Sudan Doctors Union (UK&I)
Medical Services in Sudan – The Conference

Healthcare Delivery Systems  - The Workshop
· Health is a state of physical, mental and social well being and not merely the absence of disease or infirmity (WHO 1948) 

· Health is a human right and it is the state and the community responsibility. It is not a privilege.

· Investing in health is an investment for a better, healthier and prosperous nation.

· We demand good quality, affordable and sustainable delivery systems.  
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Introduction
SDU (UK&I) has been actively engaged for more than a year now with SAS (Specialist Associations in the Sudan), discussing the health care situation in the Sudan. Our collective vision is to have a health care system that addresses the physical, mental and social needs of the individual and an environment that caters for the dignity of both the patient and the doctor.1
We had our first conference here in Birmingham – UK, in April 2006. The meeting was well attended by doctors mainly from the United Kingdom and Ireland as well as Dr.Tabita Shokai, the Federal Minister of Health and other delegates from the MoH. 
Priority areas were presented and discussed, namely:

· International and National review of the maternal and infant mortalities, the challenges and opportunities.
· Non-communicable diseases.

· The role of the Public Health.

· The post conflict health challenges.

· The views of the FMOH on the Health services in Sudan after the peace accord.

(Refer to the latest El-Hikmah issue and the website www.sudandoctors.org.uk, for full details)

It was also an opportunity to have a frank and honest discussion with Dr.Tabita regarding our views on the healthcare situation in Sudan and agreed on the need for urgent reforming of the health system in the Sudan to one that would fit the purpose.2,3  
We agreed on the fundamental issues that included:

· Health should top the agenda for a desired peace dividends for the population in Sudan.
· Health is essential for a successful economic and social development in Sudan.

· Health could be the needed bridge to building and consolidate the peace agreement.
· It will renew our international relationships and legitimacy.
· It will be a great opportunity for substantive change after the collapse of a dysfunctional system.
Areas that were also discussed included:
· Diverging and conflicting agenda of the power sharing actors.

· The inherent future uncertainties.

· The poor information base and wide knowledge gaps.

· The immediate concerns and the long term interests.

· The FMOH capacity for leadership and governance.

· The FMOH relationship with the other governmental departments.

An advisory think tank was recommended to support this development and to prepare for a National Conference in Sudan by 2007. 
This workshop is one of the preparatory stages. This conference is an opportunity and for the first time ever, for doctors and system users from Sudan, the United Kingdom & Ireland to get together to discuss in an open, friendly and non-threatening forum the good, bad and ugly in the current system in Sudan. We are hoping to determine the priorities, set the standards and benchmarks, ensure the delivery and maintain the accountability.

Our work will not be complete unless we device a system whereby the policy-makers will take our views into account and turn them to policies for the benefit of all. 
Demography

The real challenge is to develop a system that promotes health, prevents and treats disease and rehabs disability, covering the whole of Sudan with its diverse demography and wide geography. 
Sudan is the largest country in Africa and the Arab world with an area of about one million square mile almost equalling the size of Western Europe. The population is growing rapidly with a current population of about 35 million and a growth rate of about 2%.4 

	Indicators
	2000
	2004

	Total population
	32.9 million
	35.5 million

	Annual growth %
	2.1
	1.9


With this rate, the population will double itself every 27 years. This demographic profile is reflective of a low-income country, characterised by high rates of fertility (5.9 child) and high population growth.

16% of the population are under 5 years, 45% under 15 and only 4% is above 65 years. This means that more of half of the population is not economically active and dependant.
The environment in Sudan ranges from damp rainy in the South to desert in the northern areas. This plays major role in the spread of communicable diseases.

The social and political situation also contributed to the deterioration of the health situation. The country has suffered from civil war in southern Sudan for much of the period since independence. Only in 2005 a peace agreement was signed with the South and in the last few days with the East. The Civil conflict in Darfur is still unresolved and is currently raising a lot of concerns from the international community.
The effect of war and years of lack of funding and systematic dismantling of the public services and the infrastructure, led to significant impact on the economy and on the community development as well as the quality of the health services.
This naturally resulted in widespread poverty, unhygienic living conditions, malnutrition, illiteracy and poor access to clean water and proper sanitation.

