
 

 

SUDAN Case Study 
 Eastern Mediterranean Region Constituency   

COUNTRY BACKGROUND INFORMATION  
World Bank Income Level Designation:  Lower Middle Income  
Population                                                 : 40.23 million  
GDP                                                             : $84.07 billion 
GDP growth                                               : 3.4% 
GNI per capita                                           : $1840 
Inflation                                                      : 16.9% 

Disease Burden (TB, HIV and Malaria) 

Estimates of TB burden*, 2015 Number (thousands) 
Rate 

(per 100 000 population) 

Mortality (excludes HIV+TB) 7.3 (3.8–12)    18 (9.5–30) 

Mortality (HIV+TB only) 0.64 (0.52–0.76) 1.6 (1.3–1.9) 

Incidence  (includes HIV+TB) 35 (21–53) 88 (52–133) 
Incidence (HIV+TB only) 1.6 (0.84–2.6) 4 (2.1–6.5) 
Incidence (MDR/RR-TB)** 1.6 (0.089–3) 4 (0.22–7.5) 
 

 

      

Estimated TB incidence by age and sex (thousands)*, 2015 

  0-14 years > 14 years Total 

Females 1.9 (0.56–3.2) 8.8 (0.47–17) 11 (1–20) 

Males 2.5 (1.5–3.5) 22 (14–30) 25 (16–33) 

Total 4.4 (2.8–5.9) 31 (22–40) 35 (21–53) 
 

 

      

TB case notifications, 2015   
Total cases notified 20 006 
Total new and relapse 18 800 

          - % tested with rapid diagnostics at time of diagnosis   

          - % with known HIV status 43% 
          - % pulmonary 76% 
          - % bacteriologically confirmed among pulmonary 46% 
 

 

Epidemiological profile for Malaria 
High transmission (>1 case per 1000  population)     34 200 000 (87%) 
Low transmission (0–1 cases per 1000population)    5 200 000    (13%) 
Malaria free (0 cases)                                                 0                   (0%) 
Programmatic Achievement’s with GF 

     

 3,900 HIV/AIDS: People currently on antiretroviral therapy 
 66,900 Tuberculosis: New smear-positive TB cases detected and treated 



 

 

 15,400,000 Malaria: Insecticide-treated nets distributed 

Policy ; 
The health system in Sudan is three-tiered with Federal, State and locality based health structures. The Federal 
Ministry of Health (FMoH) has a leading role in policy and stewardship, while responsibility for delivery of public 
services is largely led by States and their localities. Some responsibilities remain shared between the different 
levels namely, early preparedness and response to disasters and epidemics, monitoring and supervision and 
tertiary level care.  
Costs for implementing the NHSSP were SDG5.9billion in 2012 rising to SDG9.1 billion in 2016. Sudan is affected 
by major fluctuations in exchange rates and inflation.  
Funding for government run health services are made directly by the Federal Ministry or State Ministry of Finance 
via the Federal and State Ministries of Health, then through localities to health facilities  
The goals for the Sudan HIV National Strategic Plan (HIV NSP, 2013 -2016) are focused on the three zero’s – zero 
new infections, zero HIV related deaths and zero discrimination. The two goals of the HIV NSP are to:  
1. Halt the further spread of HIV among the Sudanese population and maintain HIV prevalence blow 2.5% among 
all most-at-risk populations and below 0.3% among the general population by 2016.  
2. To improve the quality of life, health and wellbeing of people living with HIV by providing universal access to 
comprehensive high quality HIV treatment, care and support services.  
To maintain the steady decrease in TB prevalence and death rates beyond the level identified in 2012; all through 
the NSP period.  
The objectives of the TB NSP are:  
1. Increase number of notified TB cases by 10% annually, reaching 26,600 cases by 2016, and improve treatment 
outcome to reach 90% success rate in new smear positive cases and 75% in retreatment cases  
2. Health system in all states is reoriented to provide integrated TB/HIV services, increase detection of MDR-TB 
cases so that 750 cases are detected and 70% success rate achieved, and implemented adequate infection control 
measures by 2016  
3. TB monitoring and evaluation system is strengthened according to gap analysis, within integrated C&NC Disease 
Control at national and state levels, and 100% implementation of functions is achieved at national level and at 
least 75% at each state level.  
4. Quality TB control programme performance sustained at national and state levels in an enabling environment, 
and guided by national and international expertise  
5. Achieve high political commitment to support the implementation of Tb Activities at all levels, with social 
support to all TB patients and reduced stigma by 50% from baseline in 2013.  
National Malaria Strategic Plan Key Goal, Objectives and Priorities  
The overall goal of the National Malaria Strategic Plan for 2013 2016 (Malaria NSP) is to reduce malaria morbidity 
and mortality from the 2013 base line by 25% by 2016, and prepare the low malaria intensity areas of Red Sea, 
Northern, River Nile and Khartoum states to move to the malaria pre-elimination phase.  
The strategic priorities to support these objectives are:  

 Strengthening leadership, coordination and partnership roles of the NMCP including strengthening ties 
with CSOs and the private sector.  

 Universal coverage with high impact control interventions (LLINs, IRS, RDTs and ACTs). 

  Ensuring that quality parasitological diagnosis (microscopy or RDTs) is used to guide appropriate case 
management of malaria. 

 Strengthening malaria surveillance, including entomological surveillance, and M&E systems  

 Ensuring adherence of health workers to treatment guidelines. 

 Consolidate and expand larval source management (LSM)  

 Increasing community participation and malaria service utilization. 



 

 

 

 Planning for malaria pre-elimination phase in 4 selected states (Khartoum, River Nile, Northern and Red 
Sea)  

Finance  
The Global Fund remains one of the major contributors to health service delivery. Sudan has recently obtaining a 
new GAVI grant, which incorporates broader health initiatives. The grant demonstrated complementarity with 
Global Fund funded initiatives. A total of $3.2 million of the $33 million GAVI grant will directly complement HSS 
interventions proposed in this concept note for 2015 – 2017, as part of the NHSSP implementation.  
The Ministry of Finance contributed a further US$100 million for broad health sector reform with the aim of 
consolidating and mainstreaming health service delivery through Primary Health Care facilities. This initiative is 
the foundation for much of the HSS component of this concept note, with the integration of services, including 
malaria, TB and HIV, in PHC facilities.  
Sudan may be able to received incentive funding from the Global Fund for gaps in Malaria funding. Sudan is also 
one of the eligible countries to receive funding under the Quality demand scheme through this concept note. 
Multilateral partners such as the WHO, UNDP, UNICEF, UNFPA etc will continue providing support with funding 
and technical assistance.  
To support the full costs of the three diseases’ strategies and priority HSS components identified in this concept 
note about $ 377 million is required. With limited government and other donor support, there is a financial gap of 
about $ 165 million. Through the HSS component healthcare financing reforms are proposed including improved 
advocacy and resource mobilization approaches. The Sudan Government and multilateral partners may also be 
considering the Poverty Reduction Strategy funding. Ongoing prioritization will be required to ensure available 
funds to address the priority needs for the response.  
Integration and consolidation will be a key strategy to ensure that available funds are used efficiently across the 
three disease and HSS plans. In country partners are committed to continue collaborating on further identification 
of mechanisms to streamline health services.   
Recommendations  

 Build the Capacity of CCM and FMoH and to have exist strategy for UNDP as PR 

 Strengthen the Role of Civil society 

 The Global Fund needs to establish a mechanism to allow more time for adequate domestic resource 
mobilization and more flexibility in reprogramming. 

 Strengthen the capacity and mandate of the EMR constituency  


