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FACTS & FIGURES 

 Total population of Sudan is estimated at 37.3 million1. 

 Population of Darfur is estimated at 9,900,0002.  

 A third of the population, 17 million people, are living in conflict-affected areas and 6.9 

million are in need of humanitarian assistance3. 

 Adult HIV prevalence in Sudan is 0.24%, with an estimated 50,800 people living with 

HIV4. 

 Scarce information on HIV epidemiology, control and response in humanitarian settings 

but many risk factors exist. 

 Statistical facts pointing to a concerning HIV situation in Darfur: 

 HIV prevalence amongst pregnant women attending ANC clinics reaches up to 

1.2% in some North Darfur sites5. 

 The highest Syphilis prevalence was among IDPs (6.42%) followed by the Urban 

(2.11%), Refugees (1.6) and then the Rural (1.53%) population6. 

                                                      
 
 
 
1
  Sudan Census Bureau, Total Projected Population of States for the period 2009 to 2013. 

2
  Sudan Census Bureau, Total Projected Population of States for the period 2009 to 2013. 

3
 Revised Strategic Response Plan, OCHA, June 2014. 

4
 HIV Estimates and Projections. Sudan National AIDS Program, 2014. 

5
 2010 ANC HIV Sentinel Sero-survey Technical Report. Sudan National AIDS Program, Federal Ministry of Health, 2014. 

6
 2010 ANC HIV Sentinel Sero-survey Technical Report. Sudan National AIDS Program, Federal Ministry of Health, 2014. 
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 HIV prevalence in refugees camps in Kassala and IDP camps in Darfur states is 

0.22% is higher than urban residents of Sudan7.(0.17%) , but it is comparable to 

the prevalence among the general population of Sudan (0.24%) 

                                                      
 
 
 
7
 Integrated Bio-behavioral HIV Surveillance Survey among Female Sex Workers and Men Who Have Sex with Men in Sudan, 

2011-2012.   
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EXECUTIVE SUMMARY  
 

Background on the humanitarian situation  

Sudan’s total population is 37,289,4068, 20% or 6.9 million of whom are in need of humanitarian 

assistance. If the situation remains the same an additional 300,000 new IDPs are expected in 

2015 (200,000 in Darfur, 50,000 in South and West Kurdufan, and 50,000 in Blue Nile). The 

South Sudanese conflict also led to an influx of internally displaced persons and is resulting in 

the re-emergence of severe famine that is expected to generate waves of refugees entering the 

border states of Sudan including East and South Darfur states. 

The decline in humanitarian funding is reflected in reduction of funds received per affected 

person in Darfur. In 2009 humanitarian agencies received $270 per affected person. In 2012 

this was reduced to $140 and to $70 per affected person in 2014– representing the lowest 

humanitarian funding levels in Sudan since the Darfur crisis began (OCHA). Despite the 

commitment of the humanitarian actors towards HIV, there is minimal integration of HIV 

activities on the ground and clear reduction of related human resources. In addition the 

challenging security situation in Darfur makes it difficult to implement some activities.  

UNAIDS and partners conducted a situation analysis using existing humanitarian reports and 

HIV data from national authorities, agencies working in the field; field visits to Darfur sates 

where meetings with different stakeholders including service providers and beneficiaries were 

held and visits to the camps and the health facilities. A consultative workshop was conducted 

where all Darfur state representatives contributed to updating and validating the epidemiological 

picture and to identify geographical and operational priorities. The Federal Ministry of Health 

has adopted an integrated approach for HIV, TB and Malaria but this report is focusing on the 

integration of HIV in the humanitarian response. 

Geographical priorities for Darfur: 

One of the outcomes of the consultative workshop was that the five Darfur states identified 32 

key priority locations that include underserved populations facing humanitarian concerns and 

large IDP camps, each of which hosts 30,000 or more of the IDP population and localities with 

higher positivity rates in PMTCT or ANC, and border localities where mobility with countries with 

higher prevalence is very common. 

 

New Zamzam camp in North Darfur is hosting 83,444, and its reception center, Salam camp 

hosts 49,738, Zamzam, hosting 98,344, Shangili Tobaie hosts around 33,000 and Abushouk 

another 55,000. South Darfur prioritized Otash camp, hosting 71,408, Kalma camp, 84,792, 

Gereida 120,278 and Al Salam 65,256 and Um Dafoug where increasing numbers of refugees 

and returnees from South Sudan and CAR are observed. West Darfur prioritized Kiriding which 

hosts 37,617 and Mornie camp with its 73,500 residents. The state also prioritized border 

localities such as Foro Baranga, Jabal Moon and Sirba. Central Darfur state prioritized 
                                                      
 
 
 
8
 Projection of the national census, Sudan Census Bureau, 2014. 
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Hesaheisa camp, hosting 58,011 and Al Hamdia camp, hosting 30,000. East Darfur is one of 

the states that inherited a program that is starting to cover the main cities and is yet to address 

the largest IDP camp in the state Alneem camp hosting 51,082. 

 

Operational priorities for Darfur 

Improving coordination and governance 

State Humanitarian Aid Commissions (HAC), Sudan National AIDS Program (SNAP) and the 

State AIDS Programs (SAP) should ensure that technical agreements for NGOs include HIV 

priorities as indicated by the identified needs of the SAPs. HAC and SAP to discuss with the 

actors in the identified camps and localities to ensure that the minimum health care package is 

provided by health actors and that the linkage to ART centers is established. 

Humanitarian actors are encouraged to apply for additional funds for HIV in humanitarian 

settings. And Federal and States Ministries of health, humanitarian actors with support from 

UNAIDS to strengthen the integrated response for HIV, Malaria and TB services in addition to 

RH and GBV activities. 

Integrating HIV into primary health care service 

Despite genuine efforts exerted by humanitarian actors in Darfur to make available and provide 

the emergency, basic and essential health care services, it was found that HIV is not integrated 

into primary health care (PHC). Therefore the five Darfur AIDS programs have identified the 

integration of HIV response at the PHC level, highlighting this as an important opportunity that 

will reduce the cost significantly and will secure the rights of the population to access voluntary 

counseling and testing services, and provide syndromic management of STIs to help in 

reducing the risk of HIV transmission. This can only be achieved by the inclusion of HIV 

services into the minimal health care package to include STIs management, at least one 

integrated PMTCT site, infection control and to strengthen PITC. 

Improving access to ART  

In light of the long distances and the challenging security situation, access to ART centers 

cannot be guaranteed for all those in need of treatment. Therefore the formation of drop-in-ART 

centers, e.g. in the TBMUs, in collaboration with implementing agencies on the ground will 

improve adherence to treatment and reduce defaulters and interruption of treatment.  