Today there is a wide variation in the supply of clean water, 5% in Malakal to 92% in Khartoum. The same applies for environmental sanitation and access to sewage disposal, 29% in Malakal and 79% in Khartoum.5  
Infant mortality rates are directly related to water supply and sanitation coverage. 10% of the burden of communicable diseases account for inadequate water supply.6
50% illiterate with male to female ratio stands at 2:3.

50% of school children at school ages are having education and only 1 in 4 reach higher education.

Selected health problems
In spite of the government’s claims, Sudan is still one of the under growth countries ranked: 

· 141 out of 177 on the Human Development Index.
· 154 in WHO 2000 report for status of health & 10-11 years discounted for disability.
· 45.5 rank by under 5 mortality 116000/year.
· 116 out of 146 in UNDP gender index ranking.
There is a plethora of knowledge of what our health needs in Sudan are. It is obvious that in the short term, eradicating Malaria and preventing our children from getting malnourished are by far more important and needed than by-passing coronaries and replacing knees. Needless to say we mustn’t forget the seriousness and the impact on the health of the individual and the wealth of the nation from the non-communicable diseases in the not far future, especially with the current trends of the urbanisation in our way of living.

Here is an overview of some selected health problems in Sudan today. 

Communicable Diseases

The 10 most important health problems in Sudan: 5
· Malaria

· Malnutrition

· Diarrhoeas 
· Respiratory infections

· Tuberculosis

· Conjunctivitis

· Bilharzias

· Typhoid

· Hepatitis

· Meningitis 

You might remember that in 1978, the Blue Nile project managed to successfully control malaria dropping its prevalence to < 1%. This programme stopped in 1989 resulting in the surge of this pre-historic disease with its devastating results. The problem is now more complex with the resistance of the parasite to Chloroquine and the vector to the insecticides. The recent environmental and social conditions like famine, drought, flooding, civil war and extensive irrigated schemes complicated matters further.
Today in Sudan, Malaria is: 7
· Responsible for 20-40% outpatient consultations & 30% of inpatient admissions & 16% hospital death in north.
· 75% of population at risk of endemic malaria & 25% of epidemic malaria.
· 21% of under 5 had fever in last two weeks (indicator for malaria in endemic areas).

· 7,500,000 new cases each year 50% EMR load.
· A significant cause for maternal and newborn morbidity and mortality.
Malnutrition is:

· Affecting both adults and children.
· Largest component of international assistance (73% of total UN).  

· Child malnutrition:  36% stunting and 16% wasting in North.
· 45% stunting, 48% underweight and 21% severe underweight in the South.

· 15% acute malnutrition as an emergency admission.
· Repeated Nutritional crisis over the last 20 year, Darfur in eighties and Bahr el Ghazal in the nineties.
Diarrhea and ARI:

· 28% of under 5 had diarrhea in last 2 weeks.
· DD responsible for 13% of all hospital visits, 24% of under 5 hospital admission and 14% of hospital mortality. 

· 10% of under 5 had cough and 5% ARI over the last two weeks.
· ARI is responsible for 11% of all hospital visits, 14% of under 5 hospital. admission and 7% of hospital mortality. 
Tuberculosis:

· Incidence is estimated at 188/100,000 new cases in north a total of new 60,000 cases per annum.
· South estimate 325/100,000 and total of 25,000 cases per annum.
· 10% of hospital admissions.
· There is an active program, but it covers only 40% of the patients.
· Will further escalate with AIDS epidemic.
HIV / AIDs:
· Prevalence among adults estimated at 1.6%.
· Highest rates in conflict areas, South 2.6%.
· Case load estimates around 400-600,000 PLW.
· Awareness & condom use is very low.
· Demobilization and return of combatants & IDP may pose a risk. 

· Reluctance from the government to recognize the seriousness of the situation and to accept international assistance.

· Potentials for generalized epidemic are high.
Maternal Mortality
A proverb by Yemeni women says, “for a women in labour, the grave is open and ready”.

