 15719 38500 1750 1 1550 ", 550 - - 36 750 19 550 17 200
=——== 20-24 34 750 4.950 -4 650 . - 550 100 29 800 3 450 26 350
25-44 87 400 11 000 © 9 ‘1100, 8O0 @ 300 76 400 750 75 650

45-64 32 000 -3 050, :3: 7507 50 - 28 950 - 28 950

65 + 9 950 0,400 e - -. 9550 - 9 550

P

Source:. 'ILO Socio-Economic. |

6E~11



TABLE II-16

EMPLOYMENT BY SECTOR AND OCCUPATION (percentages)

SECTOR
Agriculture 72.7
Manufacturing 3.7
Electrical power 1.0
Construction 1.9
Commerce & Finance 5.2
Transport 3.6
Services 11.9
‘100.0
OCCUPATION
Professional 1.9
Administrative 0.4
Clerical 1.4
Sales 4.5
Service 7.6
Farming 71.6
Production, n.e.c. 12.6
100.0

‘Source: '.1973 Population Census



‘PABLE II'= 17

ORIGIN AND USE OF RESOURCES, 1975 - 1985

Value(Ls. mlllion,l975 prices)' . “Growth Rates
(% per annum)
1975 1980 1985 i

1975-80  1980-85

Gross value added
Agriculture ‘ 138 5l5: 150,
-Mamifacturing :'}1081_ ; Sy 232
Construction hSﬁi, 766: 105
“Transport 82 1107 150
Government services 179_‘. 240 320
Other services » 293 363 533

6.6
10.0
9.7
7 015::
26,0
" 8’0 2

e ®

b5
6.0
-840
6.0
ok

Gross domestic product

At factor cost 1145 ",11;65 2090
At market prices 13Lo 1715.' 2hh0 i
Imports of goods and :
services ~ 300" ,1").;85 ; 810[‘[“,

1703
'703

10,8

Total supply of goods e
and services 2640 2200 - 3250

Consumption(public - e e ey
and private) . :1210. g5 2065,
Gross capital - :
formation -190° 355 520
Exports of goods & O et
services : i w2h0 3508 1665:

Gross domestic savings 130 220 375
Gross domestic savings as o
percentage of GDP at . R
- _market prices 9.7 12,8
Gross Capital formation o
.as percentage of GDP at o
market prices 14,2 20,7

Source: ILO progectlons,l975 B



'TABLE II - 18

FORECAST EXPORT AND . IMPORT TRAFFIC VOLUMES PORT SUDAN
~ -~ ( THOUSAND TONS ) S e S

EXPORTS 1973

Cotton
‘Cottonseed
Groundnuts
Sesame seads
Coarse grains
Wheat "
Sugar

Gum arabic
Meat or anlmals
Others = :

IMPORTS

Wheat

Sugar

Fertilizers"
Petroleum products
Others

LBy plpellne :after: 1978
and 3 5 mllllon to

2:Million tons 1n 1980 and
}85’(est1mated) : :

a"‘.&‘ad#“-f.f‘-‘fé=?_ IL°S°°l°-econ°mwSurveY1974



Ce. Soc1al Analysis*: Summa;y

 :Soc1al Settlng

a."Ethnic'Groups'ahdiﬁaﬁgﬁégegT

‘ethnlq and cultural varlety.;LThe"four7major5'thni




. Northern Concepts and Classification

to Self and Jslam d1v1des‘a l'behaVLOr 1nto flve_ba31c

categorles, "Requlred" -"Recommended" "Neutral" "Dlsapproved"
and "Forbldden.ﬁA Some thlngs are 1ncumbent (Wajlb Duty)_upon

all Bellevers, (the so-called Plllars of Islam), but‘manyi cts

and relatlonshlps have thelr 11m}ts and obllgatlons:SPelled

;self-rellance;developed bynllfe in thezhars¢““esgrtjenyirqn§§




an creatureSrof7another order act upon human belngs

tlmes 1n moral Judgement, sometlmes'ln sheer caprlce or splte*

These thlngs affect the haal fthe whole conditlon whlch 1nc1ude3*

phy51ca1, materlal,‘moral, soc1al,‘emotlonal and splrltual

facets. For thlS reason; trad1t1ona1 med1c1ne 1s "a’sort of

total-soc1a1 med1c1ne;) 1n whlch ‘,7fﬁ; allﬁaspects of }theb

1) Mystically caused. (This 'is broken down

into three’ sorts)

;Illness sent by God.:

Illness 1nf11ctedfbyfother people.

JIllness 1nf11cted by splrits;-'
‘or’

‘Example: Headache from’standing”inthe(hot sun.

Constantlnldes? “1972nhnpubLiDoctora1 Dlssertatlonh:

?LSE, ‘Univ. of London. Fac.'of Arts.



fSometlmes the serv1ces of all of these practltloners are trled,; o

either together or 1n tandem.

'or‘to test falth v It 1ncludes‘

: lls. One would look to Fekl,V

The second category,

I'Irug ) Thls should be treated;by the Fekl.wi\‘?"

The thlrd category, unmerlted, 1s&causedgby*Zar ‘



http:togeeher:.or

‘There a;ejeeveral<m1nor classifications of ill

The Fek1 has long been a dlspenser of both*pre-f

]ventlve and curatlve med1c1ne. He 1mmunlzes w1th'amulets,
fdlagno es W1th oracles and by lelnatlon. He employs‘

}sand-d1v1n1ng and other forms of cabbala basedfoilnumerlcal
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IIA4Y

,assoc1atJon, du

”and Warakat.

effectlve doses for para31tes, 1nclud1ng garllcx*

l‘v-

amoeba.
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b. Southern Concepts and Classification:

\

ﬁva11 Exe.- The Musllm quotes the Koran saylng

ffeats" others. f

e'ﬂ3) Splrlt Posse551on., Whlle conce‘t33 '

v}Muru etc..” Celest1a1 Splrlts, concelved as cosmlc splrltS-f




Ghosthickness.‘ The wrath o *ancestorwa1ll 

J.;Buxton“‘:Rellgloﬁ and Healhng 1n'Mandar1_



fcon51dered the essentlal elements, symptoms°be1ng.secondary..f

and'brulses, colds, mlnor dlarrhea and constlpatlon,



Sin and pollition bring barrenness, male sterility,

rdeath to chlldren.' Thek—breach has the nature of a public~

II-5
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taln rltual practlces from other near-by groups, ideas of
:modern med1c1ne gradually make their entry into their universe,
»and some are slowly a551m11ated. They see a common human

‘element between the two heallng systems, and areas of over1ap

:where folk med c1ne and 501ent1flc med1c1ne may exist side~ ,’
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III. NATIONAL HEALTH POLICY, PRIORITIES, AND
ORGANIZATIONAL STRUCTURE



III. NATIONAL HEALTH POLICY, PRIORITIES AND ORGANIZATIONAL

+'STRUCTURE

A. National Health Policy and Priorities

l. Policy

The Democratic Republic of Sudan has annsuncéd
a national health policy in the form of the following objectives
for the period 1977/78 - 1983/84: |
a. Provide preventive and social medical serviéés
as a top priority and lay stress on the following areas:

1) Control of common endemic and epidemic
diseases which cause great morbidity and mortality, e.g.
malaria, schistosomiasis, tuberculosis, gastroenteritis of
children, Kala Azar, communicable eye diseases, malnutr%tion
"and anemia;

2) Maternal and child welfare services to
cover the largest portion of the population;

3) Complete health coverage of school chil-
:drengthrough school health service units;

4) Immunization of children against common
infectious diseases, e.g., TB, Smallpox, Triple Antigen (DPT),
and Poliomyelitis;

5) - Health education; and

6) Improvement of eﬁvifonmental health
' services, éépecially in the areas of refuse-and excreta disposal,

_water supply and pest control.



Jb Cover the populatlon w1th prlmary health care,
espec1ally ln rural areas, through rural health unlts (rural
hospltals, health centers, dlspensarles, prlmary health care

_3un1ts)
Traln health manpower, w1th greater stress
*belng lald on technlcal and«auxllllary groups requlred to Carxry -
out preventlve and social med1c1ne act1v1t1es and satlsfy the
needs for prlmary healthxcare in: rural areas.
id;uwlnzthedfleldzofrcuratlveghealthfservioes,
consolidate:the‘existingQinStitutions4by-the provision of ef-
ficient and*modérn,ancillary:servieesﬂsuch.as X-ray, hlood banks,
flaboratory’seruioes,qoperatingutheatres-andumodern;equipment.
’NeWahospitalsVarexto»beubuilt-Onlylinlplaces:where such services
sare,deficient, or to meet an urgent need for specialized
‘services which do not exist.

2. Priorities

The GOS has articulated:its national health prior-
ities in the form of a National Health Plan for the period of
'1977778 -~1983/84;1 These priorities;«which:are in the form of
“Programs"“are the‘follow1ng. |

a. Program No. 1. - Malarla Natlon—w1de

b. ProgramﬁNo.xzz - Malarla "man—made",

“Program*No."B;;- Prlmary Health Care (PHC)

:;:»yl) uHealth Informatlon and Hygenlc Hablts,

| ) (Health Educatlon) |
2) Chlldhood Immunlzatlon

'fé)r‘Serv1ces to reduce Proteln-Calorle Malnutrltlon


http:Program.No
http:Program-.No

14)-?Serv1ces to reduce Gastro-enterltls

oy

5)Z*Tubercu10515 Control/Preventlon

6).,Sleep1ng Slckness (Trypanosom1as1s)

},

'Control - Southern Reglon . ‘
7) bKala Azar~(V1sceralaLelshman1asisf}
Control/Prevention it e
d. Program No. 4. - Control: of Bilharziayisohlsﬁ
tosomiasis) 1n Irrlgated ‘Areas:- i
e. Program No. 5 - Safe Water Supply
£f. Program Noc. 6 - Env1ronmental Health .
g. Program No. 7 - Food (Dura) Productiongin;
Certain Regions of the Sudan
h. Program No. 8 - Onchocerciasis ("River?Blindness")
Control/Prevention

3. Plan

In 1975, prior to completion of its existingqfive
(5) year National Health Plan, the GOS, with the assistanoe ,e
of the World Health Organlzatlon and  donor agencles, developed a’
new National Health Plan for the period 1977/78 - 1983/84.NVJ
ThlS waswan»ln-depth 1nterdlsc1p11nary andllntermlnlsterlalaﬁ
plannlng effort, whlch consmsted of detalled analyses ‘and -
assessments of the health sector, and wh1ch ‘was: developed w1th1n
the context of. the Natlonal Soc1o-econom1c Development Plan.n
‘Upon the basis' of analyses, problems were 1dent1f1ed, prlorltles
were establlshed and programs were formulated for resolutlon of'
prlorlty problems.: It should be noted that the benef1c1ar1esvf

,of the health servmces to be provmded 1n the plan, 1 e., the


http:assessments.of

vrural poor who do not have any or. adequate access to these,~

serv1ces, partlclpated 1n thls plannlng effort

Flnally, 1t should be noted that the health plannlng'

‘effort bylSudan has been con81dered lnternatlonally as a stellar
accompllshment The plan, as env1s1oned, 1s con51dered to be E
»ba51cally technlcally and’ flnanclally fea51ble, proV1ded that
gadequate support of the development ‘cost ‘components w1ll be
fforthcomlng from external donor agencies.:. The Prlmary Health
.CarewProgram,wthewmajor«element=of“the’NatlonalﬂHealth'Plan, is
fboth technlcally dnd financially feasible . (affordable), particu-
,larly in regards to magnitudes of and f1nanc1ng arrangements
{pertalnlng to recurrent operatlng costs.

*» The National Health Plan, including its Primary
Health Care Program, is a rather5ambitiou54undertaking.considering
the fact that Sudan,'similar to’other“developing African countries,
fpréSentlywﬁrovides health?care‘services to a minority of its
arurallpopulation. fTo expandipraéticarlykfullﬂcoverage to the
entlre population in: seven (7) years w1ll be a tremendous
undertaking. It .i& in the realm of’ p0581b111ty, however, even
considering: the»constralnts ~and problems contemplated

From a; number of dlscu551ons at varlous levels

~w1th1n ‘the" GOS the Sudanese appear to be -both enthus1ast1c
and- confldent in the’ undertaklng “In addltlon,'several 1nter-
;natlonal.organlzatlonsand external donor agenc1es are: hopeful,

with the Government: of’Sudan, for successful 1mplementatlon ofA

its National: Health Plan.



B;‘ Organlzatlon, Operatlon and Infrastructure of Health

sttem

' 1. Respon51b111t1es ' :lfl,gvfg‘-ltil”"j i - f S

. The Ministry of Health is- the agency responsrble
for all health affairs of the Government of Sudan. - The MOH ls L
headed up by a non-technlcal, polltlcally appolnted cablnet-;,eir
level Mlnlster. The MOH has six (6) major operatlnq departments-
1) Health Planning and Budgetlng, 2) Rural - "th Sernlces,;k )
3) Curatlve Health Services; 4) 8001al and nmunity,Health”y
Services; 5) International Health and Tralnlng; and s)'centréixi
Laboratories (See Chart III-1). : | 'id. |

 The Chief Medical Officer and the individualvref

sponsible for day-to-day operation/administration‘of the?MQH}igf
a civil servant physician with the title of "Undersecretaryrqy
of MOH". |

2. Functions

Many of the functions of the MOH areldecentralizedt

or delegated to the prov1nces, partlcularly the admlnlstratlon ;

of health services programs. (See ChartIII 2).Act1v1t1esm hrch j
have not been delegated to the prov1nces are functlons such as.;
National Health Plannlng, Natlonal Manpower Tralnlng Programs-i’
Natlonal Medlcal Stores, Central Laboratorles, Health and Vltalf
Statlstlcs Data System, Internat10na1 Health- and Capltal iy

Constructlon and Health Program Development ’ . : Y
- The Chief MedJ"al Offlcer at . the Prov1n01a1 level ’ﬁ

‘1s the Ass1stant Comm1551oner of Health ThlS 1nd1v1dual 1s

~respon51ble for admlnlsterlng all health act1v1t1es/programs
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1n each of the prov1nces.; The prov1nces are further d1v1ded
1nto Dlstrlcts, the latter hav1ng a Chlef uedlcal Inspector
,serv1ng as the head of health serv1ces in each or the dlstrlcts..
These 1nd1v1duals are respon51ble to. thelr respectlve As51stant’
Commlss10ners for Health.

3. Southern-Reglonf

The Southern Reglonal Mlnlstry of Health is
‘respon81ble for all health act1v1t1es 1n the Reglon, except
for those functions. not delegated by the central MOH.; The
Southern Reglon, con51st1ng of 6 prov1nces, ‘is headed: up by a
physiclan Mlnlster of Health. The Mlnlster of Health for the
“SouthernfRegion3is3not:subservient"to the Minister of 'Health.
(Khartoum and5Northern?Regions), but occupies a horizontal
relationship, for the most part, to the latter. The provincial
set-up and operations in ‘the Southern Region .are ‘similar to
ithat found 1n the Northern Reomons.

4.‘ Plannlng Mechanlsm

a. Health Development
The machlnery for plannlng and 1mplementatlon
-of- health development policy .are Varled. At the natlonal level,
fproposals are prepared by the Plannlng Directorate in the MOH
;and, followmng rev1ew and approval w1th1n the Mlnlstry, submitted
fto the Natlonal Plannlng Comm1551on for study, budgetlng and
napproval The development plan then goes to the Peoples |

‘Natlonal Assembly for approval, prlor to approval and 51gn1ng

by the Pre51dent. ; hf”_



Development proposals may also be lnltlated
or proposed by the Dlstrlct Counc11s for each provxnce and
then submltted to the Prov1ncma1 Counc1ls for approval ‘f.f;fj

the proposals are 11m1ted to a 51ngle prov1nce, they are sub-[jf

mltted dlrectly to the Natlonal Plannlng Comm1s51on. If the‘ e

proposal is of a natlonal nature, 1t 1s submltted to the

Mlnlstry of Health, whlch, in turn, submlts the proposal

to the Natlonal Plannlng Commission. All development programs“
and plans are implemented by units concerned at the prov1nc1al§~
level.

b. Health Services

Planning for health services differs SOmewhat\
from that for health development planning. Planning for health
services starts at the provincial level, i.e. a “bottom-up"
approach. In each province the Assistant éommissioner for
Health and his staff receive proposals for health services from .
the districts. These proposals are reviewed and‘discussed-at :
the provincial level and after approval are presentedato"the;t-»
Provincial Council. Following approval by the latter, the |
proposals are submltted to the Director of Plannlng 1n the MOH.

‘The Ministerial Advisory Commlttee meets ”'5
regularly to discuss and ‘review all health serv1ce proposals.f
After rev1ew, priority settlng, and approval of the proposals }f;

by categorles, the flnal form of the proposals are submltted

by the Plannlng Dlrectorate of the MOH toﬁlhe Natlonal Plannlngif

Conm1551on for rev1ew and approval As stated prev1ously, the
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responsibilities for “implementation of all health sérvice'prbgrams
rests with the provincial level.

5. Medical and Paramedical”Training

Althqugh the MOH provides significant Faculty of
Medicine staff fof eduéationalﬂp;ograms,“the pfiﬁe‘feépénsibility
for undergraduatewand post;g;aéuafe degreevgranting professional
medical education rests withvthe‘Uniﬁersity of/Khaftoum;
Paramedical and non—degree‘(clinical) training, however, is the

responsibility of the MOH.



IV. RESOURCES FOR THE HEALTH SECTOR
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Iv. RESOURCES FOR THE HEALTH SECTOR

;In]reviewing health sector resources, the Assessment
[Teamtnoted the dlstlnct differences and contrasts between the

‘North-andlthe South - in health manpower, health facilities and

(flnanc l”resources. The GOS, in its National Health Program,

,develo dJseparate plans for the North and the South for lmple-

‘if Prlmary Health Care Programs (rural health delivery

.systems), taklng lnto account fundamental political, admi nlstrative

iose onom1c/cultural differences of the two regions.

‘“rVihgfthe:lZ proviuces of@the;four northern regiohs,

;1s staffedtln]depth 1n the magor program unlts, the Mlnlstry of

::o y a handful of m1n1stry staff Health fac1llt1es in the

.North, except for the Western Reglon, although not adequate, are
’much more substantlal than those in the South where 17 years of
:c1v1l/polltlcal strlfe devastated that reglon s 8001a1 and admln-

1strat1ve 1nf‘astructure.

‘”n contrast to the North, whlch has the hlghly productive

Ge21ra_agrlcultural scheme and other economic resources, the

Southern Reglon has a pauc1ty of resources, so is unable to generate“f

budgetary funds to cover the high costs of reconstruction and
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development. At least through the Third Development Period,
1977-1984, the South must rely heavily on financial assistance
‘from the national budget and from international donors.

A. Health Manpower and Training Resources

1. Health Manpower Resources

Assessment of health manpower is primarily concerned
with the manpower needs of the proposed Primary Health Care Pro-
térams).North and South. The numbers of health personnel, by
%ﬁiscipline, required to staff the PHC facilities, and the training
needs to prepare PHC staff to perform efficiently in deliverY}of"
'rural health services are noted for North and South.

In the implementation of the National Health

;Plan over the next seven years, the Ministry of Health has‘rﬁ;

-top priority on extension of rural health services to all'parts

jof the Sudan in its socio-political commitment to 1mprove rur 1

conditions, especially for the rural poor. The program. w111» 1so’

undergo extensive operational changes as greater stress 1s placed,

'on preventlve services, and on health education to achlevefbetter

understandlng by the public and acceptance of serVLCes as'they

become available. All this bears directly on the klnds of healthf

personnel selec’ed for assignment to the PHC Programs and thejf

‘training necessary for them to perform effectlvely on thefj_b?


http:delivery.of

Health Manpower - January, 19 5

s 101
" DISTRIBUTION OF HEALTH MANPOWER. - JANUARY 1975~

1. pooros -

(a)  Headquarters
(b)..‘Public Health
:(c) Research

Xd}}fSpeclallsts--tf

ngl.VfGynaecologlcal
‘2. Paediatric ..
- Physician

jjSurgery ‘
. Physical Medlcine
.. Bye - Sy
. Chest .
. : Psychiatry
9400 Skin e
lo;JfAnaesthe51afr

“Vx~ray

‘(e)  Registrars - -
(f) ~ General Doctors
‘(g)  Housemen :
‘(h) . University 3
(i) ~Armed Forces - -

T TS
& jow’

TOTAL

* 0Of the 1287 doctors listed by the MOH, 957 were in active"
practice. Distribution was quantitatively and qualitatively very .
‘uneven, with 50% of all generalists and specialists concentrated
in the two Northern pronvinces of Khartoum and Gezira.

The MOH notes that thzre should be at least three medical assis-
tants per doctor, i.e., at least 2871 M.A.'s to. the 957 pract1c1ng
‘physicians.



-Distribution of HealthwMéﬁédﬁéi}(ﬁéﬁ#ﬁﬁﬁéﬁi

.3, MEDICAL ASSISTANTS

" (a) General
(b) Lab assistants
(¢) Theatre a551stants
" (d) Dental "
Eye n
" Anasth. "
- Psych. "o
A/Pharmacists . -

.4 EfRadlographers
(b)" 'Lab. Technicians
(c): Refractionists
“(d) Sisters ' =
“(e) EKG Technicians - S 7
“(£) Physiotherapists ' Ceel s L3
“(g) Other technicians f...{“} =30,

 PHARMACISTS ;’,~ff SIS 42

.HEALTH VISITORS

éj.;fHEALTH STATISTICIANS

8., DENTAL TECHNICIANS

OCIAL WORKERS i
0 ‘DENTAL MECHANICS i

% 1 o
;12. s. p H. I

NUTRITIONISTS B

é13.,P H I

'PUBLIC HEALTH OFFICJ

SANITARY OVERSEERS ;

aimeVILLAGE MIDWIVES

jource: National HlthPrgmm1977/781983/84(31



‘dffriﬁﬁfréh 6f‘hea1£h‘

'Qbu, nof llstlngcphy51c1ars,v

for the:North .an South, as of January 1975 1oz tovlnplementarf

tipwﬁ' the rlmary Health Care Programs.;g__
TABLE IV—23’

MANPOWER IN SERVICE, INCLUDING HOSPITAL STAFF,
g gNORTH AND SOUTH, JANUARY 1975 * TR

fdafégdry g;,;@ Northern PR Soutbern
A <. ~Regions. . . Reglon




HEALTH SERVICE FACILITIES BY CATEGORY NORTH ANDYSOUTH 1975

B Northern 'Southern !
.. Four Reglons - Region

i;ﬁreesingrstatiehe; 1316 _ "-;hf5h]189hﬂ;*EE'°
‘Dispensaries i g
fHeelth-Centere

Hospitals .

fThe“1505 re351ng statlons, locatedV

JVillages, were staffed by, ne ‘u‘se‘each, renderlng‘flrst aid and’ o

rslmple treatmentv erv1ces.; These fa0111t1es were unevenly lls—7~,

etrlbuted‘fwith the more developed.prov1nces hav1ng the best quallfmed




pital's nursing.

Although not 1dent1f1ed dlrectly“w1th:the3ff

dlspensary1 v1llage m1dw1ves and nurse-m1dw1ves llve an

*The nurse m1dw1fe and an 1ncreasrng numbergof

village ~mié'vjfi'vésff{'<dff¢én i,ili‘t‘erafe) ‘have completed MOR training.