 

Task shifting  

The shortage of health care cadre is a long standing challenge to improve the health situation in 

Sudan in general and in Darfur specifically, In order to reduce dependence on specialized 

health care providers, creative approaches should be explored such as task shifting by training 

and involving other staff in patients counseling with no additional incentives whenever possible. 

This can also be part of strengthening PITC to increase service uptake. 
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Orphans and un-accompanied minors 

As a result of family breakdown and loss of bread winners, cities in Darfur are increasingly 

receiving more orphans and un-accompanied minors. These groups are exceptionally 

vulnerable and the local authorities have, on some occasions, provided a safe night shelter. 

Nevertheless, their vulnerability remains very high. These groups have to be accessed and 

quantified so that a structured response can be implemented integrating HIV activities in all of 

its components. 

Blood safety services  

Blood safety services in Darfur are located in the main cities with limited storage capacities and 

most of the available stock comes from donations to patients. It is important to encourage 

voluntary blood (non-remunerated) donation and raise awareness. It is equally important to 

decentralize blood services in the states. 

Gender based violence  

Another important component of the humanitarian response is the protection from gender based 

violence. In Darfur this is an integrated response with the medical management of rape, 

including the provision of PEP, STI treatment, family planning, psycho-social counseling and 

long term support. This is a well coordinated response but if the cases are not reported there is 

a higher risk of acquiring HIV and other STIs. 

PMTCT and syphilis management 

Reproductive health coverage is expanding and it is an important mean to improving women’s 

access to PMTCT and syphilis management. It is generally noted that PMTCT services are 

readily acceptable in areas where it is integrated at PHC/RH services.  

CONCLUSION 

There are increasing humanitarian needs requiring a continuous response. Tremendous efforts 

are being exerted to control the consequences of the existing humanitarian situation by national 

and international humanitarian actors. It is observed that HIV is not perceived as an immediate 

priority and this creates large gaps in HIV preventive and treatment services. If HIV is not 

addressed immediately, there is a potential for flare up among those vulnerable populations 

who will be left to face a difficult battle to fight against HIV/AIDS. Therefore we need to make 

best use of the existing opportunities to ensure that HIV does not reach uncontrollable levels 

and that its risk factors in Darfur are adequately addressed. 
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ACRONYMS  

AIDS   Acquired Immunodeficiency Syndrome 

ANC   Antenatal care 

ART   Anti-retroviral therapy 

CBOs  Community Based Organisations  

DDR  Disarmament, Demobilization and Reintegration  

EHA  Emergency and Humanitarian Action 

EPP   Estimation and Projection Package 

FSW   Female sex work 

GBV  Gender Based Violence 

HBV   Hepatitis B virus 

HCV   Hepatitis C virus 

HIV   Human immunodeficiency virus 

IBBS   Integrated bio-behavioural survey 

IDU   Injecting drug use 

IOM  International Organisation for Migration 

MARPs  Most at Risk Populations 

MMR  Maternal Mortality Rate 

MNH  Maternal and neonatal health 

MSM   Men who have sex with men 

NGO   Non-governmental organization 

NGO  Non-Governmental Organization 

NRT   National Research Team 

PHC  Primary Health Care 

PITC  Provider Initiated Testing and Counselling  

PLHIV  People living with HIV 

RDS   Respondent-driven sampling 

RDSAT  Respondent Driven Sampling Analysis Tool 

RH  Reproductive health 

SAN   Sudan AIDS Network 

SMOH State Ministry of Health  

SNAP  Sudanese National AIDS Control Programme 

STI   Sexually transmitted infection 

UNAIDS  United Nations Joint Programme on HIV/AIDS 

UNHCR United Nations High Commissioner for Refugees 

UNFPA  United Nations Population Fund 

VCT   Voluntary counselling and testing 

WHO   World Health Organization 
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METHODOLOGY  

 

The humanitarian situation in Sudan describes Darfur, Blue Nile, South Kurdufan and different 

areas of Eastern Sudan. Most of these areas are addressed under the national HIV strategy but 

the implementation of HIV activities varies from one region to another as does the 

epidemiological picture. Eastern Sudan, Blue Nile and Kurdufan states are addressed as states 

with higher risk as per the national assessment.  

 

When looking at the crude numbers of HIV epidemiology, the five Darfur states do not reflect 

alarming signs s but once people look at the mixed humanitarian situation we observe multiple 

risks that require additional attention to Darfur; these mixed risk factors were behind the 

decision of Sudan HIV technical Working Group to include Darfur States among the high priority 

states for HIV response in 2014. Therefore this report focuses on the situation of the five Darfur 

States.  

 

Methods  

Secondary sources of information and data were used for the context, background and current 

HIV service provision while primary data was used to reflect the actual situation and the 

challenges in reaching the humanitarian population in Darfur. A workshop bringing together all 

stakeholders was organized and served as a platform where people verified and updated the 

previous two methods and shared their views regarding actual needs, priorities and how to 

improve the HIV situation for people in humanitarian settings. 

 

1. Literature review 

 Internet searches were conducted for articles on HIV, humanitarian settings, conflict and 

displacement in Darfur. Articles were reviewed, and relevant information selected  

 A review of national reports at the federal and states level was conducted 

 UN and NGOs published reports were reviewed and relevant information was referenced 

in the reported 

 

2. Field visits 

 Visits and meetings with departments (HIV, emergency health, reproductive health, 

tuberculosis, malaria and health information systems) at ministries of health in Darfur 

states 

 Meetings with the states Humanitarian AID Commissions (HAC) were conducted 

 Visits to some of the humanitarian and health/HIV actors and meetings were held with 

HIV and the humanitarian focal persons 

 selected IDPs camps were visited and meetings with humanitarian actors and 

beneficiaries conducted 
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 visits to selected health facilities and meetings with health care providers were also 

conducted 

 

3. Consultative workshop 

 The workshop was held under the auspices of H.E. Minister of Health for North Darfur 

state- Dr. Mohamed Ahmed Abdelhafeez. Due to logistical constraints the workshop was 

held in Khartoum instead of El Fashir. UNDP-GF provided technical and financial 

contribution to the workshop. 