Sudan has one of the worst Maternal Mortality Rates in the world. In 1999 it was estimated at 507 per 100,000 in the North and 1,700 per 100,000 in the South. These figures are likely to have increased since.7
Most of the life threatening obstetric complications can be predicted and prevented successfully. In the UK, the MMR dropped significantly with the introduction of proper Antenatal care in the 20s and further more in the 40s after the Antibiotics and banked blood facilities.8
The Global causes of Maternal Mortality are:

· Haemorrhage – 25%

· Infection - 15%

· Eclampsia – 13%

· Obstructed labour  - 7%

· Unsafe abortion – 13%

· Other direct and indirect causes – 20%

Currently in Sudan only 70% of expectant mothers have access to some form of ANC, 43% of the villages have MWs and only 25% of the hospitals have some form of obstetric related emergency equipments.

The Traditional Birth Attendants are still commonly used in the rural areas. They are community based, sought out by women and opt for natural and low tech labour. The majority at least teach and practice clean labour. Their skills however, are limited and tend to give false reassurance that could prohibit access to life saving intervention.
In Sri Lanka, they managed to reduce their MMR by:

· Introducing community based health facilities.

· Increase the numbers of skilled MWs in the villages.

· Reduce the rates of home deliveries by the birth attendants.

· Expand family planning programmes.

Infant Mortality

We also seem to have one of the worst statistics when it comes to our infants’ morbidity and mortality. The Infant Mortality rate in the North is 68 per 1000 life birth, and 150/1000 LB in the South. The under 5 MR is 102/1000 LB in the North and 250/1000 LB in the South.9
In relation to the rest of the world, we should be ashamed of ourselves as a profession and a nation. Here are some figures for you to make your own judgment.   
	Region
	U5MR / 1000 LB
	IMR / 1000 LB

	Sub-Saharan Africa
	170
	105

	South Asia
	116
	78

	Middle East / N.Africa
	62
	48

	East Asia / Pacific
	52
	40

	Latin America
	41
	33

	Baltic States
	35
	29

	Industrial Countries
	7
	6


With proper and basic intrapartum and early life care, most of these deaths could be avoided. According to the figures from 1993, the causes were:

· Birth asphyxia – 21.1% 

· Pneumonia – 19%

· Neonatal tetanus – 14.1%

· Congenital anomalies – 11.3%

· Birth injury - 10.6%

· Prematurity – 10.3%

· Sepsis meningitis – 7.2%

· Diarrhoea – 1.5%

One could conclude that by developing the health at the community level and the appropriate utilization of the available resources and funding, these figures should improve. Certainly this has been the experience elsewhere.
Simple community-based intervention is all what is needed to improve our care. Some of those would be:

· To train the birth attendants and MWs on safe, hygienic labour and neonatal resuscitation.
· To encourage breast feeding.
· To supply clean water and proper sanitation.
· To offer immunization and nutritional support.

· To ensure access to basic healthcare facilities for treating childhood diseases and maternal related conditions.

· To carry on health education and community development.
· To facilitate general education.

· To encourage appropriate family planning.

· To ensure proper antenatal care with access to acute and specialized facility if and when needed.

· To offer appropriate screening, vaccination and prophylaxis.

· To facilitate the supply and the maintenance of basic life saving equipments.
Non-communicable diseases
According to the WHO, cardio vascular diseases and mental health issues will dominate the world health map within 20 years. 

These are no more the diseases of the Western World. By 2020 the non-communicable diseases are expected to account for 7 out of every ten deaths in our developing world.

Lifestyle issues like unhealthy nutrition, smoking, physical inactivity, excessive use of alcohol and psychological stress are the major risk factors for these conditions. 

Therefore proper community-based programs to prevent them, is the key to successfully and cost-effectively managing them.

It is worth remembering that 90% of the improvement of health in the UK in the last 100 years has been due to non-medical interventions. The 10 great public health achievements in the United States in the same period were 8:
· Vaccination

· Motor-vehicle safety

· Safer workplaces

· Control of infectious diseases

· Decline in deaths from coronary heart disease and stroke

· Safer and healthier foods

· Healthier mothers and babies

· Family planning

· Fluoridation of drinking water

· Recognition of tobacco use as health hazard
Current Healthcare Facilities, Equity and Access in Sudan
Since 1994 the government adopted the federal system of health. The country is now divided into 26 states and 134 localities. The system is characterised by a multi-tier government, federal, state and local governments. The federal level is concerned with the policy making, planning, supervision and co-ordination while the state government concentrate on the planning and implementation at the state level. 
There is uneven distribution of the financial resources and manpower between states and between rural and urban areas and great deal of bureaucracy and work duplication.
The government claims that its intention is to have a free on the point of delivery service. This same government did inherit a National Health Service which was free on the point for delivery. It was however, instrumental in changing the landscape of the health delivery in Sudan. There has been serious deterioration in the quality of the public services and it started to charge the patient for the poor services delivered from its facilities.11 