However n undetermlned number of "granny" m1dw1ves,’

and:usually lllterateuﬁdellverna 1arge percentage of bables

espe01allyn_n:remote.areas.‘

Also locallyiemployed by'dlstrlcts and not.
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.“M

'.;I

miss;oner for Health,:

and prov1n01al ;evels by senlor publlc health 1nspec%ors,*
”r,q'ired ke

‘Avisic each faclllty{at“least once a year.” Because of

the opportunltyhof upward‘moblllty.for med1ca1 a551stants,

}tlons in the"hlgher echelons are tradltlonally:better staffed thanii

‘the ‘lower’ s.servxce f;unlts

Manpower ResourcesiGenerated by,tne“Prlmagx




the Southern:Reglon

Tralnlng Resources “_}igw

EfMOH Tralnlng Programs:g;

Natlonal resources for the tralnlng of;}h”

‘health personnel are}belng sharply augmented to- prov1dev‘as1cs

'tralnlng; retralnlng or reorlentatlon for manpower 1nvolved 1n

'dellver“of'rural health serv1ces under the PHC programs.

health personnel were belng tralned 1n 54 nur51ng schools

'grantedm_yethe RoyaluSoc1ety;'



"*fﬂSchool of Hyglene -fgrants Diploma ‘of! Publlc,,

R Health Inspectors

). School of Radiology - Dlploma of?'adlology

‘3;?gSchool of Refractlon - Dlplomafof Refractlon :

ﬂé;s Laboratory Technicians: Course ~ Dlploma of

"ﬁfvtLaboratory Technlc1an3,aﬂﬂ5?}f%7i

#SgﬁqNurSLng College - Nur51ng Certlflcateg

ygf}The Nur51ng College also offers Hpone-year__ourseAln

fMldwives Tralnlng School Omdurman, one—year course

~+in Arabic; - m1dw1fery certlflcate»f”wM

Ceftifié

f8;f7Health VlSltorS Sohool Omdurman, one—year,‘

*Yﬂifcate or: dlploma

'Medlcal A551stant"s Schools, Omdurman, El Obe1




Hosp:!.tal about two years, ArabJ.c




Jd:Arablc, certlflcate

Pharmacy Medlcal Assxstant'

ws;Course, Khartoum;

two years (thh nur51ng certlflcate and hreef

years, experience); Arablc, certlficate

;Communlty ‘Health Worker - Tutor LR Course,”kha%ﬁoﬁﬁ{i

b,‘ MOH Traxnlng Fa0111t1esv- Communlty Health
Worker

Wlth 1n1t1atlon_offthe Prlmary Health Care

:”Program, the government,(MOH)"a estab11 hed 37 tralnlng centersj

;months:untll all 3580 CHWs' needed to staff Prlmary Healtthare fg

o;i Addltlonal Tralnlng Fa0111t1es

R

The Mlnlstry of Natlonal;Plannlng;ﬁlnflt e

“zhe stabllshed 0 - expanded durlng the Thlrd DevelopmentVPerlod,

;las follows, at a cost of nearly $4 mllllon-if




‘TABLE TV

\Schoov,foruphysiotherapy

;Vltal'healthistatlstlcs tralnlng
“institution ke S ,

45" | 4Anur51ng schools

fFour nurSLng m1dw1fery schools

3F1ve v1llage m1dw1fery schoolsyf“

7locatlon,,

_manpower needs, should precede 1mplementatlon’of any new construc~

t;on cheme

Unlver51t" of Khartoum

»All doctors are tralned in a'six-year course

foffered ‘at’ the- Faculty of Med1c1ne. The Faculty admits: 180 first~-"

‘year tudents and graduates aboutklﬁogeach.year




l) Soclal and Preventrve Medlcrne (CommunltyQMedlclne)}%

2) Pedlatrrcs and Chlld Health, and

}3)‘Qbstetr;cs/Gynecology have lntegratedithelﬁfﬁﬂﬁwf'

ThlS program is belng ex-’fﬁ

ncludes 1nd1v1 ua] fleld progects.

ﬂpanded to provrde’more experlence 1n communlty health practlce.dytd

iﬁThe,Faculty "0 jMedlclne has also hosted,

3sem1nar/workshops such ashthe one on Teachlng Famlly Health,theldj

51n Khartoum January 10,,,15‘_1976, under ausplces of the Afr1canhf7
;Health Tralning Instltutes Progect (AHTIP), Un1versrty of North
TCarol;na;v

”'he“UnlverSLty of Khartoum, Faculty ofdﬂ'

<Med1c1ne constltutes a major resource for manpower development_ fj

1th potentlalvto partlclpate 1n profe551onal_tra1n—“

‘in uof,_arlous health‘personnel other than doctors.

fdg ,Tralnlng Capabrllty

3ln effect, thelenlstry of Health has assumed

mcnumentalttask of tralnlng 3580 new health} rkers, retralnlng

| ome 2500;d1rectly 1nvolved 1n dellvery of rural health serv1ces

”ﬁo add new'skllls needed to render preventlve’h:alth;serv1ces as




“well aé?the%tfaditional curative services, and re-orient some
SR :

,MOH personnel whose understancing of preventive health
“concepts“ms deemed essential.

Goals set by the MOH will be difficult to reach

stafflng t;eiPrlmary Health Care Programs. However, if the

fln health‘educatlon and preventive health services. (See Part

va« - ealth Manpower Problems, and Part VII, B-Constraints.)

f{,;.People - A Manpower Resource

“;fAn important resource at the v1llage level is

the people themselves. Under a concept of community self-help, -

those v111ag s hlch can afford 1t will be expected to prov;de

part of the materlals and funds to bulld the Prlmary Health Carebdi

'OH”to‘support act1VLt1es {

fln'communlties that cannot /afford. to: help'themselves."'



o ¥

Three rural organizations involved in the self-
help process include thellocal unit of the Sudan Socialistic
'Union (8SU), the village development committee, and the Village -
‘Council. These have been slow to develop in many areas and need
guidance and support from the government if they are to become
viable, especially in the more remote ahd less densely populated
areas. | )

Be Hea1 th FaCrlltles

In both the North and Southern Sectlons of the

,,,,,,

country, Sudan suffers. from a severe shortage and_maldlstrlbutlonj

of ‘health facilities, partlcularly-for.the.ruralﬂareas;

Inasmuch as the health resources, 1nclud1ng addl-*
gtlonal resources needs for the country are broken down on the  ri
%basrs of Northern Reglons and Southern Region, this sectlon w111
;befpresented in a similar fashion.

1. Northern Region

The following (Table IV-5) is a breakdown of.

‘the facilities as to .type, existing”éud;aﬂd;EJ

needed for the plan period (1977-1984).


http:1977-19.84
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TABLE IV-5
Type : Existing Needed*
‘New Renovated Total*
PHCU** 1,195(DS) 943 1037 1980
Dlspensarles f470 47 349 396
Hospltals 103 - - ~-
, (70 urban) = . ST
Hospital Beds 12,045 = L -
S P (10,839 urban) T S
Health Centers 152
B (93 urban)
Blood Banks ﬂ"_ 18

Nursing Schools ,47‘

Village M1dw1vesf

14

Health Vlsltor Schools
Medlcal Ass1stant chools

Spec1allzed Hospltals

Publlc Health Labs fl;

Endemlc Dlsease Unlts

.M .PrOJected only for per1phera1 fac111t1es PHCU and Dispensaries

,é Prlmary Health Care Unlt (Formerly called a Dres51ng Station (D S )~

‘Ministry of National Planning pro;ects for entlre country
,,the following additional facilities to be constructed by

. 1984: Hospitals, 46; Specialized Hospitals, 25; Health Cen-
“ters, 123; Blood Banks, 30; P.H. Labs, 5; Endemlc Dlsease
Units, 18. Location, nrth or South, not indicated. ‘
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a. Urban facilities

A total of 248 Health facilities exist
invthe’112 urban areas of the four provinces of'the Northern
Region. Of this number, more than one-fourth of the facilities
are:hospitals with an average bed capacity of 155. Of the
remalnder, approximately half are urban health centers, one-

quarter dispensaries and the remaining one-quarter are dre551ng

- gstations.

b. Rural facilities

For the rural areas- 1t should be noted that ‘f

zsquare kllometers (unlnhablted areas excluded)
3stated, for convenience of lnterpretatlon, that thls area rep—

resents a circular area w1th a radlus of approxxmately 10 mlles.g

‘It should be kept 1n mlnd however, that the dlstrlbutlon of :
delivery points' of the health facllltles are by no means‘unlform

.or regular.


http:should,.be
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The Central Region provides a much higher
:level of acce351b111ty to health facilities to the population
:than the other three regions, from the standpoint of facilities

1per square area. On the other hand, if one considers accessi-

ibilltyion a populatlon basis, it is noted that the Northern

fPryv;nce 1eads all. 1n ‘facilities per 10,000 population.
The Eastern and Western Regions suffer the

lowest levels of accessibiiity for the Northern Regions.

2, 'Southern‘Region
The Southern Reglon comprlses approx1mately -one-

iflfth""f the total populatlon of Sudan (3 0 mllllon versus 15.0

;mllllon) and:one~th1rd of the total prov1nces (6 out of 18) For

ost p‘rti\the Southern{Reglon lags behlnd the Northern Reglon

in terms °fj°°V3rage Of the populatlon bYthealth facilltles.‘ Thez“

P»arious‘health faCllltleS 1nkthe e

ifollowin 1s a, 1st1ng of -

TABLE ‘1V-6 |
5TyPe of Facllity7 fEkietiﬁg New. Const. :fotgi?(;;ii984fh
iPHCU o - : EN TSRS AN wzfsig;- »;,.~€16€,~, I
iDlspenserles ) »iétf ‘141
;Hospltals | :

Hosp1ta1 Beds

§§T

Health Centers

Dressing Stations . .
.Converted to PHCUs)

Blood Banks *

* See footnote *** Tabl



TABLE IV-6 (ceontinued)

Type of Facility ExiSting " New ConStg~§_TOtal(in 1984)‘!f
Specialized Hospitals f‘3 !57} ;f3'

Nursing Schools ‘ illf Y 13,

Village Midwives Schools f?i%

Medical Assist. Schools J;ijf

Public Health Labs 0

3. Constructlon Trends

The plan for both the Northern Reglon and“the

Health Care Program. The latter program’plan

Health Care Complex (Dlspensary plus 5 satelllte Prlmary\Health :

Care Unlts) serve 24, 000 people.

Distr1butionfof”ex1st1ng health“ta01lltlws il

975 Qby Province for all of Sudan is- shown in Table I -

ﬂthat the four Northern Reglons have been red1v1ded 1nto 12
Provmnces, but the Southern Reglonal Prov1nces - Equatorlal
‘Bahr el Ghazal and Upper are. llsted before lelslon

‘provinces.
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Distribution of Health Facilities 1975
By Provirnce, All of Sudan, 1975
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4. 'Medical/Dental /Pharmacy Schools

For the entire country there is one Medical
"SChool at the University of Khartoum which graduates an average
of 160 physicians per year. There is also a Dental School at*va

the University of Khartoum, and a Faculty of Pharmacy.

C. Financial and Budgetary Resources

l. Economic Burden of Disease

a. Communicable Diseases

Communicable diseases emanating from
poor environmental sanitation comprise the principal health R
problems of the Sudan and absorb the bulk of public health B

expenditures. Other aVOLdable diseases account for the next

largest category of health sector burden.f The total/xnc1dence_

of these conditions constitutes a serlous draln on producﬁ1v1ty,
output and development.

b. Malacia'j

Malarla is, the single mestiprevale“tJﬂ

epopulatlon. “An 1ncrea31ng portlon of it ds man-made,jugdi

-malaria prevalence rate among children increased from 3% 1n 196H7

‘o '20% 1n 1974 In addltlon to mortallty among this. group‘ t1

estimated cost of lost labor among workers due to malarxa n:the
‘Gezira amounts to over ten percent of the area s total cotﬁ

production.
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c. Gastro-Enteritis

.Gastro—enteritis accounts for over one
:quarter of the most common non-accident hospital adm1351ons. i
iIts true 1nc1dence, both alone and as a complicating factor |
'of other dlseases,_ls several times greater; and the economlt
'cost of treatment and 1ost product1v1ty from gastro—ent is

while dlfflcult to determine, 1s certalnly con51derable._ Man—

ﬁmade bllhar21a, a by-product of rrlgation and careless sani-'~

?tatlon, is spreadlng rapldly withjdevelopment --»as 1s the éost

hoﬁ&egfortsdto control it.

da. Malnutrltlon and Anemlaf

: Maln‘trltlon and'anemla account‘for one-f" o

fifth of | theqten most'common non-accldent adm1ss1ons'to hospltals

xalnly 1nfants and children. In

tKhar oum Provrnce, whlc ‘ha

‘the loweﬁt reported,rate of malnutrl—

.tion 1n the Sudan, one hlr\ t on

alf the pre-school chlldren

examlned 1n a recent survey suffered‘observable proteln-calorie

N (

malnutrltlon. The lndzrect economlc burden of 1nfant malnutrltion

.,[

is ev1denced in 1rrever51ble impalrment of mental development

affecting motor functlons and sensory perceptlon, phy51cal retar-f

datlon, learnlng dlfflcultles, and complicatlons w1th xormally xfé

[N )

controllable 1nfect10ns whlch can render them lethal.

2.>sL1m1tatlon of Health Resources

The health resources available to improVeuhealth‘“'

‘and-nutrition status are qualitatively mixed, most often inadequate,



.and in any event maldistributed. While the physician/population
ratio for the Sudan is higher than in most African countries,'half.
the physicians reside in Khartoum and Gezira'provinces. Southernjf
‘and Western provinces are disadvantaged in every category‘of
health resource. The South particularly lacks infrastfucture)i

plannlng and adw1nlstrat1ve expertise, and loglstlcal supportf;

’necessary even to absorb enough resources to brlng that reglon;
”)to the level of Northern provinces.

3. Health Budgeting

The impact of poor. health on’economlc develop—

fmentxhas not been neglected in the Secon 7an’jTh1rﬂ Development

iPlans.‘ The publlc health share of the GOS budget has remalned ’

ga fairly constant ten percent. Durlno

‘l

?nearly 20 percent, and recurrent exoendrture an'aterage rate’
?of nmne ‘percent; which, even allow1ng for inflatlon; has 1ncreased
ithe auallabillty of health resources relatlve to populatlon:r'gf “
‘Overithat period the Sudan 1ncreased its total numbers of hospl-
tals and health centers by half, the number of hospltal beds by

13%, the nunber of dlspensarles by about 20% and the number‘of ,

.dressing stations by nearly 70%. However, the GOS attentlon
during the Second Development Plan was focused ‘on curat.,.u_

vices.



Iv - 25

The Third Development Plan now underway
blaces major emphasis on preventive health, immunization and
f%romotional acti?ities relating to environmental sanitation
génd personal hygiene; and attempts to provide more equitable
Ekéiéééé_to health resource deployment.

Current and proposed public health allocations,

-and _external funding requirements for reaching scheduled growth

,'héﬁﬁfiﬁftheftables below. (Note: the general
revenue contribution to!provincial health expenditures is about
75%, the remaindér being made up from local property taxes,

Licenses; and ‘taxas on locil profits and specific products.)



TABLE IV-8

SUDAN HEALTH BUDGET, 1970/71 TO 197L/75 (1)

Year

MOH Developmert Experiditﬁijé :

Recurrent Expenditure

. ¥in, of Health

¥in, of Loecal |
Govermment

TOTAL

1970/71
1971./72

1972/73

1973/7k
197L/75

1,470,000 (9.62)
1,650,000 (9.9%)
2,212,607 (12.1%)
3‘2 hl?,hol (12,h3) -
3,052,586 (13.78)

: ',73510,532 (51.4%)
;¥Ai9,¢29,902 (54.1%)
| 95631103 (s1.08)
>ff% 11,022,935 (56,79)

h,77o,860 (21, h%)¥

6,000,000 (39.0%)
6,000,000 (36.0%)
6,000,000 (33.6%)

6,000,000 (30.9%)

Th,521,691 (6540%)

15,380,532
16,679,902
17,84L,010
19,Lk0, 416
22,345,137

# Represents shift in ministry responsibility

Source:

G0S, National Health Programme 1977/78 « 1983/8L (Blue Book) (Khartoun, 1975)
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TABLE IV-9

RSTTIATES OF DRNARAN
» 1976/77 -~ 1983/8hL
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COSTS WOoR THT

Bilharzia,'man-made

P t.bl wat lot
Potable er (plrgJect)

fnv1ronmenta1 Health
oodfsnpplements;_h_1

:Onchocerciasis

ST T FSTTAATID COSTS, LS. 000's
ROGRAMN .0 ¢ (1975 18.)
e . Devolopment Training Recurrant
ualarla, endemicfk:j,“":' o320 - 1,305
f‘alaria, nanamade ’}‘: . , - : - 2,529
3 -Primarv ‘Health Care ;
1Services 6,?59
‘Health Education 18
Immunization mrmmnization
Nutrition 1,219%
Gastro-enteritis 277
Tuberculosts . : . 18)
Trypanosoniasis ' 45
Kala-azar(Phase IT) 19

‘#:'Based on local production of parental rehydration fluids,

'If fluids imported, nutrition cost becomes LS, 3,359 Thousand.

Courcd: 00S,

(Khartour, 1975) (Blue Book)

H¥ational Health Programme 1977/78 - 1982{@&



TABLE IV-10

MINISTRY OF ERAITH ESTTHATRS OF TRUYTLOTATNT AND RECURRING
PRIMATY HRALTH CAR® PHOGRAM, 1976/77 - 1983/BL, wv

COSTS TOR THR
RWGTON (LS, THOUSANT)

REGTION| % | 1976/77 | 1977/78 |1978/79 |.1979/80 | 1980/81| 1981/82! 1582/83 1983/8[3
Southem D 91105 33108 260.9 29902 298.0 302.0 298.{4 1.2 :
R 73L.0 789.3 999.9 11,117.L [1,258.8 |1,39L.9 | 1,511,2} 1,503.7
s D 19,8 537.1 63,8 | 52k, | sch.3 | 251l | 123.3] 12,0
Vestern R 73,2 925.2 | 1,263,3 |1,566.L |2,857.1 |2,115,7 | 2,286.9 2,388.6
Pastern D 5.4 | 118.7 67.9 | 98.3 | 108.L | 95.1 6.2 1.}
R 26.9 31k.8 L36.3 | 536.2 626.2 | 1711.5 755.5| 765.0
Nyt D 9.0 74,0 - - - - - -
Northern | p | a9 | 232k | 290,01 339.2 | 350.6 | 3u7.6 | 3u7.6| 3u7.6
Central D 18.0 319.0 207.8 | 302,6 | 322.1 | 313.7 | 161.3]  11.3
R 38.8 910.1 |1,232.2 |i,h71.3 |1,681.L |1,885.5 | 2,0Lk7.1] 2,101.5
TOTAL D | 963.7 |1,380,6 {1,000, {1,224.2 |1,229.,8 |1,002,2 | 589,5 25.9
’ R 892,3 | 3,171.8 |L,221.7 |5,030.5 |5,77L.1 |6,L55.2 | 6,948.L} 7,105,5
Compound ' . ’
g%?igﬁon 1,000 1,065 1.13% | 1.208 | 1.286 | 1.370 | 1.8s]  1.55L
Factor )
@ 6.5% ** .
T0TAL incl, | D 063.7 | 1,470.3 | 21,13L.0 |1,478.8 |1,5681.5 |1,373.0 | - 860.2 0.2
6In§g-a§§;°n R 89203 3)37800 ,4,787014 6,07603 7,112505 8,8143'6 10113707 11,0h3a5
@ «5% iy
% D = Pevelepment Costs; R = Recurring Costs :
e MOH inflation rate estimate based on Ministry of Finance trend éata, Actunl
inflation rate during 1975 - 77 has been 20% or more,
Sources: GO0S, Primary Health Care Propramme for the Southern Region of Sudan (Jura, 1976)(Green Bcok)

GOS, Primary Health Care Programme for the Eastern, Northen, Central and Yestern Regions
of the Sudan (Lhartoum, 1976 (Srowm Book).

82 - AT



TABLE IV-11
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Allocatlons of Health Sector Programmes and Projects in the Six~-Year Plan

Ministry of Health

Total ) Total of Foreign
Cost/ 6-Year Plan Currency
Project Approprlatlons/ _Needed
R : Pronect i Project
i"gﬂOh-going Pquects ” . |
-3 health centres 186,000 ++52,000
" 6 health groups - 192,000" 137,000
‘8 hospitals v ;;512 000,‘ : 320,500
The Rural Laboratory TS DR T LA
- at Juba 422,000 422 oooi» '290,000
Subtotal "17212,000 1,212,000 799,500

‘New Projects: preventive: med1c1ne
’Health centres 6, 624, ooo* 2

'b) Mobile

"Social health grqups 808 000
‘Groups specialized :

in endemic & epidemic . “*7’
diseases : 1,386,000
Units specialized * B
in epidemic and
endemic diseases
a) T.B.

b) Malaria

Nutritional units -
& mobile units
a) Nutritional

The combat of Jur. ‘f:v_f?'§', -
: 1,500,000 -

1,500,000

Blindness _ N
Fridges for vaccines 342,000 - 342,000
Occupational health . e B
units 140,000 140,000 .-

Quarantine measures 98,000 98,000

Extension of manu-
factured limbs

factory 41,000 41,000

Subtotal 13,429,000 9,109,000

6,189, 000

===

* out of which 4,320,000 self-help custs.



III New Projects, Curative Medicine: TV - 30°

a)

-7 operating theatres

" The provision of 30

" Vertical Integration:

' The extension of the

Horizontal Expansion:

The establishment of
new hospital beds

capacity 3,800,000%% . 180,000 ' 1,192,860

The establishment of IR
7 multi-storey wards” 1,504,000 1,504,00

The establishment of e
190 wards 5,956,000

The establishment of
25 narrowly specialized
units :

The establishment of
40 dental units out
of which 5 are mobile

The establishment of

The establishment of
7 pharmacies

The establishment of
22 X-ray theatres

The establishment of
medical laboratories

blood banks, plus
machinery & equipment

Additional hospital
machinery & equipment

Tropical Medicine Hosp, ”

The extension 6f
Tigani El Mahi
Hospital

The establishment ofr. L L S ; e
10 out-patient units 300,000  :f300’000'$g

The establishment of - A o
25 theatre rooms - 200,000 200,000 v 2 TL32:

** Ls 2,000,000 is from self-help.

+%*% Ls 72,000 is from self-help.



The procurement of .
physiotherapy L
equipment B ;59;000. 50,000 40,000

The renewal of 4

educational hospitals'

laundry and kitchen .-+ .

equipment -~ 130,000 130,000 82,000

The establishment of = : o
6 laundries & kitchens: 180,000 180,000 114,000

The establishment of

17 hospital enclosures 65,000 39,000

The establishment of L
54,000

8 sewerage networks

The establishment of 8 v
33 schemes for hospital LR
water & electricity 211,000

The establishment of
15 vital statlstlcs,fgf
offices .

The establlshment of e
18 health comm1551oners
offlces : o

The establlshment of
68 statistics offlces‘j

Subtotal

Env1ronmenta1 health
‘service centres

'Prlmary health carei
services

Medlcal aSSIStant ,
schools i

Extension of denta1 fxg_ww T
assistant schools - 60,00 60,000:" " 39,500 -
The establishment o N P
of 4 health supervisor .o o

schools 92(000,71]I _92,000 ' 66,445
Physiotherapy school 60,000 ~ 60,000 38,570



vz

Vital statistics

training centre 50,000 ~ 50,000 31,5007
The establishment of | o RS ff
34 nursing schools 272,000 272,000 : 153;QQO;

The establishment of

4 nursing midwifery S R Rt
schools - 160,000 -gl60/000"f,~112;00ql

The establishment of
5 village midwifery
schools

The establishment of
5 health visitors
schools

The establishment of
4 assistant health
visitors schools

Subtotal 9,208,000 5,567,515

Houses for messes & S e S
hostels ' = .. -*5 730 0“0V$‘f'77301000“
;Feasibllity study for
a vaccine factqry'_wi

ﬁhllocations for self-
"help support B

4'230,000*f~

Subtotal ;230 ooo

Total cost and allogatlons L
for new projects ‘- 43 268 OOOjQ’ '

Total allocations for =~ . oo R
on-going' projects = 1;212,ooo~»i,-

m————==

Total cost -and allocations

for new and on~-going pro- L : o)
jects 44,480,000 35,820,000‘ 27 766 205
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,pg$;0ther Donor Support for Health Sector
)N‘HAt the time of the Team's visit there was no‘one
;placé'where information‘onndohor support could be obtained. A
coordlnating mechanism had not been established within the GOS,
nor had the functlon been assumed by any one international donor
t;aQQnCYs

Part of- the dlfflculty 1n obtalning more complete

}fihforﬁatioﬁ*rﬁw“%”'" "_.number'of phllanthroplc/rellgiouS“

organlzatlons “from several countrle have small a551stance pro-‘

Jects in-various, scattered areas _espe01ally in the Southern

from maJor, onor agencle

Note Table IV-11’1n the prev1ous*sectlon, IV—C, S

F1nanc1a1 and Budgetary Resources hlchwlndlcatesaforelgn
currency requlrements for on-goingN_nd new progects 1n‘theﬂw

‘year plan, 1977-1983.



TABLEIIVS11.

- OTHER DONOR SUPPORT FOR HEALTH SECTOR = *

Project/Activity"

Project support -

Project: Siipport: oNICER

‘UNICEF,

“UNDP’
Health : facl l :L {J.eS UNHCR’
Food f°rfW§§k§; WFP
Bilharzid control VR
Equipment CUEK
Training West’ Germany

Fellowship UK.

"Amount

$834,530

1$680,,000
$1,180,000.

$35125,400

$105,000°

$250,600

Unspecified

$4;000

,constructlon and renovatlon. e

,Alrspraylna and equlpment, 1975 78

,Equlpment for blood transfu51on an,
_pedlatrlc department 197: 78

~1§72,000
"§54,000°

Nature of Assistance

Regular budget for malaria, communicable
diseases, training, technical assistance,
workshops, training equipment for health
plan; vital statistics.

Regular budget for health pian including
immunization, instruments, vehicles. (one
truck per province) :

Health plan implementation, includihg
$309,000 for nutrition and $2 million for
rural water supply.

Short term consultants to ass%at madical
and dental schools, and to train sSiX

“public health nutritionists (1974-78).