 Participation of all HIV directors or representatives from each of the five Darfur states 

along with participation of EHA, TB, Malaria, PHC and other SMoH members ensured 

that all information shared and agreed on was in line with the states' priorities, needs, 

and context 

 SNAP was present throughout the workshop and was represented by most of its units 

 There was rich technical contribution and participation of the UNICEF, UNFPA and 

EpiLab 

 International and national NGOs working in the field were represented by field staff or 

Khartoum office staff 

 UNAMID, IOM and UNHCR participated by specialized team who had meaningful 

contribution to the discussions 

  

4. Limitations  

 Due to the tense security situations at the time of the report writing, it was not possible to 

visit East Darfur state due to the situation there  

 Visits were not conducted to South Kurdufan and Blue Nile states 

 Due to the sensitivity of the GBV issue and potential legal repercussions most actors are 

gently responding to sexual violence. Therefore limited data exists that can be included 

in this report 



 

12 

 

 

THE HUMANITARIAN SITUATION IN SUDAN 

Humanitarian needs in Sudan are immense and result from mixed factors including armed 

conflict and natural disasters such as floods and droughts. The ongoing crisis in Darfur, South 

Kurdufan, and Blue Nile has forced millions of people to leave their homes, disrupted the food 

production and supply of commodities, prevented access to basic services, and increased 

vulnerability to malnutrition and diseases including HIV/AIDS. The conflicts in Sudan are 

complex and protracted and are driven by competition over resources and a sense of 

marginalization in the regions. Now entering its twelfth year, the conflict situation in Darfur has 

increasingly taken on an intertribal dimension with much of the fighting occurring between 

different local groups. Reflecting longstanding competition over land and resources, tensions 

intensified following discovery of oil and gold. 

The total population of Sudan according to the projected census figures for 2014 is 37,289,406 

of which a fifth or 7.2 million, are in need for humanitarian assistance9. Figure 1 below presents 

the overall humanitarian needs per locality and clearly demonstrated the higher needs in the 

Darfur region10. In the absence of any tangible improvement in the political and economic 

situation, the ongoing armed conflicts in Darfur, South Kurdufan, and Blue Nile are expected to 

generate nearly 300,000 new IDPs in 2015 (Darfur: 200,000, South and West Kurdufan: 50,000, 

and Blue Nile: 50,000).  

Blue Nile and South Kurdufan: 

The humanitarian situation in Blue Nile and South Kurdufan differ from that in Darfur; the later 

has mixed type of conflict that ranges from clashes between armed groups and the Government 

Army and organized crimes the response differs as well. The HIV situation in Blue Nile and 

South Kurdufan has its specificity due to the different social setting and the response differ due 

to the nature of the political, security and the humanitarian situations in these two different 

states. The humanitarian response has been covering two important areas, the demobilization, 

disbarment and reintegration (DDR) and the response to the population needs in terms of 

displacement, protection, shelter and nutrition. 

 

 

 

 

 

 

Map 1: Humanitarian situation in Sudan11 

                                                      
 
 
 
9
 Revised Strategic Response Plan, OCHA, June 2014. 

10
  Revised Strategic Response Plan, OCHA, June 2014.  

11
 Revised Strategic Response Plan, OCHA, June 2014. 
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Gold mining and HIV-related risks: 

Gold is present in many areas of Darfur but mostly in Central and North Darfur states, where 

traditional mining is attracting many people from different states and even from neighbouring 

countries. In 2012 tribal conflict over the gold resources erupted leading to displacement of 

thousands from surrounding villages, the results of which are still affecting the populations in 

these states. In different mining settings in Africa and other parts of the world, sexual violation 

against workers especially minors have been reported repeatedly. Darfur may not be an 

exception, and different types of risky sexual activities and behaviours including assaults may  

occur in addition to the humanitarian situations arising from conflict over the gold resources and 

territories.  

Movement and mobility:  

Sudan is known for the people from central and western Africa as an important path to Haj 

(Pilgrim) of the Holy lands in Saudi Arabia. By time and due to loss of law and order the position  
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of Sudan and Darfur specifically has become a source, transit, and destination country for men, 

women, and children subjected to forced labour and sex trafficking 12.  

 

Different assessments conducted identified the cross border trade, transport corridors and all 

forms of mobility as risk factors that contribute to increased vulnerability to HIV. In response to 

this, IGAD’s regional HIV partnership program is targeting cross border and mobile populations 

including refugees, IDPs and returnees, mostly in eastern Sudan and White Nile13 . 

Internally Displaced People 

Internally displaced people (IDPs), mostly within their state of origin, represent the largest group 

of vulnerable in Darfur with an estimated 24% of the region’s population considered internally 

displaced14. In addition to lacking permanent shelter, their food insecurity is heightened due to 

their lack of assets, displacement from land and absence of alternative livelihood opportunities. 

 

The displaced people are mainly temporarily settled in 110 camps of various sizes. Sixteen 

camps host more 30,000 people each and in total are home to some 1,187,629 people. These 

camps are ZamZam, Abu Shok, Shangili Tobaie in North Darfur; Morniein South Darfur, Otash, 

Kalma, Gereida, Al Salam, Beleil, Kirinding, Alneem, Kass and new Zamzam in West Darfur, 

Hesaheisa and Al Hamdia in Central Darfur and Alneem in East Darfur. The number of those 

displacements by conflict continues to increase every year as shown in the figure from OCHA 

above. 

 

As a result of displacement, family and community support is usually lost and vulnerability is 

increased. This is observed in the newly displaced populations in Darfur where 80% of the 

60,194 households registered IDPs during 2014 were women-headed households and two 

thirds were minors, women, and persons with specific needs or protection concerns15. 

 

                                                      
 
 
 
12 Scale-up of HIV prevention along Transport Corridors in Kenya, IOM 2011.   
13 Pastoralism and HIV/AIDS in IGAD countries: Programme Mapping, Data Synthesis, and Recommendations for Policy and 
Further Research. Djibouti, Ethiopia, Kenya, Somalia (Puntland, Somaliland and South-Central), Sudan (North and South), and 
Uganda. 2010. 
14

 UNOCHA Humanitarian Bulletin, December 14, 2014. 
15

 UNOCHA Humanitarian Bulletin, December 14, 2014. 
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RETURNEES, REFUGEES AND ASYLUM SEEKERS 

 

Sudan hosts a number of refugees from neighboring countries, and Darfur hosts refugees and 

asylum seekers, mainly from Chad and Central African Republic.  More than a quarter of a 

million South Sudanese stayed behind after cessation of the country and these groups are at 

risk of becoming stateless. As of 2014, there are a reported 171,029 asylum seekers hosted in 

Eastern Sudan mainly in Kassala and Gadaref states. Those asylum seekers are from 

neighboring countries including Eritrea, Ethiopia, CAR, Chad and South Sudan. The conflict that 

erupted in South Sudan at the end of 2013 not only led to internal displacement and an influx of 

new refugees to Sudan, Ethiopia and Uganda, it also resulted in the re-emergence of severe 

famine that contributes to waves of refugees entering the border states of Sudan including 

South and Central Darfur states.  