The government health facilities in Sudan 1994 – 2000 

	Health facility
	1994
	1997
	2000

	Primary health care unit
	3,070
	2,749
	2,558

	Dressing station
	1,412
	1,442
	1,236

	Dispensary
	1,400
	1,468
	1,475

	Health centre
	531
	693
	915

	General or rural hospital
	162
	186
	200

	Provisional, specialised, or teaching hospital
	78
	88
	109


The private for profit sector expanded to fill the gap. Medicine became an expensive commodity that is unaffordable to the majority of the population. More so, with the lack of accountable and transparent regulatory bodies the State and Private health systems, deteriorated even further and completely lost the patients’ confidence in them.
The policy-makers clearly favoured the rich, the important and useful sectors of the population and abandoned the poor, the weak and the dependant sectors with great inequality to accessing the services. (Fig 1, 2, 3 & 4)
The government is now forcing the population to pay taxes, compulsory contributions for health insurances and fees for services that should be the core of its commitment to the society. This includes access to lifesaving and basic primary care services.
Examples of the poor performance and lack of equity and access to basic services7:

· Immunisation coverage for only 57% in North Vs 34% in South.
· Only 57% skilled delivery in North Vs 6% in South.
· Only 26-28% receive  proper management of DD episode. 

· A review of PHC facilities found only around 40% were actually functional.  

For an under developed country like Sudan, this is inappropriate, unaffordable, non-sustainable and goes against all the known Human Right Acts.
Fig 1: Poor coverage in Primary health care (PHC) facilities and inequality to access
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Fig 2: Distribution of Immunisation coverage by Vaccines and Income.
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Fig 3: Distribution of Immunisation by Urban / Rural status
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Fig 4: Distribution of Immunisation by State
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The Black Gold and the New found Wealth
Since the commencement of the oil pumping in Sudan (current daily production of 500,000 barrels rising to 1 million barrels by 2008), the gross national income (GNDP) of the country rose from 8.2 billion US$ in 1994 to 18.7 billion US$ in 2004, yet our nation’s health is still far from the international average figures.4 
Selected world development indicators in some countries (2003)
	Country
	GNI per capita in US$
	Life expectancy
	Population (million)

	World
	5552
	66
	6289.8

	Ireland
	27,430
	78
	3.99

	Jordan
	1,940
	72
	5.3

	Sudan
	440
	56
	34.9

	Kenya
	430
	48
	32,7

	Nigeria
	380
	43
	125.9


The bulk of the government expenditure is dedicated to security (other), defense 40%, and 70% on operation and maintenance. The actual public expenditure on health and other social services is one of the lowest, only 2-3% of government expenditure 7. (Fig 5)
Its current expenditure on health is no more than 0.5% of the GDP. It is pledging to increase this figure to 10%! 12 
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Fig 5
Ensuring good health is a National issue that needs to be addressed at the governmental level. It is not a privilege it is a basic human right that needs proper analysis and funding.

It is the government’s responsibility to estimate accurately the national burden of disease and looks into ways of providing it. This might include partnership with the private sectors and the NGOs is certain areas and for certain conditions. 
Human Resources

The human resources and the availability, or the lack of availability of health care workers in Sudan is a serious and chronic problem that needs addressing.12 
HR rate per 100,000 population

	Health Cadre
	1995
	2000
	2004

	Medical Officers
	9
	16
	20

	Specialists
	2.2
	2.6
	3.3

	Dentists
	0.7
	0.7
	0.8

	Pharmacists
	1
	1
	2

	Medical assistants
	22.3
	22.6
	20

	Nurses
	64
	56
	49

	Technicians
	
	92
	11.3


Even if we compared our status with the other countries and regions, we will find that our HR status is seriously poor and needs urgent attention and action.13
Doctors-population ratio and hospital beds is selected countries
	Country
	Doctor per 100,000 (year)
	Hospital beds per 100,000 (year)

	Sudan
	22 (2004)
	70 (2002)

	Nigeria
	28 (2003)
	