Rehabllltatlon and construction of health
fac111t1es in Southern Region. ..

iTralnlng of Nomad health a551stants 1n\

North Kordofan.Mm

Food ltems for training and self helps




Project/Activity’

Primary health¢are’

COE T T

'Health component of: "
- development projeqtsg

Infrastructure

Trypanosomiasis control:”

.Pharmaceuticals.
Pharmaceuticals
Pharmaceuticals

Equipment

‘Source

Norway

VOrad'and
vOrweglanf
./Church.

_IBRD.

EEC,
iBelgium..
:Iran

Indla

Paklstan'i

,Netherlandsﬁ

Amount:

$5.5 Million

Unspecified

'$112;,000

‘Unspecified

‘Unspecified

$2:1i1150n

iAux111ary health worker' training.:

£ 'ural.health ac111t1e ;

“health-related: acthltles d plntéﬁrated_

iruralﬁdevelopnent ‘proiect: in Easterr
greglon.,

:Technlcal a351stance 1n rural health
[care.”

Healitnh raciliitles.construction, potable':
water; bllhar21a ‘and’ malaria control, ‘
as part of- IBRDéa531sted economlc
'development. ' SR

‘Part of $66 mllllon Indlcatlve Plannlng

Flgure for 1nfrastructure development.u

*S'raylng and"q pment.

}Prcv131on unspec1f1ed drugs.

‘and prlmary care equlpment., .

SDrugs and hospltal equlpment.

;Instruments, equlpment, potable water
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Vi:::MAJOR HEALTH PROBLEMS

‘A. Maternal and Child Health. Problems.

l. Maternal Health

The female population Of-the~Sudaakih51972/73‘Mae

o{é“timated to be over 8-mi11i6n;y Almost hal

stinates

~crude birth rate of 49/10004popu1vt10n)

a. fHealtthlskswfor;Women¢

Be51des the usual dlseasesithat*affectﬁadults,

,pregnant women in Sudans‘
fmumpmMm&_méu
- Malnutrition and anemia.

- Bemorrhage

‘Toxemia

Puerperal sepsis

~ Obstructed labor

~ Infectious hepatitisg

Apllcated dellverles., Other compllcatlons 0
‘and the puerperium account for 207. @,‘:M“ﬁpw;y,ff,w,_ﬁbﬁﬁi_u

deliveries.

These compllcatlo' ”occur more often 1n younger
pregnant women. (age 15 25 years):thanlln older pregnant women._

Other complications are. also more prevalent in younger womenp


http:bosed.on

’ . ¥
despite the fact that the ratio of normal -deliveries amongaw°men

below 25 years to those above 25 years was 1.4:1.0.

b. Maternal Mortality/Pregnancy Wastage

Maternal mortality is estimated to be 2/1000,in
Sudan, as compared with a rate of 0.03/1000 in developed nations.
Pregnancy wastage is also thought to be very high (estimated
ratio of stillbirths to livebirths is 1.08%). An additional 14%
of all pregnancies end in spontaneoué abortions. Both thq'
figures for stillbirths and spontaneous abortionsare thouéht tovy
be low because of gross under reporting. :

A number of factors are related to the highv
maternal imortality and fetal wastage. Health care in the\Sudanﬁ
is primarily aimed at curing disease rather than preventing
illness. Thus, there is practically no .antenatal care for

mothers (see discussion below). Further, there is high illiﬁ;fﬁ

.@racy, lack of safe water, poor housing and limited sanitatiaﬁ?E

c. Myths and Magic '”W%

In addition to-these factors, communicationé'aﬁd?
‘transportation are difficult, and accessability to services is,ﬁ‘
_sometimes severely restricted. Further, in the absence of moré ;
‘modern medical care, traditional myths, magic, taboos and :
‘superstition play an important role in the approach that rural
people take towards pregnancy. Fof~examp1e, the prevention of
miscarriage is thought to be enhanced by a beaded string tied
around the pregnant abdomen. Post maturity is thought to be

avoided by having the pregnant woman pass under a camel.



Maternal health is also affected by:
EfShort interpregnancy spacing;
Hjﬁiarge family size; and
1;rfoor nutriﬁional habits during pregnancy.

d. Infertility and Female Circumcision

" Two additional conditions affecting pregnancy

AR N

‘in 'women should be mentioned--infertility and female circum-

"Recent studies of two tribes in Western Equatoria, the

ﬁﬁéﬁfaka and Zande, have confirmed a high incidence of infertility.

’ﬁéét common clinical findings associated with infertility
i;;?ééim - :
- Pelv1c 1nf1ammatory dlsease 'in 40% of women examined
and blockage of the falloplan tubes in 58%. Venereal
?dlsease was found to be particularly prevalent among
Tthe tribes that were stud;ed, even though the positive
%idéniificatidh”df‘sbééific organisms such as gonococci
'ﬁas loﬁ.
~ Filaria. Filariasis was endemic in the tribal area, and
‘evidence was found that suggested filarial obstruction
of the fallbpian tubes. |
: Several conditions not associated with infertility
were: -
- polygeny
¥ ¢ontraceptive usage
- malaria

- sleeping sickness.



With regard to female circumcision, a recent
study by Suleman Modawi (1974) showed - that'this is still a
common praetice in Sudan. This is a habit 1nt1mate1y assoc1ated
with tribal customs, superstitions and religious beliefs. Fou::
types of operation are known: |
~ Sunna circumcision or clitorectomy is a legal opera-

tion.recommended by Islam. It involves excision of

the glans clitoris and sometimes a small portlon of

the clltorls.

- Pharoanlc circumcision or infibulation is the nar“ow1ng

or closing of the introitus to promote chastity andﬂf
protect the virginity of girls by making forced. 3
intercourse impossible. It consists of'amputation

of the clitoris, excision of parts of the labia -
majora and mincra and closure of the wound around a

match stick to allow the development of a, flstula‘

for urlnatlon.b This operation is 1llegal and pro—

hibited by Islam.

'épMndified Pharoanic circumcision leaves'the”labia{maj

intact. It is illegal, but is thought to be the mos f
common type of female c1rcumc1s1on performed todayvd*f
~ Recircumcision and reinfibulation is performed on |
widows, divorcees and women after repeated. chlldblrth.”
As a result of these operatlons, a number of complications cann

be expected including:



,v.hemorrhage;
- injuries to the urethra and the perineum;
L;'infection;
~ urinary tract infections and subsequent kldney damage;
'F,obstructlon to labor and compllcatlon of normal delivery;
;,trauma to the newborn; and
EfﬁsYChological‘complications.
In 1946, the Legislative Assembly in Sudan passed

a law maklng Pharoanlc clrcumclslon an offense punishable by fine

‘an 1mprlsonment.H Thls law has not been effective in dealing

w t: the ‘roblemﬁof‘female clrcumclsnon. This practice appears

e. dying out however, because of better education, more
'avallable medlcal services and soc1al reforms.

2. “Child Health

a. Infant Morbldlty and Mortallty
In Part II of thls Health Sector Assessment,

;it 'as noted that the Sudan has an estlmated 1nfant mortality

:rate ofkbetween 135 and 145 1nfant deaths per 1000 live births.
iThlS flgure varles con51derably from reglon to region. Unpub~
Lllshed data from a sample survey conducted 1n four Northern
'éfé;incés 1ndlcate that the lnfant mortallty rate for Khartoum
.lS less than 100.‘ Sample surveys performed 1n urban areas
‘durlng 1964-1966 showed an even lower 1nfant mortallty rate

of. between 59 0 and 78 8 (see Table V-l) These rates are

SLmllar to those seen 1n other developlng countrles.



TABLE V-1
Vital Statistics in Urban Areas 1964/66

Births, Deaths and Infant Mortality

Population Per 1000 Population Infant
Crude Crude  Excess Mortality
Birth Death Birth over ‘ '
Rate Rate Death

_Large Urban Sector 760,430  39.4 8.6  30.8 78.8
Small Urban Sector 721,630 40.7 11.6  29.1 59.0
1,482,060  40.0  10.1  29.9 69.3

Source: Department of Statisticquuoted in Modawi, O., "Eval-
uation of ‘Maternal Care in Sudan," Proceedings of the
Third Congress of Obstetrics and Gynecology, p. 18-45,
Khartoum University Press, Khartoum, 1974.

While sufficient data are not available, the
‘morbidity and mortality rates in children under“the,agé off5
are believed to be high. This is especially so in the'séébﬁﬁ
and third year of life, due to malnutritiohvand'infeétiqns.F
The caﬁses of the high infant and child morbidity
and mortality rates in Sudan are beiieved to be:
- Malnutrition and anemias due to poor weaning and
B feeding practices (discussed separately in itemv3

belaw);

- Infections, especially diarrhea and chest infections;

Other conmunicable diseases (e.g., measles, polio, 

vhooping cough, tetanus, diphtheria); |
- Prematurity due to maternal "depletion" and other
factors; and

"Rheumatic fever.



Evidence to support this contention is available
f:om hospital mbrbidity'and mortality statistics (see Table V-2).
While it is difficult to draw an accurate picture of what is
accurring in more rural areas of the country, it is obvious thaﬁ
'infecﬁious diseases, communicablevdiseases and malaria play a
51gnif1cant role. The unavailabil*'— -~ - oot )
_servxces also are a major factor,

The distribution of reported cases of gastro-

‘entitis between 1965 and 1974 is shown in Table V-3.

‘b. Health Problems of,Newborn

‘A recent study on the main health problems among:

newborns‘seen at Khartoum Hospital during 1972 showed-f

,hLow birth weight in 17.9% of newborns,

‘- Relatlvely low 1nc1dence of Rh 1501mmunlzatlon, and[

- An overall mortality of ‘7. 4% of wh”_,iAvvw,was 1n};i

"newborn of low birth welght.

:The leading causes of death among;thgééiﬁeWbd?ﬁE;thidiga;t7ﬁ
;khartoum Hospital were:

- respiratory distress syndrome;

gastroenteritis;

congenital abnormalities; and

cerebral hemorrhage.



TABLE V-2

Tncidence of Common Diseases and Death from Hospital Statistics - 1974

: 0-1 1-4 _ 5-14
DISEASES Cases Deaths Cases Deaths Cases Deaths
M F M F M F M F M F M F
Malnutrition and anemia 1328 1137 679 455 2714 1880 617 605 2714 1880 464 556
Respiratory and Measles 752 745 297 280 6345 5763 465 460 1431 1732 344 354
Gastroenteritis 2582 1916 475 557 3637 3248 545 462 900 828 265 202
Heart and Circulatory 990 874 259 235 979 844 227 221 925 921 224 231
Infectious Hepatitis 49 46 13 14 40 29 18 7 101 71 28 16
Cancer 164 218 l6 12 39 42 12 19 49 46 13 13
T.B. 680 542 158 144 571 564 120 108 626 624 1C2 101
Malaria 1405 1381 137 144 1538 1492 134 108 1727 1686 138 130
C.S.M. 203 326 4 34 628 323 56 32 1146 614 80 16
TABLE V-3
GASTROENTERTITIS OF CHILDREN
PROVINCE 65/66 66/67  67/68 68/69 69 70 71 - 72 73 74
Blue Nile 106,257 101,365 106,768 115,858 118,755 127,150 126,978 127,885 131,082 134,359
Khartoum 32,949 31,403 32,941 35,893 36,791 39,262 39,213 39,619 40,610 41,625
Northemmn 27,502 26,236 28,061 29,987 30,736 33,310 33,253 33,100 33,927 34,775
Kassala 31,252 29,813 31,900 34,076 34,929 37,878 37,813 37,613 38,554 39,517
Ped Sea 13,751 13,118 13,894 14,993 15,368 16,529 16,504 16,550 16,964 17,388
Darfur 60,237 58,036 60,853 66,335 67,993 72,538 72,448 73,221 75,050 76,927
Khartoum 61,671 58,831 63,552 67,243 68,924 75,303 75,156 74,223 76,079 77,982
Upper Nile 22,502 21,465 23,578 24,535 25,148 27,846 27,781 27,082 27,753 28,452
Faquatoria 20,835 19,875 22,266 22,717 23,284 26,196 26,122 25,075 25,702 26,345
Bahr El1 Ghazal 29,169 37,266 39,705 42,709 43,776 47,202 47,128 47,142 48,320 49,528
TOTAL 416,695 397,508 423,518 454,346 501,510 514,047 526,898

465,704

503,213

502,396
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While statistics are not available, it can be
assumed that several diseases and conditions seen in other
developing countries are also a health problem in Sudan. These
include:

- Birth trauma which can bedexpected when traditional

birth attendants use methods of delivery which are
damaging,‘toxic or inappropriate.

lf Tetanus of the newborn occurs when the mother has had

1nadequate or no immunization against tetanus, when
;the infant’s umbilical cord is aseptlcally cut, and
iWhen the umbilical care is inadequate. In some
5deweloping countries;ﬂZO—AO,bercent of neonatal

:deaths are due to tetanus.:wjg,f,gd,

‘-fSeptlcemla of the newborn 1s common in’c

in0151ons are made on. newborns and there¢i ‘subsequent«
exposure and 1nfect10n.

- Prematurltx,and low blrth welghtiare ound where the

N

mother's health is poor,:w er '"‘lled endemlci
diseases are present and 1n the presence'of materna
malnutrltlon and anemia,‘

- Acc1dents such as burns, . 1n3ur1es, scaldlng and p01son—

-1ng ‘are’ common: causes of'mo_ 1d1ty and mortallty among

infants and chlldren (they are the 1ead1ng cause of
death in the U. S. among chlldren 1-15 ‘years of age)

%?Communlcable,and-1nfect10us-d1seases (see Section V,pgyét

_;“Parasitic,diseases (see Section V.C.).
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3. Malnutrition

Among all pregnant women in Sudan, it has been’
estimated that between 20-70 percent have a hemoglobin level,efa
less than 8 grams. This indicates a significant level of irAn-w
deficiency anemia. It is felt that the primary cause of the
‘anemia is'poor intake of iron, folic acid and vitamins. Thus;gf
the anemia among pregnant Sudanese women can be classifiedjeeﬁef

a form of malnutrition.

a. Nutritional Status P‘Infantsuandehildren
Data on the nutritional status of Sudanese
iinfants and childrena:e 1imited; In one study reported in 1973i

‘300 children from 0 5 years of ‘age were studled 1n several

'health centers near Khartoum and Omdurman. The'results showedi

vthat some degree of malnutrltion wa present 1n;between 33,58

of the chlldren (see Tabl _‘n

1-3:years of age._

°f, Mdhmtnunon L

stgﬁﬁb 2nd grade  3rd grade -

T TR S

13years 116 3 184
t§—5_years 1102f' o éi7;*ﬁ" im'; “1i§4fv‘f'7'\v :8”". 1

‘Source- Sanourl, N.Y. and GABR, E H.Am, "Nutxutnonal Status and Dletary

. Pattern of Infants and Pre-School Children in Khartoum." Pro-
‘ceedings of the ‘First National ‘Food and Nutrition Seminar,
Tamaddan Press, Khartoum, 1973.
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In a thlrd study, again in the Khartoum-Omdurman

v,.thd<§rowth curves of children from economically under-
priv1leged famllles were compared with those of children from
affluent Sudanese famllles. The data were plotted against the
standard Harvard growth curwes for children in the Boston,

;Massachusetts area‘f'(Flg re V-l) The results showed that:

(1J68).reported that prolonged‘breast‘feedlng for{the flrst

two years of llfe was common %n southern Sudan. Ashthe sole

:ource of protelns, calorles and v1tam1ns, breast mllk 1s

Lnadequate aft th age of 8 9 months.



e
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Figure V-1

Sudanese Children Growth Curve _
Compared with Standard Growth Norm Curve

‘. Children from economically under privileged familiégf
Children from affluent families ’
Normal growth curve based on Harvard Data -
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‘Sanouri, N.Y. and GABR, E.H.A., "Nutritional Status

and Dietary Pattern of Infants and Pre-School Children _
in Khartoum". Proceedings of ihe First National Food and
Nutrition Seminar, Temaddon Press, Khartoum, 1973. ’
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fdlstrlbutlon and utlllzatlon of food was unsatisfactory.
‘Cultural and seasonal factors (especrally as related to
}polyv1tam1n def1c1en01es) also contrlbuted to malnutrltlon
“among both adults and chlldren. |

B More recently, Omer (1973) described the

yfollow1ng addltlonal factors related to malnutr*tlon-

"t]) Famlly srze:u The flrst chlld 1s at rlsk

of the“mother 's 1nexper1e ce ln feedlng. Subsequently,

kafter ‘a vamlly has grown to above seven. oxr. more, the demand

fmalnou 1sh dichlldren."

4) Weanlng practlces. 60% of lactatlng mothersﬁ

F

‘1n Sudan’wean thelr chlldren suddenly when they dlscover that
;t ey: areﬂpregnant. This 1s because they belleve that breast

mllk 1s harmful to the baby durlng pregnancy. In addltlon, 35%h]

of ables are breast fedhuntll the age of two years. This'is’ 5

R r
5) Soc1al factors. The average height and

welght of 1nfants 1n Khartoum varied directly with the level of
educatlon of the parents. Another social factor involves cattle
whlch are such a hlghly prized status symbol among some tribes

that their meat is not used as a source of protein.
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'G)Vhaok‘of»knowledge. Tahooswabout‘food inolude
withholding of eggs for fear of delayed speech,band withholding
of milk and fish to prevent leucodermia. It is also reported
that'there is often prolonged dietary restriction when a childil

is il1l, especially with diarrheal disease. In addition,‘itkisfg

a common practice to give the best food to the»male'adults,kandf

to feed children what is left.

4. Family Planning

‘a. GOS Position

Sudan does not have an off1c1a1 populatlon or
ﬁfamily planning policy. For the: reasons prevmously dlscussed ‘;{
fin Sectlon II of this Health Sector Assessment, the government s

fapproach to these issues ls unclear. On the bas1s of somewhat:ﬂ:

ilimlted data, however, 1t is apparent that there 18 a. ed fo’u

ﬁfamlly plannlng in Sudan. Some of the key 1ndlcat10ns are

- Rapld populatlon growth rate

e ngh blrth and 1nfant mortalltyhrates

Apparent high fetal wastage (1‘e stlllblrths and

spontaneous abortlons),":

‘é ngh percentage of the populatlon under 15 years

of age;

‘High maternal mortality .rate; and

"High levels of ianfertility in some areas'offthefsouthi

b. KAP Study/Findings

Oonly one formal Knowledge, Attitudes and Prac-

'?tices (KAP) study has been performed in Sudan. This was done



1“2%575ﬂ3t7ﬁrba§i,ﬂa%iaféelVilia9e4in"the‘Gézira area. While

sample size for the study was only 295 women, some inter-
fes*ing flndlngs were reported.

”- 88% of the women were avare of fam11y planning, even

in”the absence of any systematic motivational or

‘&educatlonai program;

43% accepted the concept of famlly plannlng because

of 1ts p051t1ve effect on;chlld care, health and |

famlly economlcs,

550}8% of the women rejected$fam11y plannlng for fﬁq“”

(_fﬁthelr husband'

Nopp051tlon or'because ofglts cost A thlrd of

practlced fam11y~p1ann;ng,

Obviously,{thehArbagiXStudfﬁis too limited in
f&éé*scbée and magnitude to permit any nationwide inferences to
‘be‘drawn.» The absence of other KAP studies is significant,
because they serve to guide the planning, implementation and
evaluation of family planning programs. This is especially
true in countries such as Sudan which have a diversity of ethnic
and.religious groups with a multiplicity of attitudes towards

family planning.



A study of women attending famlly plannlng ;'
cllnlcq in 1972-73 1ndlcated that 60% were 1nterested 1n Chlld
spacing and 38% wanted termination of reprodnctlon.

~ c¢. FP Activities

Desplte the absence of more information and any

strong dlrectlves from the government, some limited famlly

plannlng act1v1t1es have begun -in Sudan. These 1nclude-
| | 1) Formatlon of the Sudanese Famlly Plannlng
Assocmatlon in 1965 as a voluntary soc1al agency.- Famlly
plannlng serv1ces are prov1ded 1n the context of a maternlty—li

centerﬂd program. USLng governmﬂnt prov1ded fa0111t1es and -

w1th”the part1c1pat10n of government phy51c1ans, health v1e1'orsf

an clerks,,the number of centers has grown to 31 in: Khartovﬁa-ﬂi

an‘ the surroundlng prov1nces.

x }H:“ ‘ 2) The ;nclu51on of’famlly plannlng as part of :
MCH serv1ces in the DRS's 1970/71 - 1974/75 Flve Year Plan.: |

The subm1331on to WHO, UNDP and UNFPA of an. OfflClal government

request for: the development and 1mp1ementatlon of a famlly fﬁri{

planning pro:ect.ﬁ Thls pro;ect began functlonlng 1n 1976..u

the end of that year, 5 MCH/FP cllnlcs were provrdlng serv1ces,ﬁ
5‘short—term tralnlng fellowshlps were sponsored and six
seminars had been conducted. ‘No data were availa-ble on th‘en
nnmber of patients who had actually reoeived family planning
eervices. |

- 3) The implementation of a study on incomplete
abortion. Thisbwork ic being conducted jointly by the Ministry
oﬁfﬂealth,gthe University of Khartoum and the Population Center

oﬁ,theAUniversity of North Carolina.

s



n4);?bejigiﬁiationtofka training project for

rldw1ves. This activityvis being funded by the Planned

jParenthood'Federatlon of Amerlca.‘

5) The 1ntroductlon of sterilization into

Several natlonalyagenc1es are 1nvolved 1n‘thls

effort including::

Ministry °fw,wN

Mlnlstry of- »

3-_The Unlver51ty of Khartoum

—»The High Instltute of;Nursw

é- The Medlcal Research Counc:l._‘~
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‘B. .Communicable and Infectious Diseases

Communicable, infectious and endemic parasite diseases
represent the most common health problems in Sudan. These
diseases are often reflated to malnutrition and poor environmental
'sanitation. These diseases most commonly affect ehildren and
account for the majority of morbidity and mortality of infants
and children, particularly when associated with malnntritionv“
and anemia in regards to infant mortality.

The major .communicable and infectious diseases are
measles, tuberculosis, enteric diseases, polio, pe:tussisjfcegeb?bé
spinal meningitis and hepatitis. Statistical data on mest”bfk?ﬁsﬂ
.these is inaccurate in many instances, due to ‘such factors*as
under-reporting and use of symptom-dlagnoses-rather than
laboratory-diagnoses.

1. Tuberculosis

Through the use of BCvaacsine}giﬁtié'*éwbif d' that’

“there has been a 35% decrease’inﬂthe“numbefidf 'B-cases: xepo.

;to hospitals (404,000 to 263, 750) durlng the perlo 1968—1974
On the other hand, it has been reported that 11, 666 cases of
‘very severe TB in children (0-14) were hospitalized 1in 1974.
Due to the prevalence of bovine tubercu1051s in parts of Sudan,
children ingesting unpasteurlzed milk are most likely affected N
‘with miliary, renal or skeletal form of tuberculosis.. |

Tuberculosis, in spite of some inroads into the"

;problem, still represents a serious health problem in Sudan

It is the third leading cause of illness in Sudan, belng only


http:vacinei.it

féﬁééﬁded by gaStroenteritis/dysentery and malaria. Tuberculosis
?ranked_highest in‘case.fatality rate (17.7%) among female
iﬁatients‘hospitalized for the ten most common illnesses.
’Hospltallzed males for TB had an 8.8% case fatality rate for

the same perlod.v:

| Morbidity "" and mortallty data on TB are inaccurate
and under-reported in most cases. This is in many cases due to
the lack of diagnostic facilities (1aboratory and x-ray) in
most of ‘the rural areas. Even w1th x-ray facilities being

‘present, 1n many cases “the patlents are checked on an out-patient

basxs (frequently_con51st1ng of mlcroscoplc examlnatlon of a

preventlon of" TB, 1t’1s not belng used on a wide scale and on-

ai'egular bas1s.~ fprlmarlly due to transport and logis-

tlos problems, as well  s‘some 1nfrastructure problems. With
the expan51on of healthhserv1ces through ‘the Primary Health Care
Program, this 51tuatlon should markedly 1mprove and result in a
decrease in morbldlty and’ mortallty from this disease.

2, Cerebrospinal Meningitis

In spite of periodic outbreaks of this disease, the
reported incidence has remained fairly steady over the past
several years. It has been reported to average approximately

5% of all cases reporting to health facilities. It ranks lowest
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in all categories admitted to hospitals (5.3%). For hospitalized
cases of cerebrospinal meningitis, there was.reported a case
fatality rate of 10% among females between 0-5 years for 1974.