 

In terms of people returning to their place of origin, 548,000 Sudanese have returned to their 

homes, having been previously displaced either within Sudan or abroad. The associated needs 

are mainly concentrated in the Darfur region due to opportunities for durable solutions (return 

and local reintegration) and South Kurdufan. Another 90,889 refugees-returnees mainly from 

Chad have been identified as critical for humanitarian assistance. While there has been no 

formal refugee returns from Chad, the returns that are known to take place are often seasonal, 

temporary, spontaneous and along the border with Darfur. 

EPIDEMIOLOGY OF HIV IN DARFUR 
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Sudan faces a concentrated HIV epidemic with an estimated 50,795 persons living with HIV and 

an overall prevalence of 0.24%16. Prevalence rates are much higher among key populations, 

reaching up to 7.7% among female sex workers and up to 6.3% for men who have sex with men 

in the eastern region of the country. Average HIV prevalence among FSWs is 1.5% and 2.1% 

for MSM17.  

 

The prevalence of HIV is not known among the 3.1 million IDPs in Darfur who have limited 

access to HIV prevention and treatment services. Sustained violence over the last two years led 

to even more people seeking refuge in camps and 

placing a greater strain on already diminished aid 

services such as healthcare, water supply and sanitation 

infrastructure. This is compounding the humanitarian 

crisis. For instance, in North and South Darfur in 2014 

there have been Acute Jaundice Syndrome (AJS), 

Hepatitis-E and diarrhea cases in camps directly linked 

to inadequate sanitation and safe drinking water, most 

recently seen during an outbreak of Hepatitis E in 

Nyala’s Kalma camp. Prevalence of HIV is also detected as high as 1.2% among pregnant 

women in a North Darfur surveillance site18. 

 

One of the important influencing factors that increase HIV transmission is presence of syphilis 

(which is the main indicator for STIs). It was found that prevalence of syphilis among pregnant 

women (6.42%) in IDP camps is significantly higher than urban areas (2.11%), refugee 

populations (1.6%) and rural populations (1.53%)19. South Darfur’s syphilis prevalence was 

highest in the country at 6.5% of pregnant women. North Darfur was also high at 4.1% and 

other areas of humanitarian concern such as South Kurdufan were high at 5.8%20. HIV 

prevalence in one of the IDP camps in West Darfur was 0.58% compared to the 0.24% national 

average. HIV prevalence among pregnant women in North Darfur was the highest in the 

country, exceeding 1%21. 

 

The HCV and HBV prevalence in South Darfur are among the highest in Sudan at 5.1% and 

8.9%) respectively22. Even though injecting drug use is not a major risk factor in Sudan, one 

study found 5% of FSWs inject in North Darfur, above the national mean of 0.9%, and 3.9% of 

                                                      
 
 
 
16

 HIV Estimates and Projections. Sudan National AIDS Program, 2014. 
17

  Integrated Bio-behavioral HIV Surveillance Survey among Female Sex Workers and Men Who Have Sex with Men in Sudan, 
2011-2012.   
18

 2010 ANC HIV Sentinel Sero-survey Technical Report. Sudan National AIDS Program, Federal Ministry of Health, 2014. 
19

 2010 ANC HIV Sentinel Sero-survey Technical Report. Sudan National AIDS Program, Federal Ministry of Health, 2014. 
20

 2010 ANC HIV Sentinel Sero-survey Technical Report. Sudan National AIDS Program, Federal Ministry of Health, 2014.  
21

 2010 ANC HIV Sentinel Sero-survey Technical Report. Sudan National AIDS Program, Federal Ministry of Health, 2014. 
22

 Integrated Bio-behavioral HIV Surveillance Survey among Female Sex Workers and Men Who Have Sex with Men in Sudan, 
2011-2012.   

An estimated 13,000 people are 
living with HIV in Darfur. 
 
There are an estimated 1,300 
new infections every year in the 
region and 770 deaths  
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MSM inject in South Darfur, above the national mean of 2.1%23. North Darfur state had the 

highest injecting drug use in the country at 5%24. 

 

Comprehensive HIV knowledge 

 

Comprehensive knowledge among sex workers is low at 7.7% in North Darfur, 10.1% in South 

Darfur and 18.2% in West Darfur25. However, knowledge among this group is far better than 

among the female general population which ranges between 1% and 10.8%26. Levels of 

comprehensive knowledge among MSM subpopulations appear to be better at 14% in South 

Darfur compared to the national average of 20.2%27. High illiteracy rates in the country and 

particularly among sex workers, double stigma towards HIV and “at risk” groups, and the 

difficulty of reaching key populations are negatively affecting the performance of the country in 

realizing better outcomes. 

 

TB/HIV 

 

TB/HIV co-infection is a serious concern 

since it carries double worries. Patients 

face some challenges in accessing TB 

treatment and even more difficulties in 

getting HIV testing and counseling. There 

is an increase in testing TB cases for HIV 

from 7% in 2008 to 17% in 2013, with a 

decrease in the positivity rate reflecting 

that those cases referred for HIV testing 

were either suspected for HIV or have 

started to develop AIDS symptoms. 

 

 

Borders with neighboring countries 

                                                      
 
 
 
23

 Integrated Bio-behavioral HIV Surveillance Survey among Female Sex Workers and Men Who Have Sex with Men in Sudan, 
2011-2012.   
24

 Integrated Bio-behavioral HIV Surveillance Survey among Female Sex Workers and Men Who Have Sex with Men in Sudan, 
2011-2012.   
25

 Integrated Bio-behavioral HIV Surveillance Survey among Female Sex Workers and Men Who Have Sex with Men in Sudan, 
2011-2012.   
26

 Sudan House Hold Survey, Federal Ministry of Health, 2010 
27

 Integrated Bio-behavioral HIV Surveillance Survey among Female Sex Workers and Men Who Have Sex with Men in Sudan, 
2011-2012.   

A youth society member reflected on trainings 
conducted by ARC in Darfur “During all my life I 
did not participate in any training and also I have 
never attended any sessions talking about HIV” 
adding that he knew few common information 
about HIV/AIDs. He acknowledged having many 
wrong practices like shaving in public Saloon in 
small market with low hygiene standard. In 
addition, he was doing minor wound dressings 
without any precautionary measures 
Commenting on the important information of the 
possibility of transmission of HIV from the mother 
to the child and how it can be prevented through 
early and regular ANC visits for the pregnant 
mothers. 
“I feel myself lucky to get all the information about 
HIV/ AIDs regarding mode of infection 
transmission, complications, and 
protection/prevention”.  
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The Darfur region of Sudan borders Libya to the north, Chad to the west, Central African 

Republic to the southwest and South Sudan to the south. It is worth noting that these are ‘soft’ 

borders with people and goods moving relatively easily 

across borders. Furthermore there are many nomadic 

groups that migrate seasonally across borders. 