	Egypt
	54 (2002)
	220 (2002)

	Jordan
	203 (2004)
	160 (2203)

	UK
	230 (1997)
	420 (2000)

	Ireland
	279 (2004)
	350 (2003)

	UAE
	202 (2001)
	220 (2001)


Average doctors/nurses:pop. (100,000) ratios among WHO regions (2004)

	Region
	Africa
	S E Asia
	E Mediterranean
	Americas
	Europe

	Doctors
	17
	45
	96
	212
	327

	Nurses
	71
	59
	159
	414
	663


Other factors that is playing a major role in this crises are7: 
· The urban rural bias.
· Khartoum the magnet.
· The least favored regions are Southern Darfur, Kordofan and South

· Lack of Incentives and clear career pathways.
· Lack of investment in laboratory and other supportive systems.
· Workforce returning from abroad tends to settle in the cities mainly.
The picture becomes gloomier when we look south:
· 23 doctors – mainly expatriates – SPLM areas

· 17 in Equatorial (5/100,000)

· 129 Doctors in government held areas 

· 1 Clinical assistant training institute 

· 19 training programs by 17 agencies

The way forward
· The name of the game looks like to “Go back to basics”. This ought to be with increase response to local concerns and needs with community representation.
· A community based, population oriented, disease prevention, control and health protection services benefiting everyone and accessible to all.
· This in turn will create a health information system capable of providing information needed for decision making, health management, clinical practice, public education, early warning systems and active surveillance.
· To be aware of the system user’s needs, concerns and expectations and use the most appropriate mode of delivery.

· To look into the socio-economic factors and to efficiently utilise the available resources.

· To look into different forms of funding for the services.

· The State to fund primary care and emergency services with partnership with the private sectors and NGOs for secondary and tertiary care.

· Tax finance concentrated on the poorest.

· Community financing schemes.

· Risk-sharing strategies including compulsory insurance.

· User fees, etc…..

· To regulate the private sector:

· To regulate the licensing procedure.
· To demand a system of governance and accountability framework with complete transparency.

· To ensure good value for money.

· To broaden the providers mix and stimulate the competition between them.

· To demand evidence-based patient’s pathways and robust quality assurances.
· To independently evaluate the new financial schemes like Takaful, Diwan Al Zakat and other national and private insurance schemes.
· To address the issue of human resources:

· To evaluate the quality of the medical schools’ graduates and their performance and distribution.

· To look into the current state of unemployment between the doctors and other healthcare workers.

· To address the issue of the career pathway, the remuneration and migration outside Sudan.

· To consider the community needs in our planning and strategic development.

· To be in a position to effectively advice and support the policy-makers, to protect the interest of the public and to ensure the ethics and the dignity of the profession and the doctors, we need to have systems that regulate, monitor, supervise, support and facilitate the services. Systems that are independent, transparent and accountable.
· There is an urgent and real need for governmental commitment and leadership to drive the public health agenda.
· Proper commitment to international & global constitutions and programmes; the Millennium Declaration in the fight against poverty, illiteracy, hunger and other determinants of health.
· To review the health legislation to satisfy the new health systems including the federal one.
.

The Workshop’s Mechanism
The three hours allocated to this workshop is a very short period for such a huge and important subject. It is important to accept that this exercise is a conceptual framework for improvement to the Healthcare delivery in Sudan.

With this in mind, we agreed to divide the workshop into three Subgroups. Each will analysis the situation from a different angle and hopefully will reach collective views and recommendations.

The Subgroups are as follows:

· Community and Primary Healthcare Service.

· Secondary and Tertiary Healthcare Service.

· Private Healthcare service and the NGOs.

The task for each group is to address the following questions:

1. What are the main areas that need improvement in the next 5 -10 years?

· Structure and organisation

· Facilities

· Logistics

· Training and skills needed

· Care pathways

2. What is the framework that needs to be adopted to improve these areas?
3. How to finance the service?

4. How to regulate and govern the service?

· Monitoring

· Supervision

· Facilitation

· Evaluation

· accountability

. 
We will then get together for further discussion and evaluation before presenting our findings to other groups in the afternoon session.
I hope you have found this summary helpful and I look forward to seeing you on Saturday in Leicester.

Best Regards

Nassif Mansour

Workshop Facilitator
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