It must be considered that the reporting for this
disease is spotty. This is due to lack of available health
facilities, particularly hospitals in rural areas. The case
fatality rates are reported on hospital admissions for the most
part, with most of the non-hospitalized fatalities being
unreported. There is an effective vaccine which should control
and/or pravent outbreaks of the disease. With the expansion of
health serxvices to rural populations and infrastructure
strengthening, the magnitude of this health problem ghould’
lessen,

~Measles,

Thls is a major health problem, which prlmarlly |
\affects infants and. chlldren (0 -5). When measles is a55001ated.
with malnutrition,:this;combination-represents a leadlng cause
of infant mortality. The reporting of measles, except when‘ '
there is an epidemic outbreak, is very poor. The statisticai€‘ 
reporting of measlesdcases-hospitaliged.lumps.it with resﬁiré:j ‘
‘tory illness. This makes it difficultvto'determine whetheik
measles occurred either singly, or was associated with
respiratorv illnesses in this category. For this combined
reporting of hospital admissions for 1974, a case fatality
-rate of 11.5% (740 deaths out of 6,508 cases) for females 0-5.

The rates foir males of the same agé group (0-5) was reported

as being 10.7% (762 deaths,out of 7,097 cases).
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There is an effective measles vaccine available;
however, due to logistics and transport problems, coupled with
the cold chain f-ctor, it is essentially not available for the
majority of rural children, except in mass campaigns. It is-
believed that with implementation of the primary health care
program, as well as the strengthening and improvement of the
capability of the immunization program, this cundition should
be ameliorated.

4. Infectious Hepatitis

This disease poses as a major health problem, and
is most often noted in connection with poor environmental
sanitetion. Of the ten most commonly hospitalized cases,
infectious hepatitis wasz noted to have the second highest case
fatality among females (17.4%) admitted to hospitals ‘during

1974 ‘ It occurreé most commonly among males between ages 14 45

a1A101 out of 1457 males) admitted to hospitals 1n 1974
5. Others
The problem relating to those 1nfect10us dlseases o
which are related to water supply (enterlc dlseases) are covered
under "Endemic Diseases" section. |

C. Major Endemic Diseases/Environment Health Problems

As might be expected, the list of endemic and‘potentialiy
epidemic diseases occurring in Sudan is extensive and imposing.
Due to the extreme diversity of environmental, climatological
and sociological differences in this vast country, however, few |

of these diseases are of more than regional significance. The
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exceptions include malaria, schistosomiasis and gastroenteritis
(dysentery and diarrheal disease), which are sufficiently wide-
spread to qualify as national health problems.

On the basis of severity of impact on large segments of
the population, one should also include onchocerciasis and
leishmaniasis. With the exception of leishmaniasis, these
priority endemic diseases are associated with water either
directly as the medium for the dissemination of the etiological
agent, or indirectly as the breeding area for the disease vectqf
or intermediate host.

In the case of these, as vell as other, 1mportant o

endemic diseases, existing data zre not sufficient to calculateéf

their full impact upon the quality of life of the pe0p1e or
upon the nation's socio-~ecoriomic development, but there1lsw
little doubt that it is significant. . AR

Drawing upon available reports, the hatidhai*hé;ffﬁ
plan and discussions with MOH personnel, an- attempt w111 be
made to apprise the reader of the nature and extent of each,
endemic disease problem, particuwlarly as regards qualltyfof
life and socio-economic-develppment. e

1. Malaria

With the exception of the Northernmost desert ;réaszl
and parts of Red Sea Province, malaria in Sudan must be conF ‘
sidered to be a cointry-wide endemic disease. Differences in
intensity of transmission, seasonality and public health impéct.

that occur from nrovince to province are closely linked to theif
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favallabllity:ofawater or&ﬁﬂoghelesfmosquito breeding and

&therefore; V”W” ‘se,>as does the rainfall, from North

jto South.

‘Prevalence

‘Most recent country-wide statistics on malaria

fences ‘can be drawn w1th regard ‘ ‘}atlonal trends in the

31nc1dence and. prevalencerof;thls dlsease.' A 11m1ted ‘numbex

aof reglonal survey haq een conducted, however, from which

-a few assumptlonﬂ and:speculatlons may be formulated. One such

fstudy of blood p aSitefﬁimes 1nf"h11dren 2- 9 years old liv1ngﬂjg

6,v1llages 1ocated;w1thin the'Ge21ra conducted ln 1975 can37;

.,1975;study were

nPlasmodlum falc1parum1(ma11gnant, ertlan) malarla. The earlleryr

;survey had shown onlyTS _1 %)w o be;Pu fa101parum. If this

‘trend is accepted as 1nd1cat1ve of the whole area, there is good
reason for concern as mallgnant tertian malaria is a significant
‘contributor to morbidity ih adults and ranks high among the

major causes of infant mortality in Africa.



Within Gezira alone an estimated 2.5 million
persons. are at risk to infection. This observation gains in
significance when one considers that the Gezira irrigated
perimeter accounts for 40% of the nation's gross domestic
product, generates over 1/2 ef its total employment (direct ..
or indirect) and is respomsible for 98% of the eouppry'e!&ggi
~export earnings.

b. Socio-economic Impact

The speclal 5001o—economlc imporiance’of: the -

zGezlra coupled with the enhanced opportunlty ‘or mosqulto

'country as two separate problems.w The flrst of‘these is

referred to as "Nat10nw1de Malarla "er! “f

. C. Vectors

The major mosqulto vectorﬁln» udan 1s oghelesz

‘gambiae, a particularly ngorguswgpec;em,dlth few preferencesiﬁ}



pfér breeding sites. It is extremely aggressive and has a

fpteference for biting humans. A. gambiae is extremely sus-
“oeptible to malarial infection and as such is an efficient
ueotof. In the South it is suspected that A. funestus may

caéiist w1th A.gg mblae.' A. funestus has a greater ability to

‘survive.in: thefdrler months than A gamblae and may be respon-

“pected that the absolute num

1

5natural populatlon 1ncrease.
In summary, dewpltww' "f£§“6f hatd”data

kthere 1s llttle doubt that malarla is a seflous problem in Sudan.

ilts»apparent 1ncrease slnce the»lSGOs, ~1ts suspected shift from
benign to malignant disease,vits‘established serious effect upon
'infant Survival and its expectedprtential for depressing socio-

economlc development and’ productlon have led the Ministry of

Health to glve malarla control,flrst prlorlty 1n the upcoming

Natlonal Health Program..
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2. Schistosomiasis
Schistosomiasis (Bilharzia) transmission has been
reported to occur in all provinces of Sudan except the Red Sea

Province.

a. Species - Distribution

Both species of schistosomes known to occur

in Africa can be found in Sudan. The first of these is Schistosoma

haematobium, the etiological agent of urinary schistosomiasis.

Considered in Sudan to be primarily a disease of children it,

‘and its snail intermediate host Bulinus truncatus, tend to be -

distributed along the river courses and locally within the ,'
surface water impoundments and streams of the west and nortth;

. In spite of its sporadically high prevalence and potentlalbfbr“

causing significant urlnary system damage and hematurla, 1t 1s
not considered to be one of Sudan's major endemlc dlsease“my,ﬂ

‘problems.

The second spe01es, Schlstosoma manson1 1s'the‘

‘causative ‘agent of" 1ntest1nalvsch""somlas1s whlch 1s a 51gn1f-j

1cant contrlbutor to extensxve llver and 1ntest1nal damage 1n‘¥dwf
;adult and child alike. The dlstrlbutlon of S. mansonl as well

as its snail host, Blcmphalarla pfelferl, is most 1ntense along

_the heavily populated areas of the Nile and the Bahr el Ghazal.,

The presence of the parasite in large numbers within the

irrigated areas of the Gezira and other agricultu:aiﬁptéqut

is' considered to be a major threat to human health:as wel

-economic development.
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. Prevalence

The exact prevalence of schistosomiasis in Sudan

‘ls not known but the records of health facilities show that in

f1974w 6% of all visits were for bilharziasis. Similarly,.the

Lrecords from health facilities indicate that there has been a

net 1ncrease of reported cases per 100,000 population amounting

fto~33%’from 1965 to 1974.

Economlc Impact |

'ﬁf In 1ts country proflle for Sudan, WHO has estlmated'

’ ”“conomlc loss to’ the country from Bllhar21a to be

v_ooofkus $13o ooo OOO)gper year.j”?

Vlsceral Le1shman1a51s —‘Kala Azar

fVlsceral lelshman1a51s has been reported 1n Sudan

E%;Qlw/1904 in both endemic and epldemlc,f‘rm-é

7a; Sgec1es/Reserv01rﬁ;

It is believedﬁéﬁé%fﬁhé”ééial'

by fleld examlnatlon-of'llkelyvspe‘XVIZ_»quWe_F
fellne) have not been successful
b. Vector

The-usual’vector;?tHE“sandfly'(genus: Phlebotomus

or Sergentomyla) is present as thlrty—elght species or sub-

sPecies, but to this date the numbers of infected flies of
any species have not been high enough to explain the prevalence

of the disease or, indeed, to incriminate the usual vector



¢. Endemic Areas

Endemic in the area bounded by the Ethiopian
border and the White Nile (East and West) and by Kassala and
Malakal (North and South), Kala Azar appears to occur at all
times of the year in men, women and children with about equal
frequency. One isolated focus north of Khartoum seems to be
confined to children, and other widespread foci are known in the
west and as far south as Jongeli and Eastern Equatoria. |

Lacking the more sophisticated methods of
diagnosis, field hospitals diagnose the disease on clinical o
grounds. This practice probably results in an inflated prevé¥~[i
lence report. Primarily considered to be of relatively low N

incidence, the disease has approached epidemic proportions ?bég?ﬁ

8 times within the last 70 years. Recent information'indigatés¢;

that a significant number of patients'formerlyfdiagnosed-as_f;ﬂ“*

ISP

having cutaneous leishmaniasis (Leishmania tropica) may have
been exhibiting diffuse cutaneous symptoms due to L. donovani° f
or perhaps to some unique species. If so,7£he dynamicszbfi_" 
transmission of visceral leishmaniasis will become evénfmbre%fﬁfi
obscure, |

4. Gastroenteritis and Diarrheal Discases -

~a. Prevalence Nationwide
Virﬁually no part of Sudan is free from enteric .
disease - including infant diarrhea, acute diarrhea;'AQSeptétiéé
‘and cholera. This broad category of infection accounted'fqr

8,255 cases per 100,000 population in 1974 based upon- hospital-
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reported figures-alone. Considering that the majority of cases
are not reported, one can only éssume that the true prevalence
rate must be staggering. Second only to malnutrition as a
cause of significant morbidity, diarrheal disease resulting
from poor sanitation and the lack of safe water supply is the

third highesc cause of hospital death.

‘b. “Rate Increasing e
Sl S

“Mihistry of Health officials have estimated i

The causatlvé agent, ‘Onchocerca volvulus, is a

’t“de worm transmlttedk 0 nQ y5the bite of the black fly

;Slmullum damnosum.. The‘resultln 1nfection produces cutaneous

fnodules in the v1ct1m:an 41n¢a,81gn1f1cant proportion of cases,
%bllndness.'

'b.  Prevalence

In Sudan, estimates of infected individuals,

based upon WHO surveys and reports of the Ministry of Health,
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number 160,000, with nearly 40,000 categorized as "Economically
‘Blind." The disease distribution closely parallels the location
of the fast moving streams which are the breeding places of the
insect vector. The severity of pathology (i.e., blindness)'isv
most intense in Bahr el Gmzal Province. But other foci occur
around Abu Hamed, below the 5th cataract, along the Atbara R:i.vei:'.‘vr
in Kassala Province, and in stretches of the Blue Nile in the
vicinity of Rosseries Dam along the Ethiopian'border; Another -
suspected focus is located in the Southeast corner of‘Eastern,

Equatoria Province.

In the continued absence of an 1ntegrated controlq

program, it has been -estimated that the numbers of. 1nfected and, w
blind persouns will approach 200,000 and 50,000 respectlvely by i
the end of the 6-year plan. It should be empha51zed, however‘
that: these projectionS'take 1nto account .only: the natural~'
increases in population and do not anticipate:any 1ncreaseﬁ1n J'f
the rate of transmission;

6. Trypanosomiasis

‘a. Problem in South

Exclusively a problem of: the Southern Reglon,

,«

Trypanosomiasis or sleeping sickness tends to 1nh1blt economie\
. | s.’ L
development in at least two ways: firstly, as- a chronlc o

progressively fatal disease of man (Trypanosoma gambiense) that

is greatly feared; secondly, as a highly fatal disease of cattle -

(Trypanosoma brucei), called nagana, that makes the grazing of -

cattle impossible in the highly endemic areas of Equatoria.
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b. Tsetse fly - Vector

Both diseases are transmitted by tsetse flies

(Genus Glossina) and have greatly influenced the dlstrlbutlon

fof man and animals in Southern Sudan.

c. Control Efforts

Sleeping sickness has been a problem in this

'1storlcally effectn.ve.j Slnce the recent civil strife,

%however, dlsper51o of the'"opulatlon and interruption of the

;control program ha e res lted in’a sharp 1ncrease in the numbers

jo freported cases.

- In theﬁabsence of a comprehen51ve program of

%actlve ‘case flndln, ! .1sid1ff1cult to ‘estimate the severlty of

Tthe 31tuatlon,but{f plS belleved to be deteriorating and is
;descrlbed as "epldemic" 1n the Natlonal Health Program.

o o o Recent reports of new foc1 of Gambian sleeping
fslckness by WHO at Yei' and Torlt suggest that the range of the

disease has spread in a rlng‘around Juba and a focus of the

highly fulminating formfcaused by Tr&panosoma rhodesiense

(Rhodesian sleeping sickness) has been reported from Pochal
Area in Upper Nile Province along the Ethiopian border.

7. Cther Endemic Disease Problems

Although not identified as priority health problems,
other endemic and parasitic diseases exist in Sudan that have

potential for causing widespread misery if not significant‘



negative socio-economic impact. . No attempt has been made in
this report to address these problems in detail, but itiwouid :f
seem'appropriate to mention them in passing. “
a. Leprosy
Leprosy is endemic in the western and southern

regions of Sudan, with infection rates approaching 3% in some
areas. A 1966-surVey sponsored by WHO gave an estimate of
100,000 cases in Sudan. With the help of several international
donors, the MOK has established more than 10 leprosaria that
monitor treatment with dapsone and are planning to establish
rehabilitation and training centers near Wau. |

b. Bancroftian Filariasis

Known to exist in Sudan since 1944"Bénoro%£ianui

ﬂlar1a51s ‘(Wuchereria bancrofti), with assoc1ated hydrocele and;
-elephant1a81s, is presently restricted to a ralatively small -
number of people in three areas of Sudan: Zallngl, close toethe;

Chad border in southern Darfur; Kadoug11 area 1n Southern "

.Kordofan, and in Southern Blue Nile Prov1nce ‘near. the Ethloplangf
border. .

c. .Guinea Worm

About 3,000 cases of'Drancontiasisgefeﬁéf§§£;édf
annually in Sudan. Most are located in areas of thejNﬁgéﬁ
‘Mountains, Blue Nile Province, Bahr el.GhazaLandLEqﬁatofiéiﬁwhé?ég
step wells are in common use. T

d. Hookworm

Primarily due to Ancylostoma duodenale, -hookworm

infection is highly prevalent in Sudan in the regions south of



?Eﬁefﬁahr'ei Ghazal. This rule of thumb also applies to the

'other common 1ntest1nal helminths such as Ascaris, Trichuris

;and Strongyloldes.

~e. Hydatid Disease

Whiie$very little information could be found

on?echinococc031s,most authorltles questloned agreed that it

'1th some reqularltv in parts of Equatorla.

Cutaneous Leishmaniasis

Klﬁhough'the'primary concern for leishmaniasis

?falcrparum)gln;thej1rrlgated areas as well as natlonw1de.

Intestlnal Schlstosom1a51s (due to Schlstosoma

prlmarlly ln 1rrlgated areas.

‘mansoni), :

_3, Sleeping, Slckness (due to Trypanosoma gamblense)

4. Onchocerciasis (due to Onchocerca volvulus) in the

;Bdﬁraél~Ghézallthe Nile Valley and its tributaries.

5. Kala Azar (due to Leishmania donovani) in the middle

'sectlon of the country east of the Whlte Nile.
6. Gastroenteritis (due to a wide varlety of etlologlcal

acmental +hronahont the countrv.



D. Socio-Cultural and Attitudinal Problems

1. Water
Sudanese exist in a hostile and challenging
‘environment, where heat, lack of water, vast distances, disease
-and hostile nature test human endurance. The first and_greatf
est problem is that of water, which is,firstly, insufficient,
and, secondly, the bearer, or fostering element of disease.
According to El Sammani, there is an annual deficit of 246
million cubic meters in the drinking water requirements of_rural}
~areas in Sudan. The same a.thor continues:
"We can view the question of water provision from two
~angles: the angle of present pressing needs in many of
the rural areas, ... and that of water provision as a tool .

to bring about environmental"changes co ¥

Water has determined settlement patterns in

fsudan, where the Nlle s bounty has permltted settled farmlngﬁﬁ

81nce anthulty. But Nlle rlparlan lands are llm'ted

_f\

t er settlement 1n the‘north a ended to cluster around

gmountaln-tops, or crrcling the foothllls where ralnfallfls

ﬂfrequent. Where hlgh-lying aqulfers permlt the 31nk1ng Ofé?;}
dshallow wells, v1llages exlst in the pla:ns, but many v111ages;fjl
ihave no waterlsource at all.- Women must often make dally round
ﬂtrlps of five kllometers ‘or more to carry water in the heavy local

clay jugs. Human resource has learned to grow watermelons as

a’ fluld source, and nomad famllles camp beside the curlous,

%M. Osman el Sammani: 1976 The Magnitude of the Drinking Water
Problem in the Sudan Administration for Soil Conservation, Land

Use and Water Programming, Min. of Agriculture, Khartoum.




bulky Tebaldi trees which store rain-water in their trunks,

and act as reservoirs. 1In some places, dry wadi-beds f£ill with
seasonal streams during the rainy season, and along the Red
Sea coast and some areas of Kordofan and Darfur, the Khors

are-the run—off:beds whioh carry flash flood waters into the

ory;Qahdefuntil'allfhagﬁéﬁnkain or evaporated Where soils

‘often the holes are dry, or produce water unusable for its

m1neral content, and deep water is expen51ve to flnd, and
expensxve,ln 1mported machines and’ gasoline, to pump. VHafirS}
or raln-catchment ba51ns prov1de the other current approach. '

where seasonal ralnfall 1s suff1c1ent to form a reservoir.



Typically these connect with a protected well to maintain.
the water uncontaminated by human or animal- use. Hafirs;_

cannot be dug in all soils, and there is loss of water both

from ground seepage, and from evaporatlon, but theygvorm
of the cheapest and most readily avallable methods of water.
provision where rainfall is suff1c1ent at some p01nﬁ 1n

,the cycle to fill them. Where haflrs are fenced and the"fencesf

,animals go down into the waters, often formlng llVlng chalns
-to ‘laboriously pass the: water out to be poured 1nto a basmnv

“from which animale drlnk, and all supplles are taken.}f_r

,,*
s

Availablllty of. wate s a major health problem on

flevels of_both nutrltlon and san1tat10n.~ Samman1~cont1nues

Arab, and th’LSobat,.are respectlvely breedlng placeshforg




ftﬁeﬁblaékﬁfﬁie§5ﬁhiéh;Ve" River Bllndness (Onchocerciasis

;— thesefproblems are addressed_hechnlcally elsewhere in this

;paper), sand‘flles whlch,vector‘kala azar,.and the tsetse and

b1t1ng—f11e53*hlch<carry'Trypanosom1a81s. To the north in Gezira

;health nd development problem for:theKSudan

nd one whlch

Smus «bewaddressed on .all levels, and-ln each lnstancevelf'V“

32Jﬁisanitary ConditienSm

Water problems and sanltarylcondltlons are ev1dently
;closely llnked

Multlple use of theVSame waters.for drlnklng,'

:cooklng, washlng of food, bathlng, laundering, and washlng

iaway of sewage;‘as well as“contamlnatlon of water sources




house--compounds, there i:s a mirhadth (latrine)fbuilt=in”aﬁ;7
corner along the outside wall, equipped with removableiin‘
bucket underneath, and large jar of water with dipper for -

washing down. In simpler houses, the arrangement for womehf

may consist of a hole dug in the mud-floor of .an 1n51de“t'
room, and a fire is built within this hole at 1east onc

‘daily. In other places where “there is no“lnsxde;facillty(j

undesxrable env1ronmental 51de-effects, hlch should b




”f-"*,Sudan Today, - nlv. P“ess.of Afra.ca publ. for th"ip'
'ilj(i,iniStrY of- Informatlon and Culture r‘-Khartoum, 1971.._“,




and Equatoria's Immatony range rise over 10,000 feet, and
know no roads. In central and northern parts of Sudan,':’
people know of the existance of modern health facilities,,and;
when local measures fail, they will often make the effort,‘hﬁ}
to go to the nearest dressing station or hospital. 1In the
more remote areas live many people who have little. knowledge
of goverrment facilities, when they are'avallable., Small-

pox eradlcatlon campalgn immunization teams went- 1nto areas
where ‘they say the people'had:never'before seen‘anyagovernment
official. Ingenuity was reqUired to convince them-toaaccept
the immunization. Ministry of Health off1c1als in. Southern

Sudan state that they can reach Zande people because of the

Brltlsh Zande Scheme, whlch, durlng ‘the Anglo-quptlan

Condomlnlum, required all Zande villages to removeyto

posmtlons along a Brltlsh-constructed road: - the_so-called

“Line" Many southern peoples, however, havewdlsperse'

settlement patterns, and 11ve 1n isolated homesteads
the few regions where v111ages do exlst, 1t 1s ne"
send runners to the Chlefs to make arrangements fo"‘an
health or 1mmunlzatlon v181t., Some ‘'of these groups'i

begin to desire‘health faCIlltleS, but the basmcﬁproblem

of;reachlng them;WLll contlnue "to- pose barrlers.;

‘4.0 Attitudes- and Knowledge

‘Part II-c [of this paper has. aiseuSééa~f61kg

be'weﬁsﬁabou‘ihealth,sSlckness -and causatlon._uHere“At hould

;er 1ned that most ordlnary Sudanese folk therefore,






and‘people are not comfortable with it and would prefer to
avoid it when possible. o

In some.places people have a decided preference.for
injections rather than pills. One can conjecture that'where,
there are definite conceptual distinctions,made between
illness caused by possession (i.e. 1nterna1121ng the |

(.' :

51ckneas-cau51ng spirit) and influence or external touch of

the causatlve agency (i.e. gaze of the ev;l-eye,‘or devil-

touch"), internalizing medlclne and the manner of d01ng SO

may be con51dered to have dlfferlng degrees of potency for

reasons qulte dlfferent from those a westerner would: ascribe.

+their ;looks “and’ domlnate thelr senses and dlsplay ot the1

~-e

;9§a;gs@;xcept»those‘which can be decently'dlsplayed ,let_ﬂ“t
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-them cover® helr bososms wlth a vell and not display their

‘charms save to thelr husbands, thelr father, the fathers

fo thelr husbands or thelr sons, the sons of their husbands

or: thelr brothers, thelr brothers' sons or their sisters'

‘or thelr women frlends, thelr slaves or their male

:servants deprlved of sensuous appetlte, or to youths Stlll

flnsen51ble of women s nakedness, and’ that they beat not w1th

'thelr feet to make‘known thelr hldden jewels..." In a !h

3

country where rellg;on 1s the frame of llfe these clrcum-“d

scrlptlons welgh heavmly.“P"Jd

mper, but we should llke*t




importance in Sudan. 1In all regions of Sudan, marasmus.and
kwashiorkor are to be found, the highest incidence appearingﬂ
among weanlings and young children and pregnant and nur51ng

mothers. Causative factors range from simple 1nsuff1c1ency

of harvests to carry over till the next harvest is 1n, to
destruction and loss of crops by locust, or drought, or‘
animal predation. Where nomad herds move through farm;
lands, resulting conflict between pastorallsts and farmers
is edged by the knowledge that ‘there is llttle margln;to\

cover the foodstuffs destroyed. Another element 1n the sus

tenance picture is the inadequacy of the tradltlonalkdlet

in many places. While many frults, vegetables, 1egumes

etc. are avallable in markets, the essentlal dle for ‘many

_people is merissa, the llghtly fermented durra_sorghum ‘beer.

'Readlly avallable, thlS 1s consumed at 1rregular 1ntervals

Apangs, but does not cover the needs of basmcfnutrltlon

Busy mothers, lacklng knowledge of basmc nutr1t10n=5

Often there are no regular meals prepa d

a51da ‘orrldge.

Thrs adds to the gastro-intestlnal dlsease rlsks.

e In rural Pltchens, food is. stored in clay Jars,;

leather or- gourd contalners, and baskets. Samln-(clar;fred;bﬁtter)

and milk are usually‘kept\rn;large,gourds rubbed inside'mithﬁ



from desert,dep931ts, or.imore p;gpgp;y_lsj6btaihed,ingﬁﬁe;

unlversally}anallable’potashwwﬁ



In the city, a;-.bit":;.:,qf1,fbu';t“¢h‘e£f."”s:‘igéatéxtwil'_l ‘be- used:

-every day or so - cooked 1n stew or soup ‘or. brochette
by most people. In the country proteln lS much more lrmlted
animals are not often kllled, and meat graces the rare
celebration or guest meal ‘Chickens may “be: kept, but ofte
the -eggs are taboo for. all, ‘or at 1east spec1al members‘o:’thew
group (usually women, Or young~boy5') Mllk»ls an 1mportan

1tem of diet among cattle-holders, though the herds”are;
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forAnutrltlon research to be
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programs for literacy, health, formal and non—formal sklllsey

training. AID might productlvely con51der a551stance to

their programs.