In two neighboring localities of Chad, HIV prevalence is 

reported as 1.3% in Ouaddai region and 3.3% in 

Abéché28. Sentinel surveillance amongst women 

attending ANC revealed an HIV prevalence of 2.5% in 

2011. In Abushouk IDP camp in Elfasher, HIV 

prevalence among women attending ANC was 0.3%, 

though in Elsaudi Hospital in Elfasher it is 1.2%29. 

Syphilis prevalence among ANC attendees was similarly 

high at 6.9% in Elsaudi Hospital in Elfasher and 2.3% in 

Abushouk camp. In Otash camp in South Darfur, syphilis was as high as 17.9% and 1.8% in 

Zamzam camp. In Central African Republic, HIV prevalence was estimated at 4.9% amongst 

adults in the country in 201030 while Haute-Kotto, one of the two regions bordering Darfur, had a 

prevalence of 8.5%.  

HIV VULNERABILITIES AND RISK FACTORS IN HUMANITARIAN SETTINGS 

 

The ongoing armed conflicts and expected human rights violations arising from civil unrests in 

Darfur, South Kurdufan, and Blue Nile states continue to generate protection concerns for 

displaced Sudanese who are at heightened risk of physical injury, assault, robbery, abductions, 

rape, sexual exploitation, recruitment into armed groups, trafficking, or early marriage. Children 

and women in particular are increasingly resorting to 

risky coping strategies, which can put them at a higher 

risk of HIV.  

Gender based violence appears to be high across the 

conflict affected states, particularly in North and South 

Darfur. Conflict has also induced large disparities 

between the birth registration rates between states, 

reaching for example 87.6% in Khartoum but only 

23.3% in West Darfur.There are multiple factors that 

drive the increased vulnerability to HIV transmission 

during humanitarian crises. In Darfur, existing gender 

inequalities are further exacerbated, rendering women 

and children more vulnerable to HIV. As a direct effect of the conflict, insecurity and mass 

displacement resulted in a loss of social integrity and have created many female-headed 
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 UNAIDS Chad country office. Enquête nationale de séroprévalence de 2005.  
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 2010 ANC HIV Sentinel Sero-survey Technical Report. Sudan National AIDS Program, Federal Ministry of Health, 2014. 
30 Multiple Indicator Cluster Survey 4, Prévalence du VIH en République Centrafricaine, 2010.  

Gold mining and the new transport 
corridor from Khartoum via Eldeain 
to South Sudan and other 
neighboring countries is likely to 
increase vulnerabilities to HIV in 
the region. 
 
Civil strife and heavy militarization 
also pose unique threats as does 
the risk of sexual and gender 
based violence. 
 

Along the Chad-Darfur border, 
HIV prevalence rates in Chadian 
localities range from 1.3-3.3%. 
 
In one of the localities bordering 
Central African Republic, HIV 
prevalence is 8.5%. 
 
There is high reported prevalence 
of syphilis in some of the IDP 
camps. 
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households. Therefore women and children bear the burden of being the bread winner of the 

family in a protracted conflict situation, increasing their risks to HIV and possibly using negative 

coping strategies. Due to loss of livelihoods and a lack of employment opportunities they 

become more vulnerable to sex work and sexual exploitation. Separation of family members 

and the breakdown of community cohesion also disrupt social and sexual norms that regulate 

behaviors. Women and children may be used by armed groups and are particularly vulnerable 

to HIV infection and many other sexually transmitted infections as a result of sexual violence 

and exploitation.  

 

There are multiple risk factors for increased HIV transmission in Darfur. The presence of gold 

mines in far and insecure areas of the region is a risk factor, with high numbers of youth and 

female food and tea sellers. In East Darfur there are various risk factors including the opening of 

the new highway connecting Khartoum to Eldeain and to South Sudan, and with it the 

increasing presence of long distance truck drivers. Eldeain is also a major entry point to the 

Darfur region, and the state’s porous borders with South Sudan and Central African Republic 

present unique risks as HIV prevalence rates are much higher in these neighboring countries. 

The arrivals of seasonal workers as well as the increased trade with South Sudan are also 

possible risk factors. In addition, there is now heavy military presence in the state following the 

inter-tribal conflicts that broke out at the beginning of 2014.  

In Central Darfur, though IDPs were identified as being at higher risk of HIV, few services are 

available in the camps with only 1 

PMTCT in Hamidiya camp and 1 VCT in 

Umshalaya. The situation in West Darfur 

is also of concern, particularly along the 

border with Chad, where HIV prevalence 

is substantially higher. Lots of Chadians 

receive health services on the Sudanese 

side of the border, yet this information is 

not captured nor is there coordination and 

follows up with Chadian counterparts. 

There are also a high number of 

Sudanese refugees in Eastern Chad, and 

increasingly more returnees to West 

Darfur. The military presence is also high 

in this state and brings with it unique risk 

factors. 
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Overall in Darfur not many interventions target 

pastoralists in terms of HIV services, despite their being 

at a potentially higher risk due to their seasonal 

migrations to neighboring countries. Outreach work with 

key populations is starting in some of the states of Darfur 

but these programs are not well established in the newer 

states of Central and East Darfur..    

 

The new arrivals from South Sudan are not considered 

refugees as per the national policy as Sudan considers 

them as guests. In the reception sites there are different 

services which include medical screening but the HIV 

counseling and testing system is yet to be introduced as 

per the national guidelines. 

HIV services in humanitarian settings, focusing on Darfur  

 

The overall access to essential humanitarian needs is jeopardized by the disruption of regular 

service provision, including health services. Additionally, there is a clear inequitable distribution 

of services and resource allocation. In many rural areas people do not have access to basic 

health care including access to information on HIV, or to preventive methods such as condoms 

or other testing, treatment and care services. There are limited numbers of VCT centers outside 

main cities, therefore people are unlikely to know their HIV status and if they happen to know, 

people living with HIV often suffer from disruption of ART and treatment and access to 

treatment of opportunistic infections. Furthermore, their health is put at risk because their 

nutritional needs are not met, and palliative and home-based care is non-existent. Orphans and 

other vulnerable children may have lost contact with their care providers, further disrupting their 

treatment. 

 

More than 30% of the health services in Darfur are provided by NGOs, national and 

international. In South Darfur the main actors in health are International Medical Corps, 

American Refugee Committee, Merlin, Norwegian Church Aid, World Vision, Rufaida and 

Errada. And in North Darfur the main actors in health are Goal, Relief International, Anhar, 

Friends of Peace and Development and Sudanese Family Planning Association. In West Darfur 

the main health actors are International Medical Corps, Concern Worldwide, Save the Children, 

Sudanese Red Crescent Society, CDF and Assis, but we observe that there are fewer health 

actors in health in the newly formed Central Darfur namely International Medical Corps, Save 

the Children and Norwegian Church Aid and Mubadiroon, ARC and NCA in East Darfur state. 