Finally, in as broad an effort as the SudaneSe

Health Plan, it is dlfflcult but necessary to set crlterla for |

revaluatlon of progress. Nutrltlonal status 1s one- 1dent1f1ab eE

5 arlable, whlch could be employed to- thlS ‘end.

6. Children,

"Wealthiandrchlldren*are#the ‘adornment' of iour


http:subject.in

'course,the best protection for the infant's health; but
'by the tlme that weaning does occur, the breast is already¢;

a: shor diet for hlm. Weanlng 1s~typ1cally accompllshed‘qﬁﬁ

4abruptly. The ch11d 1s often ta)’“;to hlS mother'= famLIYiﬁ

:statuswftom 1nfant.to&young chlld Now he w1ll begln tOv

of malnutrition.




“EB. ‘Health Manpower Problems

jifﬁﬁTraining Needs

é. Basic Training -}CHWS?%

fto ‘be " tralned.

b Retralnlng for PHCP

Equally demandlng w111 be the requlrement of‘~«w- 

¢a«never endlng proceqs.

HReorlentatlon of All Health Personnel
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ﬁthe ‘program’ requlres thorough;plannlngfﬁeérefuiffimingfandm

‘Eachhhealthlworker, dlrectly or 1nd1rectly

‘1nvolved‘at the dellvery:end of.the program,~needs to know

:pvec1sely whatjhlsjrole is and how'hls jOb fltS 1nto the_;gﬁ

’overall scheme.

d. Tralnlng Faellltles

-perlods regular classes were not 1n se551on. In El Obeld

;vacatlon;became unavallable when school reopened.i Some courses1




parts and spetrol

Because most tralnlngf anters are ‘in

_degrees of'renovatlon or refurblshlng

1mplementatlon would be an
AR Y

fapproprlate
.entlre system} It 1s probable that some“tralnlng act1v1t1es

rﬁéaianbgfsanggi».111ff¢@£i@ﬁm

functlons of the tralnlng.centers wmll need to beiad]usted_o*ot

accordingly.

Tramning of Tralners

Tradltlonally, tutors aSSLgned to the?varlous MOH







ﬂ3;,¢Supervision

uperv1sion. Successful dellvery of sprv1ces by the least

|
jh B
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' Tactor 'n'manpower utmllzatlon.;'Refresher

'evel of the dlstrict hospltal., Reflectlng the



http:training.or

fi"Medical "Braln Dra:n.n',"
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Qwould ibe "willa.ng ito, .serve.;:.



’QfoFac111t1es and Infrastructure

”,:GOS Objectlves for Health Fac111ties

ﬁd:'

-~ strengthen rural healthwuare fa0111t1es towlnsure%

‘primary health care service;

- establish training facilities for all.levels'of health

manpower; .

fdeveloped areas of the’ country.

2 Heart of the Problem - Flnances

fors!









 “Coord1nat1on

mBecause the two Mlnlstrles;of Health:funcalon as’



‘w1th regularly scheduled:meetlngs3to‘share plannlng and

'operatlonal experlences,:North and South ThlS is 1mportant

for ail program‘act1v1t1es,rbut especxally for those omponents_

that are planned and conducted on a natlonal,scale,

malarla control.



VI. MAJOR PROGRAMS OF NATIONAL HEALTH ‘PLAN



T, MAJOR PROGRAMS OF NATIONAL HEALTH PLAN

i A. Primary Health Care Plan

One of the key policies expressed bY‘GOSvfaf*ifg”

ﬂhé&}Development Plan was that "Equitable distribution dfﬁf

/and the PHCU's. . (See.Table VI-1) '



PRO‘IINCB HOSPITAL

"PEC = Prinmary Health Care '
] Normal Referral
‘== = =3w Enorgency Roferral

Sources ‘NHP Dot,unﬁz;itv page 65

Bnlth Cuntrs is concerned.




VI-3

- Staff

‘The staffing of the village level health

EféoilityaiPriﬁéry'Health Care Unit) is a Primary health

_oare worker or communlty health Worker (CHW) . The dispeh-

isarles w111 be ”taffed by edlcal ‘ssistants (nurses with

itwo years of spe01allzed tralnlng follow1ng completlon of

3

””The medlcal assistant

"a program for certlfled nur es

serves as the ’enlor offlcer.or team 1eader of other members

worklng at th ‘dlsnensary"levely(nurses, sanltary workers,'




contributions by communities). A significant amount of

support for development costs of the program (construction :
training, equipment, medical instruments, transport, etc 5
will have to be borne or contributed by external donor :
agencies.

2. Feasibility of PHC Plan

This program is an ambitionus one and ques

:tions are often raised as to its technical and financ1al

St

iteaSLbility. The magnitude of this undertaking can be only

»apprec1ated when one considers that the GOS, 31mJlar to

most developing countries, 1s presently reaching much le

“ba51c

than half of its rural population with fhealth c* e

serVices. As stated prev;ously, much‘of the’developmental ﬁ

costs must be supported by external donor agencies, however;;

;there appears to be a good poss1bilityﬁthatiGOS can support

e

manpower.
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ia Central Commlttee for Mother and1Ch11dfCare‘(Chapter X

1Its functlons are t "Propose,the .asesfand standards and’

;natlonal plannlng;for prov1d1ng’prevent1ve, therapeutlc

and s001a1 serv1ces:for mothers and chlldren.


http:achievement.if

Members of the Committee include:

- The Deputy Under-Secretary‘for Prevenﬁiéen
Medicine (Chairman)

- The Assistant Under~-Secretary for Schgp;»

Health and Mother and Child Care

Education

- The Senior Paediatrist‘

»fDepartment

fﬁA  epresentat1ve of the Attorney-General:

??Chambers

;fThree AppOlnteeS of the Mlnlster

"2 MCH in Natlonal Plan =

‘The,publlcatlon of_thefNatibﬁéifﬁgéifﬁ?ﬁgﬁgfé@@éﬁ
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ﬂJ.n the Nat10na1 Health Programme was sponsored by the MOH-



vI-g
and WHO. Its intent was to stress the need for the formula-
tion of a well defined MCH/FP program based on the NHP
and one which was integrated into the health services.

As a result of the workshop, the objectives
of MCH and FP within the NHP were more sharply deflned.

- To reduce maternal mortality to the lowest
-possible level in the next seven years, reduce mortalltyL;hg
from 3 to 1/100. |

- To treat and reduce sterility and 1nfert111ty.

- To improve midwifery services; the 1ndicator ;
being tdtal'coverage of not less than 30% of the targetg

population. -

‘g- To adv1se and provide famlly plannlng ﬁ

services 1ntegrated thh MCH serv1cesVOnlvoluntar req est{

in accordance w1th the needs of*familles and‘practlces‘v f

’pollcy.

f'- To. attaln vaccination coverage of 80%-

1ih the age gfoup 0-5 years,ega;nsttmeasles,{pollomyelitye;
‘tetenus, whooping coﬁgh , diphtheria , :,t‘i';bercﬁ‘les :Lsand
esmallpOx by 1984. -

' = To improve’the nutxitionalistatusiofschildren

in the age group;0€5¢yeexsﬁby:f



“Nutrltlov education

‘b Practlcal nutrltlon demonstration

”Regﬁlar'monthly weighing of the age
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As a result of this Working Group's meeting,
a strategy was developed for immunization with DPT, small-
pox and BCG in children, and tetanus toxoid as part of
antenatal care during‘pregnancy.
Polio and measles immunization were excluded
from the currently defined program. Measles immunization‘ i
was omitted from the NHP because it "is technically and
operationally not feasible at the present time." | ﬂ
Polio immunization was mentioned. in the NHP
‘as a need in the major towns and Gezira Prov1nce. 'The' o

workshop endorsed the NHP plan, ‘but the- Worklng Group

on Immunlzatlon omltted pOllO 1mmunlzatlon. The reasons

glven‘were that there was not a”hlgh 1nc1dence'ofrpollo;

G

maj r"endemlc dlseases.
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fMalarla-NatlonWLde

’Malar1a~Man Made

:Control of Bllhar21a 1nMIrr1gated Areas

iOnchocerclaSLS o

=Primary Health Careﬁ has threei’

(Program No. l)

Malaria?Naticnwide:

f*the transm1551on of. malarla in Sudan to an 1n51gn1flcant

eveldby_l984_and perhaps to set the stage for eventual

%ieradlcatlon.f The spec1f1c objectlve 1s to reduce morbldlt

éffrom 1ts present estlmated level of 20%‘to‘5%vper'year thu

i{;_offsettlng the expected 1ncrease 1n total cases due‘to

f;dlagnosed as hav1ng malarla n:eac

“~.zl

gpealth_fac;lltles,j



b, Strategy of Program
‘Tn fact, the program plan calls’fofj

the!application of three strategies, one for each of the -

QfolIOWing problem areas:

1)' The Southern Reglon - The control ;}
of malarla in the South w1ll be the respon51bllity of the g
Primary Health Care Program. The health workers w111 .
emphasize treatment of all cases of malarla Wlth chloroqulne
Special emphasis will be glven to the treatment of 1nfan_

;younw chlldren and pregnant women. - The plan does not all’“

3for_the use of 1nsectic1des in the South except’ or

Hw111 agaln be controlled by the Prlmary

;Health unlts and other medlcal fac111t1es. No DDT or 1nsec—'“ﬂ

L

{ﬁthlde spraylng of houses W111 b ”done. Larvacides (i.e. oil

or Abate ) w111 be applled to all known mosquito breeding places.
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2. Malaria: Man-made~Irrigated Areas: (Program No. 2)

a. Aims and Objectives of Program

Although the aims and objectives are

:thATEEﬁewégjfor nationwide malaria control, the pz blem

iéori'sideredv.;to-:be.more complex, the socio-economic

Jllcatlons more&grave and the opportunities for devising

;?effectlve long-term malaria control

the"gantl-malarlal drugs dlspensed in an 1rr1gated

government and private sources comblned.‘,_:;;zﬂ

Y':

b. Strateqy of Program

The program sets forth two strategles

vto be employed durlng the 6 year plan.fxThe flrst is a‘V'

short—term, emergency "planxof,acdrgn,



visig

{nuringfthe?paséj§éarqa%phéSé[ché“p1;n~
"of actlon was undertaken 1n whlch 1) two rounds (June
‘?and September) of ! malathlon were applled to a s1gn1f1cant
;number of dwelllngs 1n the Gez1ra, 2) mass chemotherapy
ius1ng presumptlve doses of chloroqulne and pyrimethamlne
:jwere glven to re51dents and 3) Abate »1arva01de,was applleda
fto known malarla mosqulto breedlng places.i‘ThiSfexercise
;was undertaken as an emergency measure ‘in order to avert
-‘a mass epldemlc that was expected ‘to occur and to create
pthe basis for a continuous malaria'control program (long- -
term strategy). | k

On ‘11 October, airesolution was passed
to establish: 1) A central board for malaria control, and*
2) Ahtechnical malaria control committee. These two;bodies‘
‘made up of representatives of the Ministries Owaeaith;
Finance, Local Government Agrlculture, Irrlgatlon, Educatlon

Planning as well as from the Faculty of: Med1c1ne, the

Gezira Board Sudan Tenant Unlon gLabor Unlon and thevwﬁia§5ﬁﬁ;

‘Peoples ‘Council as well as a large number of tmchnlcal

experts. This move has prov1ded a mechanlsm to coordlnate _-

act1v1t1es of ‘the various proyects;ln:the 1rr1gated:a'eas

‘and to make policy that should eventually 1ead top”j;ff]“

:expedltlous use ‘of malarla control ‘esources"n the Ge21ra

'as well as throughout Sudanq



¢, Long-Range Strategy:

The strategy for long-term control is
comprehensive ‘and has eleven separate elements.

1) Organlzatlon‘and‘managenentﬁin*?*
Gezira ~ The -Gezira Board is to employ all of the malarlaj
control staff and to fund the malarla control operatlonsft
Formulatlon of the actual control plan, however, w1ll be;f

done w1th the technlcal ass1stance of the MOH. All

curative:act1v1t1es w111 be the admlnlstratlve and flnan-@

c1al?kespon31b111ty of the Mlnlstry of Local Government *ﬁ

and the’Prov1nc1al Executlve Councll.

A_2) Irrlgatlon Water Management _:ﬁ¢

}Prlmarlly concerned w1th dralnage of waste water, canalaf

fmalntenance and weed clearlng of canals,thls element w1llg

‘prov1de for env1ronmental control of mosqulto breedlngg;fﬁ

{places.

fdwelllngs 1n order to prov1de complete coverage in the"
ispraylng program.t-

r4) \ Re51dual House Spray1ng~-

alﬁdwelllngs

5To*conduct’an annual spraylng campa‘gn

fareatreated w1th an approprlate"re31dual 1nsectlclde{
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5)...Insecticide Policy - With

‘representatlon on the 1nsect1c1de commlttee,the malarla "t;y;

1entomologist w1ll help to coordlnate the use of insectlclde ?

ito be used for agrlcultural purposes so. as not:tojﬂ “f;fb°V
’the rlsk of developlng re51stance of malarla mosqultos
’to re51dual sprays. Hls respon51b111ty also 1nc1udes foﬂp«?
eontlnuous monltorlng of malarla mosqultos for ev1dence
vof~re51stance. So far, no res1stance has been observed

to the organophosphorous compound malathlon, but 81gn1f1cant

re51stance to DDT has made thlS chemlcal useless 1n manyL%HE;
parts of the lrrlgated areas.a
6) Mass Chemotherapy -~A 51ngle

{dose of'chloroqu1ne—Pyr1metham1ne w111 be glven to the entlre

;re51dent(and'mlgratory work force populatlon‘of'the Ge21ra .

geach September tlmed to capltallz/fon the persmstant

feffect of the malathlon.Q

;ﬂ)figLegal Requlrements‘— Local

fordlnances w1th approprlate penaltles prohlbltj’eplasterlng

;of 1ns1derwalls on’ dwelllngs between l June and l Novemberﬁ;

[each year ,Thlels to prevent coverlng up of res1dualg

‘sprays.

©8) - Anti-Larval Measures - The . i«


http:timed.to

9) Curative Act1v1t1esnvﬂ.wﬂ

1programs are proposed.- At health fac111t1es where dlagnoslsglih

'by laboratory methods 1s p0551b1e, radlcal Cures w1th some
comblnatlon of chloroqulne, pyrlmethlmlne and prlmlquxne
‘be admlnlstered accordlng to the speCLes of para31te |
detected. In areas where these fac111t1es are not avallable,
chloroqulne and pyrlmethamlne w111 be provxded through -
the v1llage coun01ls for a program of self—treatment

ﬁsuperv1sed by spe01ally tralned "voluntary collaborators.,

'elQ)f Publlc Informatlon - Through

;the offlces of the Ge21ra Board and the Tenants A53001at10n,

‘all avenues of mass medla w1ll be employed tc 1nform‘the

publlc of personal methods of malarla protectlon andfﬁ
lfa0111tat10n of the strategy."ll"iiﬁ;ﬂfl_-;g;ar

‘;ll) Evaluatlon,- Paras1tologlcal

surveys on random samples of 2 9 year old chlldren w111 be

carrled out 1n January and June of each year Jn 6 1nd1cator

v1llages.{ Entomologlcal sample surveys to'assess vecto‘

fden51t'dh byﬂlndoor catches w111 be conducted contlnuously

fln lO'houses per~month 1n each of 32 lndlcator v1llage‘

‘Susceptlblllty to 1nsectlclﬁes w1111be monltored.

.Control of Bilhaera-Schlstosomlasls. (Prégrami4)}

Alms and Objectlves of Program

De51gned for the control of 1ntest1nal

e stosom1a51s (Schlstosoma mansonl) 1n the 2 mllllon

‘acresnofylrrlgated1per1meters of the Gezlra and Managll areas,'
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1) | To reduce the prevalence rates
/Of infection in the folloving age growps:
S W>13 y;s from 11% to'd%yﬁ
?4 yrs from 25% told%fy

if yrs from 35%ftolb$ﬁ;

.;;5'6“i”yrs from',f45%‘ﬁi56-}..5.%',5 ::

7 yrs from 60% to 108

zszngo reduce the prevalence of dlarrhea_a

LA

th'bloodfln 9-12 year old school chlldren from(the

SPresentﬁlevel of 40%vto‘10% 'L

To brlng vector snall populatlons 5?,

tthe’current 1eve‘.

Indlcators‘ f program success will be

b;lij The 1nc1dence of new 1nfectlons

/appearlng 1nych11dren‘of both sexes aged 3 7 to be measured

sxl.

‘were examlned the prev1ous year and found to be negatlve (1 e.

?conver81on) w1ll be recorded as well.' It 1s felt that

S. hematoblum 1s not a ma]or health problem but the‘data :

imay:befuseful'lntfuture programs )

The prevalence of dlarrhea‘w1th"

'blood (annualihlstoryrsurvey) of chlldren of both sexes



3) Monthly sampling of vector snail
population densities.

b. = 'Strategy of Program

1,The‘strategy is dividedvihto:tmo”parts;fa
as follows:

f;) Snail control -,uslng a comblﬂdﬁuhwﬁq.

Ainatoon of drlp feed back pack sprayers and aerlal spraylng,

flt 1s proposed to?dellver 1nto the canals of the 1rrlgatlon

fsystem 5 appllcatJons of molluscac1de (FresconR or Baylusczde X

:’per year. 2The dec151on as to the dellvery system and most

‘cost effectlve chemlcalfls under study. fqu :

2) Mass treatment of 5 19 year olds.xfg

» ThlS age group constltutes 37% of the populatlon, haVe the n«

‘heav1est egg 1oads%and are least llkely to suffer adverse 175

:freactlons to antl-schlstosomal drugs. It 1s proposed to};y,f

ftreat w1th an approprlate antl—schlstosomal drug at the same

:tlme molluscac1d1ng c\mmences 1n the area of re51dence.¢i f;;
?Several areas of research both proposed and 1n progress;;;g}t
‘rare con51dered to be v1tal Lo the success of the programs;pr

va) Flndlng of more cost—effectlve
focal control methods of molluscacides..

b) . The economic impact of .
bilharzia in irrigated:areas..

c)  The natural course of infec-
tions, their clinical significance and more sensitive .

indicators for evaluation.
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d)  The investigation of snail
ecology'and bionomics including the course and extent

‘of ‘infection.

4. ' Onchocerciasis: (Program No. 8)

‘a. .. ’Aim and Objectives of Program

The primary aim of the program is to

*reduc “the’ 1nc1dence of economic ‘blindness due to oncho-f

c1a31s,c}1ef1y 1n the area of the Bahr elGhazal Thef
'obJectives durlng the 51x year plan are:
_ij ‘To reduce the percentage of skln

vsnlp p051tlve and nodule p051t1ve cases (male - age 5 14)

‘byw 258,
fé)_ To reduce the number of new casesif‘
fof economlc bllndness 1n males age 15 24 bj 35%. The 1nd1ca-

ftors ofrprOJect success w1ll be (a) a reductlon in the

?sklnhsnlp and nodule posmt1v1ty rates 1n the de51gnated
tgroups as determlned by random sampllng 1n a spec1f1c
Qgeographlcal area and (b) a reductlon 1n the number of new?;u
tcases of economlc bllndness 1n the de51gnated group w1th1n}”
;the same sample area.

hb;" Strategy of Program ﬁ

The. plan calls for 1dent1f1catlon of

persons 1n imminent. danger of becomlng economlcallwlbllnd -

jbyaone or more accepted cﬁlterla and 1nst1tut1ng treatmentf

?w1th SuramlnR, Dlethylcargama21n or some comblnatlon of
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both. It is expected. that passive»case detection (i e.

affected 1nd1v1duals seeklng out the team for evaluatlon)

;w1ll be employed. A second strategy to be employed”“ Lo

»to seek out breedlng s1tes of the black fly host 1n;areas
,close to human habltatlon and treat these 51tes w1th

‘larva01des (Abate )

;5" Sleeplng Slckness-Trypanosomla31s., (Program No. 3)

a. Alms and Objectlves of Sub—Program
Covered under the Prlmary Health
‘Care Program,the objectlve 1s to reestabllsh control of
Vsleeplng 51ckness 1n the Southern reglon by 1980.- That
;1s, to brlng the present epldemlc to an end and reduce
the pOSSlblllty of transmlss1on to a negllglble llmlt.o

bf giProgram Strateqgy

The plan calls for a two phase strategy‘

“Phase l?}from the present to 1979) to concentrate on -a

?pfogram of actlve case flndlng among the 30 000 1nhab1tantsdw

1of Yamblo Dlstrlct 1n Western Equatorla u51ng 51x teamf‘

’of 'ralnepzpersonnel. All p031tlve cases w1ll be treated

;w1th Antrypol or Melarsonyl until they are. cured,thus

Qreduc1ng the para51te reserv01r and- obv1at1ng the need for

5epten31ve tsetse fly control.n Phase 2 (from 1980 onwards)“'

fiﬁfth’myphase the Prlmary Health Care Un1ts w111 be 1n place“
fand‘w111‘have personnel espec1ally tralned to 1dent1fy
}1nfected ‘cases and w111 refe1 them to local hosoltals for;yf&

diagnosis and treatment.
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6. Kala Azar—Vlsceral Leishmaniasis: (ProgramaNo. 3)

a Alms ‘and’ Objectlves of Sub—Program

‘it is’ difficult,‘ due to the lack of

‘1nformat10n about the vector, the reserv01r and ba51c

5ep1demloloqy of thls dlsease,to propose a comprehens1vev:fﬁ°

dprogram for 1ts control. The major thrust of the control

feffort Wlll be 1n the d1agnosrs by personnel of the Prlmary

Health Care Unlt and referral to local hospltals for

treatment. A second objectlve w111 be to conduct surveys :

,to assess the magnltude of Kala”Azar present in the
,affected3areas§

lb.7fvStrategy of?Program

To conduct surveys in the affected

area 1n order to find actlve cases and put them under

>treatm nt.; To establlsh ‘a. research and tralnlng center
”at Malakal wmth support from WHO 1n whlch personnel may

‘,;:m‘ay .._:x

o L

fsurveys as well as methods for dlagn051s. At the center
;1t 1s hoped that fleld and laboratory research may prov1de
Vmuch of the basrc 1nformatlon needed to. launch a more o
;comprehensrve program 1n the future.

T Gastro-Enterltls. _{Program No. 3)

a.~' Alms and Objectlves -of Sub—Program

To reduce the 1nc1dence of gastro-:;*-w

o
tenterltls‘(lnfant dlarrhea, acute dlarrhea, dysentery and

gcholera; by 1984 by 70% of the«expected 1evel.< That 1s to'

‘"frlfthe ba51c technlques of epldemologlcal and entomologlcal
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kreduce the 1nc1dence from 2 8 mllllon to Just over

800 000 cases per year.} The 1nd1cator of;program success

reported_ln“a specrfled populatlon/unlt tlme by the supportlngn

health fac1llt1es.

Tb.;Tjsetaéégy*bf”bfograﬁ
h The program whlch 1s to be 1ncorporated .
rlnto the Prlmary Health Care Dellver* Serv1ce has a curatlveﬁ
strategy whlch 1s d1v1ded 1nto three parts dependlng on V'J
lthe serlousness of the patlent'8cond1tlona
;1) Mlld Cases‘- ThlS category :
represents about 20% of the cases seen and would be treated

fby oral rehydratlon.: The oral rehydratlon fluld would be

gprepared on the spot by dlssolv1ng the contants of a pre-ﬁf

packaged powder 1nvwater.

2) Intermedlate Cases - Constltutlngu&

30% of the total problem, these casep would be treated

(elther 1nkpr1mary health care fac111t1es'by oral rehydratlon

'or 1n hospltals by parenteral rehydratlon dependlng on
’severlty or. duratlon.

'31 Severe cases---All”t'ibe treated

'by parenteral rehydratlon at the hosp1tal~level.