Most of these health actors have strong implementation capabilities and are well accepted by 

the population they serve and they present an opportunity to integrate HIV in their humanitarian 

health response. 

  

The newly established states of Central and East Darfur have noticeably fewer actors on the 

ground, though the American Refugee Committee will reportedly start working in the health 

sector in East Darfur in 2015. MSF-B which was working in Sireif camp in Niteiga locality of 

There is a lack of equitable 
distribution of health services in the 
region. Those outside urban areas 
have less access to services while 
nearly 30% of health services are 
provided by NGOs. 
 
49 VCTs serve nearly 10 million 
people in Darfur, making 1 VCT 
available for every 200,000 people 
and 1 VCT per 77,000 IDPs in 
camp settings. There is high 
variation between camps. 
 
ART centers are only situated in 
the capitals of the 5 Darfur states. 
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South Darfur stopped its operations in 2014. Many of the actors work on HIV and AIDS 

awareness raising, with few providing services for testing, treatment and care.  

 

In Darfur the risk for increased HIV transmission remains high due to the conflict situation, 

disruption of social cohesion, ongoing displacement and the concentration of the service 

provision in certain locations. SNAP has exerted tremendous efforts within available resources 

and established one ART center in each of the Darfur state capitals, with the exception of East 

Darfur whose ART center is not yet functioning.   

 

There are 49 VCT centers in the five Darfur states to serve nearly 10 million people. This is 

approximately 1 VCT for every 200,000 persons. It is important to reflect on the uneven 

distribution of these centers; 17 VCTs are functioning in IDP camps serving a population of 1.3 

million. Despite the immediate impression that IDPs have better access than the general 

population, it is observed that there is uneven distribution of the services between camps. Only 

23% of the IDP populations in the 17 largest camps have access to VCT services, while 46% 

can access PMTCT. STI services are available to 57% of the population though there are no 

TB/HIV services in any of the camps, and access to ART continues to be limited to the main 

teaching hospital in the capital of each state.  

In West Darfur’s Al Riyadh camp, which hosts 20,000 IDPs, there are 4 PHCs, while Mornie 

camp, which hosts more than 100,000, is served by only one rural hospital that is overwhelmed. 

In general the West Darfur camps have the least VCT services.  
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Map 2: Distribution of HIV services in Darfur by state 

 

 

 

 

 

 

HIV activities for incarcerated populations are mostly ad-hoc. Both the prison in Elfasher, 

Geneina and Zalingei conduct occasional VCT but these are not regular and are dependent on 

funding. In South Darfur the prison VCT needs to be reactivated while such services need to be 

introduced to East Darfur, which currently lacks any HIV services for prisoners. For the military 

there is a policy of mandatory HIV testing, and different levels of collaboration are in place with 

the State AIDS Program (SAP). In Elfasher up to 12 mobile VCTs are organized annually for the 

military, and there are links in place between the Military and Police hospitals and SAP. There is 

a new VCT inside the Police Hospital in Zalingei but few collaborations with military and police, 

especially in East and Central Darfur.  

North Darfur: 
1 ART center 
11 VCT centers 
8 PMTCT centers, and 3 
in camps 
14 TB/HIV centers 
 

East Darfur: 
1 ART center 
1 VCT center 
9 PMTCT centers and 4 in 
camps 
4 STI centers in camps 
 

West Darfur: 
1 ART center 
15 VCT centers 
17 PMTCT centers, 
and 1 in a camp 
3 STI centers in camps 
 

Central Darfur: 
1 ART center 
6 VCT centers, and 
8 in camps 
9 PMTCT centers, 
and 8 in camps 
7 STI centers in 
camps 
 

South Darfur: 
1 ART center 
14 VCT centers and 4 in 
camps 
33  PMTCT centers, and 
6 in camps 
6 STI centers 
3 TB/HIV centers 
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HIV Information gap  

Despite the information collected and shared in this report, there remain many gaps about our 

knowledge of HIV in humanitarian settings in Sudan. There are discrepancies in numbers of 

facilities providing services and their staffing level, and this is further compounded by security 

problems and weak management and supervision. This results in some facilities being 

functional in name only without actually providing the services they are supposed to. 

Reporting is also a major problem in humanitarian settings and elsewhere. Though the private 

sector is a main provider of health services nationwide, few private facilities, including blood 

banks, report on their activities to the State AIDS Program (SAP). Private sector HIV activities 

are poorly regulated by SAP, with no clear reporting or coordination. No agreements are in 

place in any of the Darfur states regarding referral or reporting, and this is a gap given that 

many people access private health services.   

    

Information is also missing from key groups that are likely to be more vulnerable to HIV. Data 

from prisons is unavailable as is information from gold mining which attracts young men from all 

over the country in search of employment.  

Gender-based Violence 

GBV have been an issue for debate in Sudan especially regarding Darfur situations, between its 

occurrence, as sporadic cases or systematic incidences, handling of cases and the magnitude 

of the situation. Regardless, it is important to handle each and every case with sound medical, 

as per the ministry of health protocol for the medical management of rape cases, and ethical 

approach.  

 

There are no concrete data to reflect the magnitude of rape cases in Darfur though some 

countries reported epidemic proportions during conflict. Examples from the civil conflict in 

Liberia where local media reported massive increases of sexual violence, reaching about 50% 

of the 658 rape survivors aged between 5 and 12 years31. In the Democratic Republic of Congo, 

North Kivu, it was estimated that annual cases burden of rape may reach up to 25,000 cases 

against women and children. As a result hundreds of women line up to receive extensive 

surgery due to the mutilations from the rapes.  

 

In 2005 the Sudanese Minister for Justice issued a Ministerial decree to ensure the provision of 

medical management for rape cases as a medical emergency and to proceed with the legal 

procedures thereafter. In Darfur in 2005 different humanitarian actors reported providing 

medical care to GBV survivals. The national authorities denounced the figures as they were not 

reported through the national system and case confirmation did not follow national medical and 

legal procedures. 
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Peace keepers and aid workers in Darfur  

 

There are different kinds of armed forces in Darfur. The international peace keeping mission 

had more than 17,000 aid and peace workers rotating and moving around the region. UNAMID, 

which is a UN, AU hybrid peace monitoring mission, Darfur and part of their mandate was to 

incorporate HIV and AIDS into the response for the peacekeeping staff and local community. 

UNAMID’s HIV/AIDS Unit was formed with the following two key objectives:  

 

1) To provide HIV/AIDS interventions to the mission personnel to prevent the 

transmission of HIV according to UNSCR 1308 and 

2) To conduct outreach activities to the host populations to increase the level of 

awareness on HIV/AIDS prevention according to UNSCR 1983.  

 

Due to a change in mandate, UNAMID has decreased their HIV/AIDS activities to be limited to 

internal response focusing on peacekeeping staff. All outreach activities ceased starting from 

January 2015.  

 

In 2008 Save the Children issued the report "No one to turn to, the under reporting of sexual 

exploitation and abuse by aid workers and peacekeepers". The report outlines the sexual 

exploitation and violation by aid workers around the world, and other reports have reflected the 

same in different regions such as Democratic Republic of Congo, Somalia, Bosnia and other 

locations. 

 

HIV financing in Sudan  

The year 2003 marked the acceptance of Sudan's first successful Global Fund (GF) application. 

Ever since, GF accounts for more than 90% of the overall HIV/AIDS spending in Sudan. With 

the introduction of GF in 2003, the obvious sudden rise in HIV budget has left a long lasting 

perception that HIV is one of the richest programs in Sudan and hence other donors are 

reluctant to contribute to the HIV response. 

One of the problems erupted from the "rich program" perception is the demand of health 

personal to be paid additional incentives to conduct HIV activities. Health staffs from different 

departments refuse to handle HIV patients and have always directed "referred" suspected cases 

to the HIV unit without ensuring confidentiality, which reduced trust in the system.  

Currently, Sudan’s concept note for the GF was accepted but with a clear gap in funding of 

essential activities for the coming three years. The cost of implementing HIV response is based 

on the revised NSP II was more than 63 million USD to finance the priority interventions for HIV 

in the selected areas; Sudan was granted 22 million, leaving a total funding gap of 65%32. 
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The fund allocation is based on the HIV epidemiology map 

which prioritizes the states that have more transmission 

and have greater potential to have a generalized epidemic, 

but it doesn't put into account the humanitarian situation 

and vulnerabilities due to additional factors. Therefore, the 

global funding gap is very clear but it is even more 

pronounced for humanitarian populations.  

Barriers and gaps to integrate HIV in Darfur humanitarian response 

 

Due to the international humanitarian demands in other areas apart from Darfur, there is a 

general reduction in funding. This reduction has resulted in a steady decline in the number of 

humanitarian workers and funds received per affect person in Darfur. In 2009 humanitarian 

agencies received $270 per affected person, whereas in 2012 this was reduced to $140 per 

person, and eventually to $70 per affected person as of October 2014– the lowest humanitarian 

funding levels in Sudan since the Darfur crisis began (OCHA). 

 

Despite increasing humanitarian needs, the number of aid workers from IASC members has 

been steadily decreasing. From a high of 17,500 in 2009, there is now only 5,540 staff working 

in Darfur. In 2014 alone staff capacity has decreased by 20%. This has seriously affected the 

HIV/AIDS response. As of November 2014 none of the UN agencies had a dedicated HIV 

officer in Darfur, as opposed to at least 5 HIV officers per state in 2012.  

 

The national Sudanisation plan of the humanitarian work in Sudan is in progress, but it is facing 

major challenges such as limited capacity of national NGOs, lack of access to funds in same 

level as international NGOs, and the limited acceptability by the communities that are affected 

by the conflict in Darfur. These factors may affect the ‘Sudanisation Plan’ or may undermine 

aspects of the humanitarian effort. 

 

Many of the humanitarian actors reiterated their commitment to address HIV but they are 

reluctant to address HIV due to fear of reducing their acceptability by the local population. 

Despite the IASC recommendations to integrate HIV as a cross cutting issue, we find there is 

minimal integration of the HIV activities on the ground. Some humanitarian actors are 

experiencing different challenges in implementing HIV activities due to a high level of stigma 

from influential bodies; this has prevented additional actors to initiate their response.   

Some of the humanitarian agencies do not consider HIV as a priority in the setting of Darfur and 

they seldom integrate it into their activities. For those who implement some HIV activities, the 

state AIDS programs have reservations regarding actual implementation of the HIV activities on 

the ground since most programs focus on awareness raising with little or no service provision. 

There is a general assumption of the high stigma among the general population, but there are 

success stories in the implementation of HIV activities even among key populations in states 

where it was difficult to identify them in the recent past. Still, there are serious concerns from 

63$ million is needed to finance 
HIV activities in selected areas 
of the country. The Global Fund 
covers almost 22$ Million (35%), 
leaving a funding gap of 65%. 
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Success story from South Darfur: in the Southwestern corner of 
Sudan lays Umdafoog, the area faces the ongoing conflict in 
Sudan, influx of refugees from the new conflict in CAR and there 
is presence of the joint three forces (Sudan, Chad and Central 
Africa); Rufaida Health Foundation is operating to serve the 
populations from Sudan, South Sudan, Chad and  Central Africa 
Republic; Rufaida provides basic Primary Health care services 
including (RH and Emergency services to pregnant ladies and 
mothers (EMOC), Immunization, Treatment and consultation, 
referral services, PMTCT services, VCT, Provision of essential 
drugs. HIV related services are coordinated in close partnership 
with SNAP and all services are delivered by skilled cadre. 
 
Services provided by Rufaida include VCT, PMTCT, ART, 
training of midwives in PMTCT services, malaria case 
management, management of TB cases from the region including 
Central African Republic, training of peer groups to perform peer 
education in their communities, and mobile clinics to provide 
services in other localities and to nomadic populations. 
 

many of the beneficiaries of the health facilities regarding the confidentiality of HIV and the 

attitude of the health staff. 

The challenging security situation in Darfur makes it difficult to implement the designated 

activities; and therefore agencies prioritize life saving interventions. Many agencies perceive the 

need for specialized staff to integrate HIV in their activities. In addition the leadership of the 

national response is weakened by lack of funding and capacities to monitor the response.  

For an observer it may look as if humanitarian activities are well funded but the reality reflects 

severe shortages.  In terms of HIV and AIDS financing, the current GF grant to Sudan covers 

only the top priorities and does not address the needs of populations in humanitarian settings. 

Humanitarian response and integration of HIV in Darfur 

 

National and international efforts are 

focusing on containing the existing 

and emerging humanitarian 

situations. From the start of the 

Darfur crisis most of the efforts are 

directed to contain IDPs' 

emergencies by providing shelter, 

lifesaving medical interventions, 

nutritional support and protection 

from violence including gender 

based violence. These efforts are to 

preserve and maintain the basic 

humanitarian needs of IDPs and to 

reduce morbidity and mortality.  

Sudan’s National AIDS Program 

included HIV response in humanitarian settings as part of its national strategic plan (NSP) for 

2014-2016.33 The NSP aims to integrate HIV into the humanitarian work plan, as well as other 

resource mobilization tools and to ensure the various clusters include HIV service provision 

projects in their annual work plans so as to reach at least 80% of the humanitarian population 

with HIV prevention, treatment and care services. This translates to 7.9 million people out of 

Darfur’s nearly 10 million citizens. 