The fac111t1eshto produce rehydratlon
eflulds for use ln thls program do not presently ex1sta_

’ln Sudan.; A program for constructlon of such a fa0111ty‘

has been developed and w1ll be addressed elsewhere 1nuthls

document
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D. Rural Water Supply and Environmental Health Programs

In the National Health Plan 1977 1984 two of the

5 *j

fSafw;Watc* Supply, and Program No. 6 - Env1ronmental Healthff[

It would be dlfflcult to thlnk of a health problemfif

?fln Sudan that does not”lmpact elther dlrectly or 1nd1rect1y f}f

v%onnone or both of, hef"areas.; Conversely, 1t would b'
1equally dlfflcult to flnd a health problem that would not
jbe reduced by a natlonw1de comprehen51ve program to 1mprove ?nl

“potable water Supplles and san1tat10n.~“*'

1. Water Supply- (Program No. 5)
. Wlth the exceptlon of some of the larger e

ﬂ;urban areas that have reserv01rs and plpe—borne water supplles,

;?the vast majorlty of the 1nhab1tants of‘Sudan obtaln water
Afor;dr;nklng.fromr

- :Sources
ffDepp—bore wells that are occa51onally
.\].) PR -

1fPr6Vidédiwlthf?um§s but more often thh rope and bucketii f”*“*

‘fnatural depress1ons "ﬁd

:hlver beds durlng the dry\season.g
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There are few mechanlsms for the pro-

_tectlon of stored water from contamlnatlon w1th human andi

5an1mal waste *5“ y ‘;regard tO‘th;S p01nt that“Program:

fNo{fsghésﬁbeéffdeslgned.f}5‘37ﬁ‘

’”sfhf1i Present Level of the Problem

"that there are 8

i90"government-owned and 30 00k'prlvatvﬂy"owndd'wells;

'85' hafflrs and 30 dams 1nfthe country that lack adequate;

means of protectlon from human and/or anlmal waste.;gitﬁ}3

has also been estlmated that the number of new shallow

‘ncreases by about 100 per year. Due to admlnlstra-

_from contamlnatlon‘w1ll be about 1900 The alm of the*program@

wells from contamlnatlon.)HQhaJHﬂ*ff
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E.k 'Nutrition'Program

The First Natlonal Food and Nutrltlon Semlnar
held in March 1972 made several recommendatlons to strengthen
nutrltlon programs in Sudan. These 1ncluded spe01f1c sug~»*f
'gestlons in the .areas of hcaith, educatlon, agrlculture ‘?5?
and anlmal productlon. | | .

In the Natlonal Hea]th Program, actlv1t1es to
combat proteln/calorle malnutritlon (PCM) are 1ncluded
’under Programme No. 3 - Prlmary Health Care.

1. Objectlve

The obJectxve ’of thls program is a 50%

reduct;on 1n the number oi chlldren 1n the age group .

0 4 years, w1th flrst, second and thlrd degree malnutrltlon

In absolute numbers, thlS means a decrease from

'approx1mately 2 2 mllllon to l 1 mlllron cases.' To 1mp1e- )

;ment thlS program, the government 1ntends to use a stra—;j

~—/;» o ey x. PR ~'3 .'*f - -"f

.tegy whlch 1ntegrates promotlve, preventlve and curatlve
activities.

2., Strategz

Phe promotlve strategy, almed at deallnq

;w1th two-thlrds of the PCM problem w1ll 1nvolve.

~.Teaching nutrition at all-levels of general

e

‘education

~-fUt11121ng agrlcultural extens10n workers

1n he ral'lng,of ,Pproprlate foodsvto meet thelr nutrl-Vf

.tan?ltnestA
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B Development °f agrlCU1tural”}'ooperatlon u”hv

asoc1et1es to as51st 1n the storagh,__ro ess»ng and marketlng

‘of agrlcultural products.
- Strengthening of the Nutrition Section in

‘the MOH.

The preventlve strategy w111 deal w1th one-y
'thlrd of the PCM problem through the prlmary health care’ k
workers who w1ll adv1se mothers ln-’

lea51c nutrltlonal needs

- Content of common foods

J“Breastyfeedlng, weanlng and weanlng foods

;7Nu rltlon durlng pregnancy and lactatlon

Budgetlng Lo meet famlly nutrltlonal needs

4

The prlmary health care workers w111 also‘:f
1dent1fy chlldren w1th malnutrltlon, w111 refer severe

cases to hospltals, and will report on any predomlnant

nutrltlonal problems to hlgher health authorltles.

‘The collaboratlon of the~M1nlstry of Educatlonf

will also be sought w1th regard'to;mass;medla efforts on

*nutrltlon.

The curatlve strategy w1ll deal w1th the l%

3hosp1tallzatlon of chlldren:;;d th therapeutlc trea ment'A

of the cause of thelr malnutrltlon.
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A year after the publlcatlon of ‘the 'NHP,

vworkshop on the 1mplementatlon and 1ntegratlon

1andfCh11d Health and Famlly Plannlng in the Natlonal

‘Health Program was held in Wad Medani. As notedjl
fprev1ous sectlon, the purpose of thlS workshop was to

ffurthe1~develop and expand upon the plan for prov1d1ng

:MCH and PP serv1ces through the Prlmary Health Care Program.

The workshop endorsed the outline for the>i

chlld nutrltlon pla‘

“1n the NHP. - It also recommended the

L

ulnclu51on 1n the NHP of act1v1t1es to deal with maternal

nutrltlon;,fSpec1f1cally, the workshop suggested that.r;t:}

f— The preventlve strategy seek to detect

anemla ln pregnant mothers through routlne antenatal care,
and 1nclude the dlstrlbutlon of lron,‘follc a01d, v1tam1ns
fand food supplements 1f avallable to all mothers.f

—»The curatlve strategy seek to 1ncrease

'the number of hospltal beds for those needlng hospltal“

:treatment by 10% of the avallable antenatal beds*7f
curatlve strategy should also prov1de drugs for treatment{

of maternal anemla and 1mprove the avallablllty of blood

;for transfusmon.

One month after the above workshop was. con-mfﬁ

xvened,_l "Worklng Group for Chlldhoodvamunlzatlon as Part*

gof th;?PHC Program“ met 1n Khartoum.mvThls group recommendedf

ithat all chlldren 1n the PHC area b“‘welghad and charted

morder to detecthand refer for rehabllltatlon those wrth_w

moderatezorgsevere PCM.,



The Worklng Group also noted that the Mlnlster

of Health:planned7to convene a, Natlonal Formulatlve Team

%In th;s regard,:‘he‘Worklng Group recommended that the };

fgatherlng ofﬁ eople‘for 1mmun1zatlon should be used as an

_opportunity.to:

- ;Screen children for PCM .

Refer ch11drenfw1th’;CM‘to approprlateu

~ treatment” fac111t1es

1- Prov1de nutrltlon counselllng

;-’Prov1de supplemental food, 1f avallable.
The Worklng Group stressed the fact that

:lmmunlzatron sessrons -are: very llkely to be the occasroniwhend

'the largestvﬁumber of”chlldren vulnerable to PCM are seen.x*a”

zThe Group 1nd1cated th Hadvantages of these se831ons for '

-screenlng and referral of patzents for nutrltlonal defl-AN;,ﬁ
‘ciencies..

The Worklng Group noted that the tall"

sheets used in the 1mmunlzatlonsesslonstw'the Prlmary*’

.he”lth,care workers could also serve ’s,a;nutrltlon

=surve111ance -system for the PHC complex :

‘presence or absence of PCM
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F. Manpower Development Program including Health

Education for Consumers

To achleve 1ts objectlve of maxlmum health coverage

‘by 1984 the Mlnlstry of Health has 1n1t1ated a 31x-year

tmanpower development and tralnlng schedule of ambltlohs

y N
,A { *

tdlmen51ons.v Numbers and categorles of personnel requlred

;to'staff“the program are noted separately,‘ ) for the fourmf

reglonﬁ of‘the North - North”KWest and Central;g

iand<“ fThe stafflng pattern is -

Vame. Or'all reglons, but the needs and resources are¢¢§

'dlfferent

Wlth reference to the organlzatlonal structure“tg

dof the health serv1ces, stafflng of the Prlmary Health Carej

}Complex serves as a‘focal p01nt 1n cons1der1ng manpower

vdevelopment;and tralnlng requlrements.

‘1.0 -staffing Pattern

a. Primary Health Care Unit - Village,

fHealth”Worker,

The flrst level of;serv1ce 1nkthe¥PHcl

?complex 1s the Prlmary Health Unlt, to be manned»by a,

1new category;of personnel - the communltyﬁhealthfworke_

;Each PHC unlt w111 serve a populatlon o”

;suchtsatelllte unlts w11';const1tute_the,PHC Complex


http:Ministry.of
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The facility, now. known as-a dressing

qstatlon and staffed by a- nurse, w1ll be conVErted 1nto

‘These nurses willibe .

until trained: CHWs ‘are produced.

Progectlons to 1984 are for,1980 PHC

{u'lts“to‘be establlshed 1n the northzrn,four reglons and

f708 i the Southern Region.; Thus, w1th oneiCHW 1n each

frequlres the selection,“tralnlng and placement

They w1ll

1 00 for replacement of drop—outs.r

ybe glvengnlne months tralnlng.

In addition, 837 CHWs w111 be tralned

gt work w1th the. Nomads, at a ratlojof§one CHW to 1500”*

fNomads. ‘They w111 be recrulted from the Nomad trlbes and

ga551gned'back to thelr own trlbe.

'b.  Primary Health Care Complex (Dispensary)

‘= _Medical Assistant' and Nurse.

The PHC complex,;withaitsffivefSatelliteg

QPHC unlts, w111 alsc serve a populatlon of 4000 thuskﬁﬁ,ﬁg

gaddltlonal years of tralnlnggnQThreeﬁqnarters?offtheﬁnﬁrses

are male.). .



c. Village Midwives

~VillagegmidWiyes;fthefmajoritylOfJWhOmfv

midwives, and will train about 1800 more by 1984,

A hlgher category - the nurse—m1dw1fe -

ﬁw1ll be 1ncreased from 800¢to 1200 ln the North.' The

fSouthern Reglon has very,few in thlS category.

d;uﬁbSanitary,Overseers

Also complementary to the PHC serv1ces;g

{thé” anltary Overseer 1s a c1v1l servant tralned for 51x

Cmonths 1n“ba51c env1ronmental health He -1s 1ocatedw

| t he next,leve above the PHC complex”ln a health"”enteriv

?wastes, 1mprove housmng
In many v1llages an a551stant sanltary

joverseer has been selectediby?the v1llage to help 1n con _{

ductlngtserv1ces 1nit1ate bynthe sanitary overseer.’ ThlS

‘aSS1stant 1sitralned by worklng along51de the sanltary

'overseer for several weeks or months,
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(

4‘,1" |
% K

Whlle not con51dered avdlrect employee_
}under -the 'PHC: 1rogram .the as51stant sanltary overseer;' }f

1dfbem inkedJ}lthyﬁhe PHC, complementlng}the serv;ces/ﬁ

?sh'w

[of the CHW.

ThefPHC hr°9ram:iallsjfor 396 d:spensarlesfﬂ

Y

Some are worklng 1n spec1al progects such as ifj
ﬁOnchocerc1a51s, Kala Azar, and Trypanosom1a51s.liAll w1ll

{need reorlentatlon/refresher courses.‘

Nurses, or dressers, cons 1tute the largest

fcategory?of manpower, but most of them ale employed 1n :";'h

fOf the 10 500 currently actlve 1n thefNorthernL;oL

1200 are,ln dreSSLng statlons atlthe v111age levels,

f‘-pr:.nc1pal‘ly treatlng common allments{:nd referrlng more [«}

Hospltals.. About

,serlous case to Dlspensarles Or‘Dl“trlC

2800 w111 bekglven{refresher courses -and: a551gned as temporary

fCHWs, to be reaSSLgned as soon;as theiregular CHWs are

‘trained.

ﬂ975, 1nd1cat1ng an 1ncrease only:

alth personnel for

“for ‘nurses.
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TABLE VI-2

CURRENT AUXILIARY MANPOWER, AND MANPOWER PROJECTIONS

FOR 1984 FOR THE SUDANY

R e anticipated|number
. oreE . fePPROXimAtely nover | trained iﬁ:g::tfﬁ
L service rate for per year for .. ‘

HANPOWER |1a 1976 future at current 1984-{‘” :

- |years output T e

‘ fnedical 1 . BN BT
assistant | 1,450 | < 3% 13 | 2,170
I'hearen | T
,yisitor-. Sl 0350

Snurses SR S

(xnclud;ng -
s

"'dresser

nurse- N R DS R
o midwives - | T [ B

xJﬁlifif

-village [ e S
“midwives : ‘3,2QOQ§j.fB

faspg‘

Source: ;Figures derived from information
‘provided by the Department of Tra;ning.
_Ministry of Health.

Notes: 1. Excluding the Southern Region. , ”k“

2. Tt is assumed that the current ontpnt ot
traxning institutions will be maintainod.

3« As an example of the influence of “he '
turnover rate, the rrojected number

. of nurses would increase to 13,640 if
‘the turnover were reduced: to 3 %o



ANNTAT. OUTPUT OF HEALTH INSTITUTIONS|BY THE TYPE

‘OF 'PERSONNEL " TRAINED ' (1975)

health | oo | midvives

:-pﬂ'ff:i”iﬁzl,@;m;mf S ;~Jmed1ca1u
visitors |- L LTy R

1 Gianran ; ‘ tech-~
; ;3%°19§1 doqto;s nician 4assistr

}'}Eaatern cbhooonl o g
*f Northern.} O’ ol 2
~Central | ‘100 | 117} 60 -
”*Western oo 0 540

cpomAL: | ol e b e
for 1975 [ 200 | 7| 143|035

,,ihéfeasé,,igf;;»~Aa3&]~;*:Ar5w»¢¢ i
for 1976 | 0 | 0|

‘TOTAL <] .100 {117

‘for’ future | e
years - :
under
existing . |.
plans i

{Source: Department of Training,
Ministry of Health.. .

‘Notes: ,1. Including both’ nurse-midwives
.and village midwives, ' %7

;2. Composed of 117 nur#e-midwives
. ' and 350 v1llage midwives.



2. ' Training Facilities for CHWs

Twenty training ‘centersihave been designated:

to traln the 1980 CHWs requlred to staff the PHCUsls’vx'
settled populatlons in the Northern Reglons. VAQVQ§Q%ﬁEQPa,
10 centers will train the 837 Nomad CHWs.

‘Seven tralnlng centers will. prepare‘the” L

gCHWs requlred in: the Southern Reglon., Only four have been;
'actlvated«to~date.“

Each CHW Tralnlng Center has two tutors, ;;Qi
’selected from medlcal asslstants and tralned 1n teachlng

7methods.“ Thus, 60 tutors 1n the North and 14 1n the South

'Tutors are assrstlng Vlllage”

ghave:completed tralnlngf

s'l Health Departments 1n the
:selectlon of‘CHW candldates.

3.. 'Consumer Education .

Health educatlon/promotlon 1s con81dered to

pbe a“prlmary functlon of every health worker;Qespe01ally

[for;thoSe who deal dlrectly w1th the communlty.- Thelr

,tralnlng‘needs to be strengthened 1n bas1c health educatlon

vmethods ;'how to work effectlvely 'in ach1ev1ng better

~commun1ty‘understand1ng and acceptance of avallable healthw

services.

In the past, because health serv1ces ‘have’ been elther

-nonex1stant or 1nadequate recourse~ i

ionly to,thelr trad1t10na11med1c1ne men and;falthlhealers.-,
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‘The educatlonal process ‘involved 'in: changlng the.soc1al

mllleu ‘so” that modern?preventlve's AN’ become  t
'pathway to a hlgher quallty‘offllfevw1ll«beda long and
:dlfflcult ohe.

As noted 1n Sectlon VII-E the collaboratlon*‘dff

pof health workers and the three pr1n01pa1 v1llage organlzatlons{

'promlses to serve a major role in® the health educatlon/
‘promotion process.

Just as crltlcal ‘as” the health promotlon thrust,
*w1ll be the parallel prov151on of the tools health workers '

Eneed to do the Job.‘ Nothlng could be more damaglng t

}the program than’ to have the v1llages prepared to utlllze
;serv1ces, only to flnd them unavallable due to lack of

fhealth worker moblllty, lack of drugs and supplles.



VII. /CONSTRAINTS TO 'IMPLEMENTATION.
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VIl.:CONSTRAINTS To" IMPLEMENTATION

‘”Overv1ew

l. Povertz §

A Dr. Justln;

:Southern Sudan s Mlnlster of’Health

the problems c1a551c to poverty".-f
fLet'us:here:deflne povertyﬂas a lack of modern structures,fp”f

'whlch translate 1nto the subsequent set of problems..f s

hﬂ‘*Lack of fa0111t1es. Everythlng 1s “in’

'tooj:hort supply.h Example.,- here are 8 doctors’ to 100 oo T

‘people, and l hospltal for every 100 000 people 1n Sudan.*'{

;MOH current goal 1s one prlmary health care unlt per popu—‘*t

‘latlon of 4000 and: 100% rural coverage by 1984.

7bgﬁﬁVLack of flnances.. Example. The . onchocer-

.c1a51s ﬁlan 1s saldfto be halted for lack of. expected funds
.from the Afrlcan Development Bank.;¢ i |

affSelf-help- The MOH 1s countlng on: local




iare held up for months -~ 1f not forever —mby” hortage‘of

frallroad cars and englnes to carry them ”"t of Port Sudan.

‘f.., Lack of educatlonvand tralnlng.; Example.
iIt 1s not always p0551ble to flnd'VuFfl"“" numbers .of |
Qoeople w1th adequate bas1c educatlon;to‘ raln'for spec1allzed‘

health-sector Jobs. Thls problem 1sipart1cu1arly‘pre851ng

;1n the South _ ThlB w111 pose»somefllmlts;to absorptlve
~capability.

g. - Lack of .information and lack of information=
gatheringfsystem?*%EXamplé#kéNQ;SYStémisandkliﬁtlexbééérf
line@dataieXiSt;

‘h. fBrain“Drain“"ﬁInﬂcountry a551gnments,

hlghly tralned urban profe551onals are*faced w1th an 1solatlon

in. whlch there is llttle professmonalfor 1ntellectual stlm-ag:“

‘ulatlon. Dlstances are great and transportatlon and commu—;ff]

nlcatlon 11m1ted Sudanese salarle 1of Ls200 300/Mo.g,
.compare unfavorably'w1th the lezo ‘

expect in’ Saudla Arabla and Kuwait Mahggsuaanése,pﬁaféssiaﬁaigy

therefore, now. choose to work abroad.
~i. . Resistance' within:the system to'new.

nldeas and changes, due”to’fear”f threat to;personal posmtlon.

;Thls 1s more of - a problem”atdprov1n01al and lower-than—plan,{?

ning.levels.



,'Problems of PhaSJ.ng" Example- ;

a B

,ausa;vaaaf+ﬂ

;were

;not ready to recelve them when they came.‘ Health offlclals

fwere unsure of the possrbllxty to retaln these'_and14ate

%(chosen w1th\‘are and dellberatlon by localﬁcounclls

:untllﬁthey mlghtlbe absorbed:"

‘k‘ Problems coordlnatlng 1nput from forelgn

ﬂdonors.f}A WHO steerlng commlttee technlcally ex1st "

'but is not at thlS moment very effectlve.vwk,tf”"”

Forelgn observers state that management,’

‘weakestlllnksuln the health program.~ They repeatedly

gstateithat'only prOJects w1th a dlrect plpellne and a,ﬂ,

,stralghtichaln of command, and preferably w1th a facrll-fﬂi

{tator who holds authorlty_to move up and down the llne;_xfi

‘can hoptho succeed

V:They further suggest the w1sdom oflvf

“"plggyébacklng" smaller programs on the back of 1arge

'exlstlng system,‘s :tself‘a;major. onstralnt}



lgemy;SOCialfchange~

Wefhavefdiscussed”somevof ‘the* constralntsl

;to 1mplementatlon of the. Natlonal Health Plan 1nherent,

fiﬂdthe Sudanese SLtuatlon&ﬁ It ‘now becomes 1ncumbent“to

?aSk? fWhat elements make Sudanese soc1a1 change p0551b1e?

“How can'these be constructlvely re1nforced°

We here suggest several w1th reference to

fthe Prlmary Health Care Plan, and examlne them lnﬂthepcontext

‘_accompllshed ln the v1llage of

a." - 'Self-Help Concept

A theme relterated 1n the MOH 1s the

1mportance of“self—help at the local 1evel.fﬁThe corollarytf

‘concept 1s tha deve4opment 1s 1nd1genous change;‘de51red

and dlrected by the affected people themselves.: In llne o

‘w1th thls approachi“the survey team was told that v111ages\“

are chosen for as51stance whlch seek help and 1nd1cate

fablllty to cooperate w1thout 1nterference from 1mmob11121ng°

1ocal polltlcal schlsms:?

Oplnlon and w1111ngness to help must ‘be

J?Everyone in’ thlﬁ

jmoblllzed. _In Karlba the team was,

jvxllage has”been 1nvolved.v;The teachers, male and fenale,



http:directed.by

f&wplannlng educatlon.w

The@doctorfcomes regularly once agweek and spends the whole”

day,‘and it is’ a‘very'blg occa51on!"
Local ‘orgariization is the key, and the’

following groups are motivating and mobilizing factors:

- village development committee;

or establlsh the a55001atlv base forfacflon where ‘there’

.was none before (1 e. Wo en;sfa85001atlon and yout _groups,j

in northern Sudan.);
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Description of the organlzatlon and function .

*Mlnlstry Hf Health)'

fchannels of’actlon>presentimajor‘managementvproblems

‘*;heConstralnts to Implementatlon of the PHCP

1In‘thecSouth:

Because ol '-tne Soutnern Reglon S Crltlca.l.

}def1c1enc1es 1n natlonal resources, compared w1th the

;Northern Reglons, several major constralnts that bedev11

?1mp1ementatlon o"the Primarthealth Care Planlln the South

1“n$>hort supply.r Cadres from'whlch to develop healthfﬂ*h

}personnel o Qall levels are severly llmlted,_lndeed‘”the

fMlnlstry 1tself con51sts oféjust»hour.overworked men.wry;Atﬁf
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leflculty of access to people is a major‘,

iﬁfcattered }omesteads,ﬂlack of agglomerates,f"'

idifflcultles :f communlcatlon and supply.r‘The erraln 13@5

often dlfflcult, and vehlcles and malntenance facxlltles,_g

are 11m1ted

The Deputy Mlnlster of Health llsted the

follow1n{“constra1nts.

Flnanc1al”f’

:Money 1siexpected to com

from Khartoum’or fron forelgn donors, but coord1nat10n¢

;of'donor-lnputgleads to:problems 1n pha51ng fac111t1es

constructlon and manp ! r tralnlng.

- Lack of v181b1e success (due to shortfalls)

,makes the?health‘1ssue_a_pollt1ca1 football 1n the South,

"and,the Mlnlstryfls caught 1n the mlddle.

Few hcaltn fac111t1es ex1st and what the*:

rwas nas suffered durlng the c1v1l war.; Un:ts of all

iroutes are long and poor, andfgasollne 1s expen51ve.

Lastly, when people are aware of_what ‘modern ..

>plans?seem 1rre1evant..
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For ‘the preceding reasons, ‘a separate’

Feasibility studies and

investment

pre-conditions are ‘lacKing.
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/Manpower Constraints "

p Major constralnts 1nvolv1ng manpower"to 1mplement‘”“

'1n:too short a tlme. ;SeejPart»VI-F

*fLack of tralnlng fa0111t1es 1n locatlons

'whereftralnlng'shouldfbe conducted ; The prov1nces are

u51ng temporary facilltles such as elementary schools
'and nur51ng centers.g In many cases, the tralnlng 1s not y*f

close to the area of recrultment and placement Many*““'

fa0111t1es are over-crowded and lack 51mple accommodatlons.}

lnadequate number of quallfled tralners'vbothxi}

for ba51c tralnlng and for superv1smon of fleld practlce

’Tutors"have‘been selected from among the medlcal;a551stantsf

w1th good jOb performande’records, but they have)no 5 eenf,f

adequately prepared 1nkteach1ng methodology.. At'a ratlofuwk

o; only,twoltutors to 2‘,to_30 students, there 1s llttle
_opportunlty to prov1de 1nd1v1dual attentlon forﬂthe CHW's, j

e;peclally‘durlng{fleld practlce{?“ff“”‘ﬁ:
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centers’ the materials were inappropriate.:

'InaaequefeftréﬁSpoiﬁatithand{ldgistical[shpportﬁ

 :5 a) the tralnlng per'od-5°nd b)”for*prlmary health

Tutors andvsuperv1sors need.moblllty 1&

;@are serv1ceslv

had been redgllned%

Most tralnlng centers”for CHW's have no

and petrolQ,

?t?anﬁRQFFA;

"Inadequate flnances‘to”meet prOJected costs

Total tralnlng for: he‘51x—

for b*th tralnin and's‘wj¢";

yearAperlod.1977/78 1982/83_has been estlmated at/4702k000.;,

centers in‘the larg

9., ‘Higheror:more ;prestigious 'jobs in=the 'GOS,

‘private enterpriseior abroad:creates a critical 'brain drain”.
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,c;f?}Infrastructure/AbsorPtive-CaPabilitY’

Constralnts noted for each of the program areasT

and for the support serv1ces reflect the magnltude'of h

5problems fa01ng_'he MOH ln the 1mp1ementatlon§of 1t

fHealth Plan.~ Constralnts 1n the Southern Reglonuare muc

'more crltlcal for reasons stated throughoutvthls report

1n;ter”s of manpower, tralnlng, healthlfa0111t1es, commun1

'catlons,°l‘gistlcs"acce551b111ty to serv1ce areas,'and funds

PR {«, f

'avallable to meet both development and’recurrlng costs

iof operatlon.A
The Mlnlstry of Health for the Northern Reglon

fls 1n a more favorable p051tlon to recelve and absorb

:external as31stance than the South because 1t has a more

'adequate“admlnistratlve structurey There st;ll_remalns,

fhowever,.the need to strengthen MOH.sklll 1n‘operatlonalg

jplannlnf;as a flrst step,ln'program expan51on.; The;tradle

ﬁtlonal approach tO*"vertlcal" plannlng by d1rectors of

-theaueparate natlonaloprograms w1ll need redlrectlon o

E"horlzontal" plannlng for the broad spectrum

use Of,llmlted resources.


http:vertic.al
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Because the development of the varlous natlonal

fhealth programsvls falrly advanced, the"OH 1n Khartoum

echnlcal program areas.;s”f

‘of:long-term adv1sors ‘in: ﬁh ‘majo

'”}wn'operat ,nalwdevelopment w1ll

‘serve¢to”strengthen the overalhkplannlng process.aa

Recogn121ng 1ts llmlted absorptlve capablllty,

,the Mlnlstry ofyHealth for the Southern Reglon has re-n55

:quested the ass15tance of health professmonals to bulld;‘

1ts program 1nfrastructure, now depleted 1n ever ?depart-

ment. The path to self-suff1c1ency Wlll be a long:andfi

dlfflcult one, because the manpower neede;;to staff”the

nor do candldates

Mlnistry does not exlst 1n the South,

w1th adequate prerequlsltes for tralnlng.,

Thuéidhecause of ‘the-disparity in: resources,,,_

North and South,fprogram pha81ngp1'athewuse of external

ffor mmedlate help 1n bulldlng 1nfrastructure.t leltedW‘
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Deficiencies in support services, such as man-
power training, 1oglst1cs/supplies, and health statlstics,

fex1st1ng both North and South, could be addressed early

}inNPhase I.‘ Their development is a prerequlsite for

meanianul proqram operations.



"D+ "FINANCIAL '‘AND ECONOMIC CONSTRAINTS

Health_sector development 1s 1nd1rectly, but serlously i

gconstralned“bv three categorles of economlc fnd flnanc1a1 ;}

;dl emmae,'and consequent antl—equlty blas 1n 1nvestment WQ[

ThlS sectlon attempts to 1nd1cate how problemS'»fff‘

.,‘L i

Jpollcy.h

]and responses in: these areas 1nteract to dampen or frustrate

'Progress toward health sector objectlves._w”ﬂff7f

For several years the GOS has pursued’a_heav1ly

5cap1talf1ntfn51ve development pollc'rde51gned to overcome

;the stralns andtdralnage that perpetuate underdevelopment.,

?(See Table VII l) It alms to achleve self sufflclency e

’1n several“ba51c consumer products, to 1ncrease productlon

fandi 4ort hlgh—value cash crops, and to strengthen 1nfr j@

"structure (espec1ally transport) 1n ways that w111 1mprove

eabsorptlve capac1ty for further 1nvestment

;1961/62-s

There have been three development plansj

31970/71;fWthh was abandoned after flvekyears 'or 1ack of{
Y ‘(jr“' R . R A ‘ : L



http:contributes.40

TABLE-

Agrlcultural
Irrlgatlon

;InduStryuand
Mining: o

lTransportatlon,
éCommunlcatlo =
‘Power - i

fSQdiél?SérViééé?

Local Governments

Others

TOTAL -

v-1: 'PUBLIC SECTOR INVESTMENT, 1970/71 - 1976

( 15, MIELTON )

1971/71

1971/72 ¢ 1972/73 ¢ 1973/74 1 1974/75 = 1975/76

10.4 1.3 13.5 13.0. 129.0

1.5 109 6.5 33.8 '30.8

~]3gé; ; 3;§’ 4 5

1.4 1.0 - 1 5

SRt T Aty

2.8 6.2 3.0 6. 1

26.6 29.8" 29.6 50,7' 133.5

CGTI-IIA
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‘supports 80% of the population. :The bulk 6f this
;23% 1s allocated to 1ndustr1al expanSLOn w1th partlcular‘
ﬁattentlon ‘to - the proce551ng of raw products emanatlng

; Upon complwtlon of the Thirdfﬁ

‘from agrlcultural productlon.f

Plan, Sudan expects to be a net exporter ‘f wheat, sugar, }jy
and textlles, whlch today a count for abo‘t one-thlrd of

total merchandlse 1mports d;ht5n‘:bk‘uy

expectatlon 1s reallzed, forelgn exchang_,w1ll be generatedﬁﬁ

for the 1mportatlo% of‘cnpltal goods and 1ntermed1ate
products whlch presently are 1n short supply., On the

strength of thls prom:se for escape 1n future from the

economic stagnatlon:chatgiharacterlzed the Sudanese

economy prlor 1970;¢the“GOS has rlsked an unfavorable
debtvposrtlon.

Table VII 2 deplcts the upward trend of external debt

p051tlon and debt serv1ce‘ratlos, due largely t0°}$

" Budgetary dlfflcultles, 1nclud1ng*1nab111ty of

the publlc sector to chleve net sav1ngs UCentral
':government current expendltures have apprec1ated faster

than revenueu, reduclng'government sav1ngs from a range

,of 14% - 22% 1n the‘early 1960s to about 5% 1n the m1d

}19705 (Table VII

‘nxturn, has made publlc:

'1nvestment‘fotfdevelopment ncreas1ngly dependent uponﬁ,i

1ncreased debenture“flnancln both d ‘estlc and exterﬁalrﬁ

R '1n xcess of520%;per annum, S



TABLE 2: EXTERNAL SECTOR PERFORMANCE - L

R o e eiEe h e 76/77
L-‘1_3;3.1_;_';m'c‘:e'l..of Payments (LS. Million for Fiscal Year): 71/72 72/73 - 73/74 --74/75  75/76 Prov.
B Actual Actual = Actual Actual Actual Actual

j%é);ﬁTne Current. Account

1+ 2+ 3)° -30.9 = 1.5 30.5--160.3 -107.6 =-46.0

1. Exports - ,ﬁu{' 1102 4  127.6 142'855f157;8]* 176.8 212.2
@ o Cotton: - - oo ©55.3 "1 71.7 0 - 73.80 - 63.1 -0 97.3 121.3
. Others ...~ 47 1  , 55 9 69 3’7”'94;7""79:5., 99.9"
2;_ﬁImports\, - . ;121 4 3113.1 ?rl49.6v, 280.0 262.5 '238.0
- -~ Government Purchases (e -37.3. -..39.8. .- 48.1  137.7 138.0  123.8
- Private Sector- Imports 84.1 " 73.3 101.5 142.3 - 124.5 114.2
.~ Trade Balances (1-2) =19.0. .:14.5 - 6.8 =-122,2 -85.7 -25.8
3. Invisible Account (net) -11.9 '-16.0- -23.7 .-38.1 -21.9 -20.2
. Receipts . [ 16.4 - -16.4 . 17.8 28.9 41.3 - 51.6
Payments - 28.3 ~  32.4 41.5 67.0 63.2 -71.6
,(B)f;Capltal Account (net) 8.1 . -:.2.6  16.8  108.6 ~ 26.1 11.0
R Drawings = = ~20.1 - 17.9 - 41.3  111.,5 - 76.2 .37.1
Repayments ) 12,0 - W3 013.3 }*39 o'p‘gs,gg
Compensations. for Netlonallzed; S T e e - L
Companies - = ° o= e
External assets of:S.D.C. LT -
(C)  Errors and Omissions’ 1246
(D) - -Balance of Payments ' -20.2

Source: “ Bank of Sudan

cIi External Debt (Medlum & Long Term)“

, ($ U.S. Million for C/Y¥): Average 70/727g
Total outstanding ‘& disbursed - - 284,970
- Debt Service ratio* ) 11.1

*Ratio of amortization and. interest payments on medlum and long-term debt to
recelpts from exports of goods and non-factor services = -

Sourée: | IERD -



wARTE VII-3: Central Coverrment Savings and Development Effort, 1961/62 to 1974/75
(LS Million)

"61/62'62/63 63/64- 64/65 65/66 66/67 67/68 68/69 69/70 70/71"»:71/72 72/73 73/74 74/75 RAverage Annual Growth Rates ~j‘(%)
A D S - IR . 61/62 65/66 61/62 69/70 61/62
(PA) (BE) to to o to to:
64/65 69/70 69/70 73/74 73/74

1. ‘Current revenids ~f«'5:*60 3 »74;67:;‘76.'"6 73,7 75.2 85.8 99.0 114.6 149.4 164.5 163.7 173.4 213. 9277.2 7.0 18.7 12.0 9.4 1.1

2. Current expenchture -8l 6 8- 532743 83.2 '86.4 107.1 144.0 146. 4 153 3 164 8 214.6 268.3 7.0 18.0 13.7 10.5-12.6

3. Quirent suplis '-e».7, 7.8 10.5° 0.9 2.6 12. 6 7.5 5.4 18 1 10. 4 8. 6 Neg. 8. 9 -

4. Development espenditure:  33.8°:33. "}7_};.;,29,85[2‘6& 0 21.8 24.1 28.2 29.4 23.9 24. 9 20.9 44.4. 65 01

“

5. Cross damestic 2pmduct

at factor cost ©389.4 405.4:414.9 431. 470.9 505.9 516.4 515 6 531 7 632 4 705 33735 33790 73

6. Current surplus as - R . : ; : :
percentage of Current e e e A T T s T e
revenues . : '14.4""21,6:4"22_'67 14.2 1.1 °3.012.7 6,5 :3.6.711.

7. Share of development T U S e T S e

by current surplus (%) 36.547.6 .

8. Development experﬂlture
as percentage of GDP B TS R

8.3:1

as percentage of GDP ,:13.3,14.,4 ‘14,6 14.6 16.5 17.7 17.1 20.7 27.9 27.5 24.2 23.4 29;2 33.9 -

10. Qurrent revenucs as . _ . ) ‘
parcentage of GDP 15.5 18.4 18.9 17.1 6.7 18.2 19.6 22.2 28.9 30.9 25.9 24.6 29 1l 35.1

tote: PA = va1510nal Actual;BE = Budget Estimate; Neg. = Negative. IThis 1s the "execution budget" (based on resource avallabn:.ty) as. - s
compared to an "umbrella budget" or the "commitment budget" of LS195 million for 1974/75. 2The figures here relate to current prices and = .
have been taken from the Statistical Yearbook, 1973, table XIV.2. The anrmal data given there have been coniverted to fiscal year basis t}u:ough
“averagirg" procedures. Se are preliminary estimates provided by the Dept. of Statistics, National Accounts Section.

SOURCE: International ILabour Organization: Growth, Employment and Fquity: A ngrehens:we Strategy for the Sudan (1976)

8T -TIA
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«attrrbutable“to ekce331ve llquldltyfgeneratlon?‘elg'

-expan51onnof,domest1c credlt to flnanc‘

iof the Secon tPlan 1nvestment) as wellv.“- 1nternatlonal

ilnflatlon 1n 1mported foods and 1n other commodltles o

fessentlal to Sudan s growth

3.'*

fBalance of payments deterloratlon{”esultlng from f

%concurrent 1nflatlon ‘nfcost of 1mports, softenlng exportﬁf

ﬁearjlngs ow1ng to worldw1de recessron, and the pattern o}

fGOS“development flnanc1ng current expendltures have

ftended to domlnate 1nvestment, and reflect 1n thelr growthi
;non—developmental payments trends for debt serv1ce, A |
iadmlnlstratlon and defense rather than 1nfrastructure
ygoods and serv1ces.3 ThlS has left development finance
xsubject to fluctuatlons in the avallablllty of external

“funds, addlng to the sequence of debt and lquldlty

]responses deserlbed

Unfortunately, revenues are also ‘fﬁ

?sen31t1ve to fluctuatlons 1n external markets, s1ncef{hey

}draw more from trade taxes than from dlrect’taxes.

§

i The GOS responded to these trends durlng th Second_

{Pla 1by 1ncrea51ng external borrow1ng under hardenlnq

1commer01al terms (whlch escalated debt serv101nglaand by‘;

%1mpWS1ng strlct flscal management‘; speﬁlflcally, hlguer,

‘taxes (currently about 20% of GDP), ellmlnatlon ofﬁpubllof
:sub51d1es and 1ncrease 1n publlc utll ty v

‘other consequences, thlS has helped to. exhaust,

simitansously,
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opport’nltles for further flscal control and opportunltlesaiji

for fur%her external ommerc1a1 debenture.- (Thegdebt‘:w

1) very su stantlalgconce581onary a551stance, and 2) re-“

ductlon_ nmthe growth of recurrent expendlture.i The 1atter>f

coulﬁ be self defeatlng, lf achlevable, and,wlf effected,;.,?~

woulh'tend to have greater dampenlng effect 1n the soc1al
serv1ce sectors than 1n nroductlve sectors._ wkaifam>"
Sincefhealthgaector;developmentﬁiéﬁhiéleﬁVﬁinerabief°

to recurrent expendrture, the Thlrd Plan targets for health’

sector:growth would appear tof‘epend upon accommodatlon

x”wrcontlnulng)

These types cfaprcbIemefhaveraireadYﬁaﬁfected}heaithr
;?ée?torwflnanclngfdi?é?tlff¢ihﬂ£&¢ﬁ?§5ﬁ¢¢£Sff
L Foreian exchinge; Hostages Have Innibiced tnporks

of: essential- items such -asi construction materials, motor
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1nstruments and.equlpment

and have 1ntcrferred

ceutlcal products. Instances have been cited where erternal

1nvolv1ng a few hundred dollars,ff(r;
V"ﬁpngb Budgetary shortages and overdrafts have delayed

payment of recurrent obllgatlons such as salarles

D'bt and llquldlty problems of thlS sor‘ﬁper51st1ng

over the medlum to 1ong~term could generate 1n51dlous

‘consequences for equlty consrderatlons generally,g

the health sector partlcularly.k The dlmen31on of exo-“

genous capltal necessary to sustaln the Thlrd Plan s‘\fd°ﬁ
targeted growth rate of 5 5% for GDP, glven the debt and‘hw”
llquldlty srtuatlon descrlbed, must average $600 mllllon

annually durlng the next f1ve years accordlng to IBRD

estlmates, in other words,~an 1nflow'equ1va1ent to that

of the peak year 1974'75 JiThe 1ncent1ves created by

a debt structure of}that magnltude, even 1f partly con-i°“

ce551onaldwtend naturally to favor capltal 1nten51ve

;t\the expense of employment,kcontlnued 1mpowt7

restrlctlons on commodltles essentlal to expan31on of

”fpand 1mport substrtutlon as a prlmary goal of

productlve enterprlse.,;_:“;V-l“

orlcally,strong 1mport-subst1tut10n pollc1es have,f;

‘blasedlboth employment and development beneflts‘lnequltably,
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leav1ng Iarge re51dues of per51stent poverty amldst _

fo  the restxof,the country.ﬁ Southern Sudan, contalnlng

dlspensarles, 213 out of 1708 dre551ng statlons,,62 out

of 751 prlvate health cllnlcs hrThe percentage of total

oow nlcatlons serv1ces 1n thlo reglon has decllned over j

the past'two decades. There,ls one health center for

34 000*pe0ple in Khartoum“iiutvonly one. for 455 000 ;f

1n Unlver31ty. (Table VII 4{

structure are 1nadequate/1nqtheiSouth_andHWest fo,fthe rate ofé



TABLE VIT-4: Education and Health Facilities by Provinces, Recent Years

Province : iutmn; -7 Primary . ~ General theracg f ‘Health - Dlspensanes Dressmg : Poz:ulat:.on6 (1973)
1973 % of .20 Schools Secondary Classes B Centres e Statmns c ey A
million): Ll 66/67 72/73 66/67 72/73 70/71 73/74 66/67 73/74 66/67 73/74 66/67 73/74 SChOOl . S-vool  Centre Dlsoensary

1. 'slue m.le' 3.9 (27.6).-;"1;420\ ~1;;369 - 50 143 474 542 13 43 "-’156» 7_7158];'?;139,.‘5,667 2,860 27,370 91,020  '24',779

2. Kordofan 2.0 (4.2) 286

32 200 160256 6§ 12 T2 g3 . 83 16l 3,890 - 20,100 167,500 24,220

3. Rasaals - 15 Qo. 2250 243 14 707790 459 3,236 23,740 92,000 21,030

4. Parfur 18 (12 168 4 13 %662 6 5,340 - 45,050 141,350  29,65C

5. Khartown - 11 @ g 426 391 20 3} 035 32 1 2,90 19,190 33,730 34,780

6. Northern 0.9 (6.) o ‘148 265 511 72 18 7° 1,530 69,310 g1, 90 7,630

7. Upper Nile 0.8 (5. 53700 % 32733 3 - 266,330 24, 210

8. I'.'quatona 0.7 (5. 3 80 15 4 23 48 -~ 181,000 15 oao

9.”‘Ba.hrelGhazal 3.2 (9. . o 57 g9 15 3 53’13]—1‘5‘;‘;‘453-*: 6L e - 455 330 ;85',‘70

Total ' 14.1 iob.—o 1‘,6682 3‘,’6_592 2132 5332 1790 2084 g5 138 523 620 6631, 889 3 0702 21,1002 102,170 22,740

lStatJ.stJ.cal Yearbook, 1973 table II.1. The flgures are only preliminary estimates for 1973 populatlon census 2l\ioz:t.l'narn provinces only.
The population of six mrthern provinces for 1973 was 11.2 million. 3Statistical Yearbook, 1973 table v.21. Statlst:.cal Yearbook, 1973,
table V.2. Data here pertain to 1973. SThese data pertain to 1970. ©These are rcunded f:.gures.

Source: Ministry of Peoples' local Goverrment except where otherwise stated.

- Source: International Labour Org., Growth, Brployment and Equity: A Camprehensive Strateg’y':fof the: Sudan (1976)

€2-11IA
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benefit;for 1ncome, nutrltlon and health‘status127Whether5fgé

1t represents a llkely ch01ce w1th1nithe3context of otherff:‘
development and equlty 1ncon51stenc1es may be at 1ssue.»?}jf7

Lacklof economlc development poses no larger threat';l”

;to the welfare of the rural poor than the dlrectlon takenifl'

Skewed beneflts do not

'1n the process of development

rto 5001a1 and economlc moblllty of the poor., Whlle the £l57

.Thlrd‘Plan does devote 'con51derable attentlon to 1nvolvement

of the rural poor, espec1ally 1n the dlstrlbutlon of 501ca1

serv1ces, 1t does nevertheless carry strong non-equltyff

flt emphaslzes 1nvestment 1n hlgh-technology agr1 1ndustr1al f

;enterprlse for;food productlon and=proce551ng replicatlve'k“

prlorlty of tenure to conceSSLOnalres rather than to present}

Product1v1ty and:employment whlch are controvers1a1 "ﬁfe%“:
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-any event. the Ge21ra scheme would”’“ a Poorlfholceﬁf

of‘models, development beneflts there have accrued ma nly

3to vestedllnterests and have not trlckled down to low

1ncome workers._ Furthermore, 1nten51ve cultlvatlon of he

kand other areas has been accompanled by a stead

decllne ln ylelds (espec1ally cereals and cotton)fow1kg

'to fertlllty depletlon and poor conservatlon practlces
vand 1s sald to have dlsplaced thousands of sub51stachk
farmers and dlsrupted the movement of nomads 1n the process}
It 1s thls pattern that 1s as ea51ly repllcable 1n they e
South, where hardly any 1nfrastructure ex1sts at present xﬁf

and where most tlllers of the soJ.1 are unfamlllar w1th

agr1cultura1 mechanlzatlon.v"

Development patterns under the Thlrd Plan w1ll have an:
flmportant bearlng on resource utlllzatlon for health care |
:as well as on health status.‘ Great numbers of agrlculturalg
5workers are underemployed and unable to work themselves

;out of poverty. They could ea51ly become redundant 1n a

Vlgorous pursult of hlgh technology agrlcultural development

man-made*malarlatand sch1stosom1a51s upon'the healthy.ector,f
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‘asit presently ‘does “~“then'the ‘demand ‘for ‘curative
care-couldeasily ‘absorb available health resources to

the’ detriment ‘of ‘preventive and promotive activities.
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E. Communlcatlons and Data Systems Constralnts

The Mlnlstry of Health establlshed a Department

1of Health Statlstlcs 1nt1967, w1th the objectlve of developlng

an nformatlon system useful 1n countrywrde collectlon of

'data, 1n analy51£;of health statlstlcs and in the conduct
of research and spec1a1 surveys.; At the wrltlng of thei{l
:Natlonal Health Plan 1n 1975 the MOH noted that 1ts“‘

11nformatlon system was functlonlng satlsfactorlly‘onljiat
the central level | ' | : d‘ i -
) Constralntskln the development of.an effectlve

1nformatlon system are. many..,n/"F? '

’";”~ lack of technlcally tralned statlstlcal manpower’"
-ji“ lack of an effectlve collectlon systemvb

= lack of unlformlty in the klnds of 1nformatlon

‘requlred for program plannlng and analySLS

wft}— lack of communlcatlons and transmlttal fac111t1es

'to’move data from source to central process1nq p01nt

'Vth— 1ack of equlpment to process,'record:and feedk

back health 1nformatlon to the fleld

: ”j,- 1ack'ot funds to prlnt or:purchase forms”and

othe materlals necessary for unlform collectlon ofvhealth

statlstlcg;:}_ri,_

L

The 1mportance of bulldlng%a 'eff1c1entfhealth

1nformat10n system cannot be understated;; It constltutes

a hlgh Prlorlty a°t1VltY in’ th exten51on of rura " heal

serv1ces country-w1de;~QThe,constralnts llsted:aboveashould;r<
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be addrcssed at the beglnnlng of Phase I, with the a851gn-
'ment of lcng-term techn1c1ans 1n the ‘areas of 1) v1ta1

Jstatlstxcs, 2) health 1nformatlon data systems, and 3)

‘demoglaphy, and procurement of necessary supplles and equlp—x'

,ment. Part1c1pant tralnlng should also be 1n1t1ated as soon

'as quallfled candldates can be selected.



F. LOngthS and Supply Constra1nts~f5

Success or fallure of the Prlmary Health Care_‘
4Program w1ll depend to a large degree on- thepfOS' i
iablllty to procure supplles, to- warehou“' \

.trlbute them expedltlously, and to accountafor thelr

utlllzatlon.§“
In llstlng major constralnts for the loglstlcsfi
‘and supply program,'reference is’ made to the Appendlx B-'

‘Drug, Medlcal Supplles and Equlpment Support Serv1ces,

'whloh descrlbes the program and problems 1nherent 1n

conductlng those support serv1ces under present ope‘atlons.
Major constralnts are summarlzed as follows.,

l. Admlnlstratlon and Organlzatlon.

Serious gaps occur in the flow of admlnls—‘
ftratlve 1eadersh1p and management from the top level 1n the4
iCentral Medlcal Stores down through mlddle management to
fthe lower operational levels to clearly deflne Job functlons
fand*procedures for the efficient conduct of the work. |
:Part of the problem appears to be one of communlcatlons be-.
xtween top management, tralned profe531onally as phy51c1ans; '
tand Jower echelon staff.f o - o

Thls constralnt can. be mlnlmlzed through

‘use. of approprlate partlclpant tralnlng.



2. Mlddle Management P051tlonsgi

The four pharmaceutlcal pos1t10ns\1n the

LCentral Medlcal Stores are not adequately: staffed, and thlSt
constltutes a weak llnk in second level management.

3. . Storage and Warehouse.Facilities

Physical facilities of the GOS Medlcal '

pSupply Depot in Khartoum were- constructed a. number of yearswgf
7ago at a “time  when the supply requlrements were a fractlon f

of those at the present tlme.n Supplles are often offloaded};?

from rallway ‘cars’ to remaln 1n open ‘areas unprotected from.gfﬁ

_the weather. Slmllar problems of storage were observed

at Port. Sudan after clearance of supplles through customs;tj.~
Lack of "cold chaln" fac111t1es for the storage

and dlstrlbutlon of vac01nes and other temperature sen51t1ve

‘materials at all p01nts of the loglstlcs/supply system ~ b

is a major constralnt 1n the 1mplementatlon of an effective.

immunization serv1ce for the PHCP.

4., :TranSportationiand'DeliVery?Services%

leflcultles in. gettlng dellvery of goodsl

from Port..Sudan to Central Medlcal Stores 1n Khartoum

and from the central depot outito;the Prov1nces and MOH j

fac111t1es - hospltals, healthfhenters, dlspensarles

;and Prlmary Health Care Unlts (dress1ng statlons),;lfl};;

idescrlbed in detall 1n Appendlx B 1 Part of the problem }

,lles in’ organlzatlon and management, part in theglnade- §

;Quacy ©of . shlpplng space and transport vehlcle'},andgpartl

fln the lack of storage faC111t1es noted above:f



PrleeQSijyP??QPfémeptV”storageﬂand distri- .

'butlon of supplles by the MOH are typlcallof those experlencedf

by all other sectors of the government The GOS places

roadbulldlng and other measures to_lmprove transportat:on.pa;u

'and communlcatlons hlgh on 1ts 1lSt ‘of . prlorltles for. the
Thlrd Development Perlod.

-aS;QQyFlnanc1a1~Constraints

Not only 1s there a lack of funds for

‘renova+lon or expans1on of fac111t1es, flnanc1al constralntsv

affect the conduct of ordlnary depot functlons.' For"
example, as of July 25 1977 when the rev1ew of the logls-5¥
tlcs and supply program was completed there seemed llttle

‘chance that the MOH would be able to 1n1t1ate an approved

progect to construct a warehouse for drugs and supplles
needed by the Prlmary Health Care Program.»f' L

fﬁdﬁﬂ OtherfConstralnts

The lOngthS and supply report Appendlx B
ﬂllsts constralnts affectlng other GOS programs rev1ewed,, |
‘but not dlrectly related to the PHC program, 1nclud1ng

i Pharmaceutlcal Department,,MOH -;Q;
¥; Tralnlng of pharmlc1sts and allled§

. personnel

Natlonal Formulary

Drug analy51s Laboratory

- Prlvate Sector lnj


http:ljist.of
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LG ‘Constraints to: Implementatlon of the MCH/FP Program

The 'GOS ‘has 1dentif1ed’a number of polltlcal,nv-zd#r

5001a1, 1nst1tutlonal and phys1cal constralnts on the PHC’

Program In addltlon, the workshop on the'

Implementatlon and Integratlon of Maternal Chlld Health;5f‘

and Famlly Plannlng in. the Natlonal Health Program llsted

the followmng constralnts to theglmplementatlon ofmthe MCH/
{FE seryices:

A~2Def1c1ent data ;.(%E{fmﬁk?nflmfvs"”“

o Predomlnent rural populatlon; scattered,
populatlon and poor commnnlcatlons»“‘ | |

"”“V&ﬁ;- Poor coverage of health serv1ces 1nfra—,~

structure 1nclud1ng maldlstrlbutlon of health fac111t1es,t

Ci

and personnel.;p;f
1“gftgPoorly organlzed m1dw1fery‘serv1ces duelm
to lnadequate numbers, tralnlng: dlstrlbutlon and super~#f

v151on of related personnel.w-;ef"*'“;“

i -‘Low levels of llteracy and lack of 1nfor—

i Ao B

matlon and health educatlon of the people. r:ﬁv”»"tﬁ

”Wr?f-'qlgh proportlon of poverty strlcken ,A;;w,

population. =

"f'”- Soc1o-cultural patterns Whlch 1nterfere

Wlth health promotlon among women and chlldren.wtfﬂﬂ*?LfQ
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‘7. Organizdtional difficulties sucl

%No clear recognltlon of MCH/FP

program 1n the Natlonal Health Program (1977 1985), although

an MCH commlttee has been establlshed 1n the Mlnlstry

of Health recently-;sdi?,bfff"ff“

3'f7f@b, The general problems of commltte
functlons and coordlnatlon.

'iv'— Lack of funds to meet thekneeded‘countryw1de

MCH/FP‘SerV1ces partly because the health serv1ces recelve k;
a lesser share of Natlonal Budget than justlflable.:ihj;ikﬁj
s Be51des the constralnts already recognlzed by

the Sudanese themselves, the follow1ng mlght be added-~ |
l, o “fz— Need for more detalled work plans for the» |
1mplementatlon of the MCH/FP aspects of the program._g |

'f;- Need for 1mproved data and management

.systems for the admlnlstratlon, monltorlng and evaluatlon

fof the program.»f*

‘!“f— Need for 1mproz"dsloglstlcs and suppl

'SYStemS t° support the program act1vmt1es.- in*f”"”

.7Need forhequlpment and supplles ‘ff

_aud10v1sual equlpment and contraceptlves)

; : ﬁit:— Avallablllty of quallfled and tralned
jpersonnel to flll the mlddle and upper level MOH techn1ca1

fand admlnlstratlve p051tlons for the PHC'program.-ﬂo,"d

,:!p— Avallablllty of support,from forelgn donors;


http:systems.to
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It‘should “bfnoted that there”are'reglonal{dlf—:*

fln‘thewsouth;than 1n the North

The absence of -an expllclt natlonal pollcy on

2famlly plannlng should not be cons1dered a constran.nt.,,ﬂ?-wi
[Thls 1s because the government has already expressed .ts‘[

ftac;t approval of such act1v1t1es and 1s actually glVlng t

support to the dellvery of famlly plannlng SeerceS?f:Thef

extent to whlch abortlon and sterllizatlon serv1ces mlght?

be introduced 1nto th'fMCH/FP acthltles,however, must

be studied furtherf


http:delivery.of

ViI=35

programs.7’“

h“ppralarla—Natlonw1de

:ifMalarla—Man Made f’a

i,“;Bllharalafln 1rr1gated areas9

hfSafe water supplles
'féijoéramﬂG, Env1ronmental health
a‘h?fProgram 8 Onchocerc1a51s

Because many of the programs have common constralnts,

'an outllne for 1dent1f1catlon of several caterorles ;s

WA
bty

proposed 1n whlch examples have been recognlzed. L‘f

N 5»

;,ga;f Those constralnts 1nherent 1n the plan
oflihgjpfogrém}'_h;f}-"

Lack of correlatlon between plan

and obJectlve (1 e., plan 1f'successfully 1mplemented

w1ll not have good chance of achlev1ng the objectlve)

@ith other programs. .~ o



b.  .'Those constraints associated with

‘quantitative or jqda;itative jdefic:iencies of personnel.

'if;ﬁé'i" |
salaries and incentives.
deficiencies in commodities and logistics:
1) shortage of raw materials, f.e.,
insecticides, larvacides, drugs, molluscacides.
| | 2) shortage of logistical support,
ive., transport, storage, fuel, spraying equipment.

The input necessary to overcome these constraints
is-in ‘essence the aim of the AID program.

The corresponding inputs ‘to ‘remedy the ‘con-
jstralnts 1n category a are technologlcal a551stance/
iplannlng, for category b tralnlng and sub51dy, for

:category c, commodlty supply.

What follows is an attempt’b‘bi&eatify71h7ﬂ‘f

wa horizontal fashion the major constralnts“‘_ﬁfh" 1mplemen¥

‘.tatlon of s:Lx Env1.ronmental Health related programs by the;_,ix_;'.f»";;

lcategorles outllned above.



‘2.0 Major Constraints by Category

a. '+ Constraints inherent in the .plan.
iy :

1) .. Lack of correlation. between

plan:’and-objective
- ‘Bach of the six natlonal plans
related to Env1ronmenta1 Health/Endemlc Dlsease Control
has some degree of deflclency in this regard
The Malaria Natlon-Wlde Program,‘};
for example, hopes to reduce morbldlty from 20% to 5% |

~by the end of the G-year plan in the South us1ng only

‘treatment of 1dent1fled cases. Mosqulto control w111 be
rattempted only 1n mun1c1pa11t1es. In the North and West;pﬁ
DDT spraylng 1s to be used to- accompllsh the objectlve
'w1thout drug dlstrlbutlon (DDT reszstance on the part ofé;i
'Malar‘a vector mosqultos is already w1de-spread 1n parts,‘i
‘of the Sudan) It has long been con51dered by most malarla
control experts that a control program based . upon a 51ng1e
~control method has a llmlted chance of success.v,
Con31der1ng that fulfllllng the
:stated program objectlve would requlre ellmlnatlng morbldlty

'due to malarla by more than 2 mllllon cases per year, 1t Q;a

'wouldﬂappear that a much more comprehensrve, multlfaceted

Lapproach 1s requlred.



Similar def1c1enc1es can be found

fln ‘the bllharzla program, where the objectlve 1s to reduce _

1age spec1f1c prevalence rates among chlldren, but as‘of:now

no' effectlve, safe drug has been 1dent1f1ed4for treatmen

:and the dellvery system for molluscacldes is capable of

'treatlng less than 10 oifthe total 1rr1gated area of?fhwﬂp
:Ge21ra and Managll areas. | |

The safe water supply program has
_a reasonable chance of ach1ev1ng its objectlve only because
; t 1s so 11m1ted (to prov1de‘buckets, ropes and cement

;covers for 1900 wells)

The env1ronmentalfhealth (sanltatlon)
fprogram 1s admlctedly an 1mportant area, but at present, 5
flacks both objectlve and plan.

The plan for onchocer01a51s
control hopes to reduce: the percentages of skln—snlp
\pOSltlve males dn¢ certarn age groups by 25% u51ng, prlmarlly,

'treatment of 1nfected 1nd1v1duals w1th dlethylcarlbamlzln.;°

yA very llmlted vector control program 1s planned}

fthe malarla control program‘for the Gez1ra (man-madefy
fmalarla) has any reasonable chance of accompllshlng a worth-

iwhlle objectlve - thls)malnly because a comprehensrve,

}multlfaceted approach 1srplanned.

In summary, at present it is doubtfal

ifulfill’moreathen;ahtoken[numberLOEitheQStatedVObjectives;*
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2) Insufficiently sensitive indicators. .

The.majorityvof’indicatorS'on

whlch program success 1s to be determlned are related to'“
‘ et 1 s ey ""’k‘ .

pa551ve case 1dent1flcatlon 1n Prlmary Health Care Unlts._

,..V
S

For 1nstance,_success 1n reductlon of malarla morbldlty

‘)‘ TN

w1ll be achleved when there 1s a reductlon in the number

°f casestreported by the Prlmary Health Care UnJ.ts."i""':'["'c;'“’\5}““-i

1s more 11ke1y that an tffectlve drug dlstrlbutlon program

w1ll’record an 1ncrease rather than a decrease in cases‘
1n1t1ally.v A true 1ndlcator of reduced morbldlty should
be based upon sample survey, rather than on’ cllnlc visits.

3). Plan not comprehensive enough

to reach a large segment of population

In this respect, all of the endemic
disease/environmental health programs are deficient. To
cite a few examples:

~ Bilharzia program does not’
deal with populations outside of Gerzira.

- Walaxia progran doss ot serve

- Onchocerciasis program only :
serves. those in iminent danger of blindness,

-~ Safe water supply program is:
designed to protect only 1900 wells. ' No protection of.
water from-hafirs, the rivers or privately owned wells.

‘These are only illustrative examples.

Many’ additional unserved populations could be’ listed.



4) Lack of coordination with other programs.

Due to the vertlcal organlzatlon

*“f*the?elements of%thevNatlonal Health Care Programr there

fis"ery.llttle’ev1dence of lntra—program coordlnatlon.j To

?éit\e,,fa:;.vfs%W; sxampl;esf

LY

’DDT spraylng for 1nsect control

ﬁls stated as a program«functlon for the ma1ar1a program,-?;

;the sanltatlon program _nd‘varlous agrlcultural programs.;;

- AbateR larvac1de w1ll be olstrlbutedf

P

{by peraonsklnvolved 1n both malarla and onchocer01a81s control.;
- Each of the endemlc dlsease control

kprograms malntalns 1ts own tralnlng program for fleld
:workers, 1n splte Lol the smmllarlty of thelr functlons
?(spec1men collectlon, spraylng, water testlng) o

- Those involved in insect vector
;control hold the agrlcultural planners responsmble for havxng
slnduced 1nsect1c1de re51stance 1n vector populatlon by Sl
Andlscrlmlnate use of DDT and other chemlcals

-;Each ofythefprograms hasgitsf
own 1nfrastructure, superv1sory personnel and vehlcles.

sIn” splte ‘of many- p0551b111t1es
‘for coordination betveen programs there is little evidence

Fhat "it exists or has been planned .for in the future.



b. Constraints Associated with Quantitdative

or-Qualitative Deficiencies of Personnel.

1) Lack of manpower.

Each of the program representatlvesé

/

1nterv1ewed expressed llttle concern about flndlng aﬁ*"

’v1t1es 1n the programs.

The only reservatlons theykhad

should be con51dered however, that most of thelr prOJectlons

s .

on avallable manpower, llke the programs themselves, are

‘vertlcal;f It 1s questlonable whether sufflclent manpower
ex1sts to flll all of the needs of all programs unless
1ntra—program coordlnatlon is forthcomlng.; This .is partlcu-;
larly true 1n the South where secondary sohool graduates |
are 1n llmlted supply and w111 be competed for: not only

by the Prlmary Health Care Program, but by varlous agrl-
cultural programs ‘as well | It 1s clearly a potentlal |
,problem worthy’of_moze studpi

2) Lack of tralnlng

All of the endemlc dlsease control[

env1ronmental health programs malntaln thelr own tralnlng*

gprogram whlch 1s admlnlstratlvely and phys1cally separatedf;

fromdthe others.f In some cases,_the programspobserve ,

were,reasonably sophlstlcated and functlonal:' One case;

more than 10 years: These is'a similar program for .


http:individuals,.to

~b11har21a (schlstosom1a51s) at the Unlver51ty of Khartoum;

fleld statlon at Abu Ushar 1'

)cercia51s tralnlnq is centered at Wau in Bahr‘el GhazaT
;pro_lnce.
In short, 1t appears that each

of: the programs has a correSpondlng tralnlng element whlchi

1s:functlon1ng at present,w Some«are apparently more

and 1t 1s unknown whether the

functlonal than others}
exlstlng fa0111t1es can produce all of the 1ndlv1duals

1n all‘categorles to carry out the proposed programs.‘g;t};
would be ant1c1pated that problems w111 arlse 1n thlS area.

};) Lack of flnan01al support for

salariesfandﬁincentives¢
| It 1s 1n thlS area that the program

épersonnel were most vocal They expressedjconcern that

irecentgbudget allocatlons were not sufflclent to meet

3the needs for”salarles of workers 1nvolved 1n current

programs.r In fact they stated that some workers in: the fleld‘

“have been worklng w1thout compensatlon for several months.

:ThlS wasfsald to bekpartlcularly true of the lower 1evel

ffleldfstaff.,.

The program personnel have had 5

;problems ln the past 1n keeplng workers 1n}more;rural

;control areas. Tradltlonally,'1ncent1ves (money, blcycles,

ldonkeys) had been glven to_keep them 1nw'he place where they

'Vprogram was termlnated

?were needed._ Howeven, thlS 1ncent1v“
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due:to\lack‘pf funds. The anticipated resistance to main-
taining personnel in the more remote areas in the absence

of incentives is regarded as a serious constraint to program
Suqceés;

c; Constralnts Associated with Deflclen01es

1n Commodltles and Logistics.

Expectedly, lack of commodities and
‘transport Vehlcles was v1ewed as. the most 1mportant ob-«
stacle to ach1ev1ng program goals by all of the program

personnel.

1) Shortage of raw materials
Most of fhg endemic disease control
‘prpg;ams_have some requirement for consumable raw materials
such as:
- insecticides: DDT for hation-
w1de malarla . ‘j
=] larva01deé- AbateR foeralaria
fand onchocerc1a51s "
';;molluscac1des-; bay1u501de and
?frescon for bllharz1a
f drugs ' i
vefchloroqulne and pyramethamlne for

"malarla

-fdlethylcarwana21n for onchocer01a51s;

éaambllhar or hycanthone for bllharzlaﬂ



‘The total requirement for commodities’

‘1n thlS Category fox all programsvcould be estlmated tof'fff{

%be 1n excess of 4 mllllonldollars,per year.p It 1s ex_rﬂgpin

jpected that more than 60% of the fundlng w1ll have to be
'from external donors. Current pledges from OPEC countrles’d

and from WHO (the two most 1mportant out51de sources to

~date) are expected to amount to less than l mllllon nextk‘
year. Sudanese program personnel stated categorlcally that'}
if the AID program dld not prov1de funds for the1r chemlcals}
that lt'was doubtful 1f their a551stance would have much g

relevance.

2)  shortage of Logistical support.

"fhis category was identified as
a second major area. of need for foreign donor support by
program officials. .Some;oféthejmajorvreguirements were:.
- vehlcles (Landrover statlon
wagons and pick ups for personnel 5 ton trucks for equlpment)
~‘spra§;ng‘equ1pment for dellvery
of insecticides, molluscacideshand{1aryac1desi
- storage facilities for insecticides
‘and chemicals

- water testlng equlpment fae:

:- teachlng materlals (fllms,'
pro;ectors and classroom materlals for use 1n tralnlng programs
- field and laborabory. equipment

“for .research programs on. control:



In’summary,fthefmajor ekpréSSédt¢6ﬁéﬁféiﬁ£;
on the part of Sudanese program officials were in the areas
pf?commeditiesfTugollowing dichssions;'hOWever, it Wee
ceﬁgédedfthatfconétrei@ts existed in the'arees'of(plennihg;
coordination and manpower development as well;;"Intthe section
on recommendatlons, an attempt w1ll be made to reallstlcally

,for.AIQﬁess;stance to oVercome;them;j
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VIII. RECOMMENDATIONS FOR AID ASSISTANCE STRATEGY

’A;;{General Discussion

In the previous sectlons of thlS report, the Health
Assessment Team has descrlbed the goals and strat gles of the

.GOS;'or the 1mplementatlon of 1ts Natlonal Health Plan.:rltVf

has also rev1ewed the problems and constralnts fac1ng Sudan in the
,health sector, and the klnds of resources requ1red for the-:‘
program to become operatlonal on a scale that would lead to
an acceptable level of success.;

It was apparent to the Team from the beglnnlng of the
v1smt that the health needs of the Sudan are great. Furthermore,A
1ocal resources are so llmlted that ma551ve long-term external :
ass1stance w111 be needed from many donors for all program
;components. Thls w1ll be true espeClally for expen51ve endemlc -
dlsease control act1V1t1es. Also, the Southern Reglon recoverlngi
1from 17 years of 01v11 disturbances., has severe problems of |
'resource depletlon.;

External a551stance to date has been too llmlted and too

’ E

?dlffused t° have,much 1mpact for lmplementlng the Natlonal :'"‘“

fHealth Program.itAss1stance pledged by several donors attendlng
;the October 1976 1nternatlonal donors conference in Khartoum
;has been slow ln_comlng and, 1n total,_does not Carry much
hope for meetlnglthe entlre GOS need.w Also, much of the other

:external a551stance w1ll be channeled 1nto the agrlcultural and

hz”tors to stlmulate Sudan s economy and export

{potentlal, notylnto the health sector.
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e the?extent tlme'permltted, the .Team. dlscussed each;

;program in somefdepth w1th Mlnlstry‘of\healthaoff1c1als, both

pln Khartoum and 1n Juba. Present‘status[ofﬁprogram 1mplementa—f

;tlon‘was‘documented." Prlorlty needs'astseen by MOH staff 1n‘7‘3
‘their réspective program areas were listed:
:The discussions covered priority needs as seen by MOH'

5pg¢gram;staffjfor=

technlcal a351stance, both long and short term,

part1c1pant tralnlng,

commodltles and supplles for

“as. dellveryfof>rural‘health serv1ces,
5b. endemlc dlsease control, and ‘
fo:{_strengthenlng program support serv1ces,

- grant runds to cover oertalnpdeyelopmentfoosts,of
the program,,such as construction*OEVhealthﬂfaCillties and
fprocnrement,of vehicles and otherféqﬁiéﬁeﬁf:‘

Out of the dlscu551ons, whloh 1ncluded all of the

elght natlonal health programs, 1t was obv1ous that the Mlnlstrles

iof Health (North and South) hold hlgh expectatlons of substan—

ftlalyAID as51stance., They expressed the v1ew that many donors;
“ln the past have promlsed a591stance that hasn t materlallzed.‘
iThe Team was careful to explaln 1ts role of assessment and not
fcommltment, but assured the MOd off1c1als that Sudan s needs

a,

7would recelve prompt and serlous con51deratlon by AID.
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rev1ew and dlscu531on:w1th1n AID/Washlngton has clarlfled major

1ssues related to healthysector a551stance and led to agreement

on how AID mlght proceed 1n developlng its pro:ect proposal.

B AID Assrstance Strategy

l.‘ A531stance Strategy

As a result of dlscu551ons held at AID/W, the

major a551stance strategy would 1nclude the follow1ng.»
. jalfﬁprov151on of a country he ‘ n team conSLStlng of;
| ﬁl, ausenlor publlc=health =c1allst,
?Z; an MCH/FP nurse or nurse/m1d-w1fe,
lj, a health program offlcerry
»b;gaprogram a551stance for the development and
xlmplementatlon of a primary health care rural health serv1ces
.program.

c. AID would as51st the MOH in strengthenlng 1ts
health 1nfrastructure at the Natlonal and local levels 1n the
spec1f1c areas of: -

,lfg longthS and supply serv1ces;
i2;11health 1nformat10n and dataﬁcollectlon/
| -analysis, -
3. manpower training.
d.“ AID would- be prepared to conSLder supportlng
any GOS proposal for endtmlc dlsease control on a multl-donorlg;
rbasrs 1f WHO or another 1nternatlonal donor agency ls prepared

fto take the lead 1n organ121ng the program.
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‘2. Implementation:Approaches:

a. Formation of ‘Country Health Team'

The team should be formed as soon as possrble
‘after negotlatlonS‘lave been completed w1th the GOS.l Thrs ,
team should be a551gned to the AID Affalrs Offlce in Khartoum
sin: early l°78.
Thla team would be respons1ble for day-to-day

monltorlng ot the varlous progect components and would malntalnA

fllalsopHWLth off1c1als at all levels of the Mlnlstrles of Health

fand w1th the AID funded contract staff.l ThlS team would organlze ;

§
i I3

Tand part1c1pate’1n routlne regular and spec1al evaluatlons of
ithe progect.‘ It would be responsrble for contlnued updatlng/
frev1810n of the AID strategy 1n the health sector, 1nc1ud1ng
modlflcatlons 1n the present proyect and de51gn1ng ‘or - coordlnatlng
gthe deSIgn of new AID funded 1nterventlons 1n the health sector.

3. Project Phasing -

alffGeneralﬁRecommendations

The Team recommends ‘a- srx-year pro:ect, to be'
?carrled out in* two phases. Phase I for two years, would place
,empha51s on plannlng, manpower tralnlng, and strengthenlng of
infrastructure for p;ogram support serVLCes.r Also, as early
as possrble in: Phase I the progect would asslst the MOH 1n )
lnltlatlng program operatlons that are "admlnlstratlvely"

tangible and ready to 1mplement


http:design.of
http:monitor.ng

Phasc II for the remalnlngffour'years, would

ﬁwﬂrscale operatlonal

,act1v1t1es and program evaluatlon ln theilmplementatlon of rural
_health servmces.,

Other optlons 1n phaSIng have been discussed.
3Fea51b111ty of a three-year project was ralsed in AID/W dis-
”cussmons, w1th spec1f1c objectlves to be achleved in that t1me

3frame. ThlS would lead to a new PP and further long-term AID

‘ass15tance based on the realltles and needs at that tlme. In any,
jevent, it was agreed that AID progect staff would need flexlbllltyi
‘North and South, to lay out a detalled pro:ect desrgn. Thls lS
essentlal because of the complex1ty and magnltude of Sudan s
Natlonal Health Program, with' many questlons yet to be explored...7

b. Geographical Considerations

In effect, two project deSIgns must be
T'developed— one for the: Northern Regions with the MOH, Khartoum,

?and one for the Southern Reglon, MOH, Juba. ThlS 1S‘necesszry

‘because of thelr dlfferent stages of readlness toﬁabsorb external

assistance.:

The MOH ln Khartoum, w1th 1ts depth 1n dg~?y.ﬂ\
quallfled staff, can move 1nto an 0peratlonal Phase for the

hPrlmary Health Care Program almost 1mmed1ate1y“‘ However, lnwth'i

fédwé;“5&5é!f@iﬁiﬁitiaﬁingjbpe:atiahalvﬁfagrémsﬁiiTﬁéféfbfe;¢Aibip
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;technlcal adv1sors assxgned to Juba w11l have to assume staff

éfunctlons along w1th the th1n llne nf Sudanese health
'off1c1als and contlnue 1n that role untll Sudanese can‘be
irecrulted and tralned to replace them ' H

Compllcatlng the plcture 1n the South 1s the
jalmost total lack of facmllty 1nfrastructure at all levels of
kthe program. Flnanc1al constralnts are formldable, compared
gw1th the North Phase I 1n the South would probablyuentall some?
;thlng on the order of 90 precent 1nfrastructure bulldlng and 10
percent operatlons, whereas 1n the North the ratlo mlght be'
;closer to 50 -50. | | a

4. Project Inputs

The USAID Country Health Team would constltute
the key link in AID strategy to assure max1mum outputs for the
prOJect gr