 

Humanitarian response includes protection of the population from violence, most importantly 

gender based violence, and ensuring that IDPs have the right to access essential services by 

providing the minimum health package including emergency obstetric care, infection prevention 

and health awareness. There is also shelter and provision of food and nutrition for displaced 

and host populations, and water, sanitation and hygiene activities. Despite the massive 

humanitarian operation it is observed that the HIV response is increasingly neglected.  

                                                      
 
 
 
33

 Revised Sudan NSP II 2014 - 2016 



Sudan   Overview on HIV and AIDS in Darfur 

 
 
 

 27 

 
 

Geographical priorities 

 

The five Darfur states identified 32 key priority locations that include some of the underserved 

populations those are facing humanitarian situations and the large IDP camps, each of which 

hosts 30,000 or more of the IDP population and localities with higher positivity rates in PMTCT 

or ANC, and border localities where mobility with countries with higher prevalence  is very 

common. 

 

North Darfur state faces a dynamic conflict situation that results in new displacement each time 

the conflict erupts or re-erupts. The State AIDS Program and the emergency department 

prioritized the following camps for the integration of the HIV response in the humanitarian 

response: New Zamzam which is hosting 83,444 and its reception center is welcoming new 

IDPs on daily basis, Salam camp is hosting 49,738 while Zamzam is hosting 98,344, Shangili 

Tobaie hosts around 33,000  and  Abushouk another 55,000. Other localities where new HIV 

cases are detected or are in need to integrate the HIV response are Kebkabiya, Elsireaf, Saraf 

Omra and El Tina. 

 

South Darfur is bordering South Sudan, Chad and Central African Republic. All of these 

countries have a higher prevalence than Sudan and there is free movement and an influx of 

refugees into the state. This is in addition to ongoing internal displacement. The largest camps 

in South Darfur are: Otash which hosts 71,408, Kalma at 84,792, Gereida at 120,278 and Al 

Salam which hosts 65,256. The state is facing increasing number of refugees who are 

integrated with the host population. The entry point between the two countries is Om Dafoug 

Locality where there is no demarcating boundary. Other locations include Rihid Berdi, Assalam, 

Drig, Al Radoom, Buram and Sunta.  

 

West Darfur has permeable borders and free mobility for refugees and for trading purposes as 

well. Border localities include Foro Baranga, Jabal Moon and Sirba. The state has also 

prioritized two IDP camps for HIV interventions: Kiriding with a population of 37,617 and Mornie 

with 73,500 residents. 

 

The newly formed Central Darfur state has prioritized Hesaheisa IDP camp which is hosting 

58,011 and Al Hamdia camp which hosts 30,000. Other prioritized areas with limited access and 

active humanitarian operations are Garsela, Hasahisa, Rokero, Bindisi and Um Dukun, with is a 

border locality. 

 

The other newly formed state of East Darfur is one of the states that inherited a program that is 

starting to cover the main cities and is yet to address the largest IDP camp in the state (Alneem 

which hosts 51,082 people). The state has prioritized Abu Matarig locality with is bordering 

South Sudan and is the entry point for refugees, and other prioritized localities are Muhajiria, 

Yasin and Labado. 
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Table (1) Summarizing the geographical priorities for the five Darfur states (* the target 

populations shown in the table refer to the camp populations only). 

 

North Darfur South Darfur West Darfur Central Darfur East Darfur 

New Zamzam camp 

(83,444 and its 

reception center) 

Otash camp 

(71,408) 

Kiriding camp 

(37,617) 

Hesaheisa camp 

(58,011) 

Alneem camp 

(51,082) 

Salam camp 

(49,738) 

Kalma camp 

(84,792) 

Mornie camp 

(73,500) 

Al Hamdia camp 

(30,000) 

Zam zam camp 

(98,344) 

Gereida (120,278) Border localities of 

Foro Baranga, 

Jabal Moon and 

Sirba 

Shangil Tobay 

camp (33,000) 

Al Salam (65,256) 

Abushouk camp 

(55,000) 

Um Dafoug locality 

which is bordering 

South Sudan and 

CAR 

 

The five sates AIDS programs have also identified the importance of addressing gold mining 

area. Mines present a higher risk particularly in North Darfur where the majorities are located. 

Unfortunately they are difficult to access due to geography and security. 
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Operational priorities 

Improving coordination and governance: 

State Humanitarian Aid Commissions (HAC), Sudan National AIDS Program (SNAP) and the 

State AIDS Programs (SAP) should ensure that technical agreements for NGOs include HIV 

priorities as indicated by the identified needs of the SAPs. HAC and SAP to discuss with the 

actors in the identified camps and localities to ensure that the minimum health care package is 

provided by health actors and that the linkage to ART centers is established. 

Humanitarian actors are encouraged to apply for additional funds for HIV in humanitarian 

settings. And Federal and States Ministries of health, humanitarian actors with support from 

UNAIDS to strengthen the integrated response for HIV, Malaria and TB services in addition to 

RH and GBV activities. 

Integrating HIV into primary health care service 

Despite genuine efforts exerted by humanitarian actors in Darfur to make available and provide 

the emergency, basic and essential health care services, it was found that HIV is not integrated 

into primary health care (PHC). Therefore the five Darfur AIDS programs have identified the 

integration of HIV response at the PHC level, highlighting this as an important opportunity that 

will reduce the cost significantly and will secure the rights of the population to access voluntary 

counseling and testing services, and provide syndromic management of STIs to help in 

reducing the risk of HIV transmission. This can only be achieved by the inclusion of HIV 

services into the minimal health care package to include STIs management, at least one 

integrated PMTCT site, infection control and t0 strengthen PITC..  

Improving access to ART  

In light of the long distances and the challenging security situation, access to ART centers 

cannot be guaranteed for all those in need of treatment. Therefore the formation of drop-in-ART 

centers, e.g. in the TBMUs, in collaboration with implementing agencies on the ground will 

improve adherence to treatment and reduce defaulters and interruption of treatment.  

 

Task shifting  

The shortage of the health care cadre is a long standing challenge to improve the health 

situation in Sudan in general and in Darfur specifically, In order to reduce dependence on 

specialized health care providers, creative approaches should be explored such task shifting by 

training and involving other staff in patients counting with no additional incentives whenever 

possible. This can also be part of strengthening PITC to increase service uptake. 

 

Orphans and un-accompanied minors 

As a result of family breakdown and loss of bread winners, cities in Darfur are increasingly 

receiving more orphans and un-accompanied minors. These groups are exceptionally 
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vulnerable and the local authorities have, on some occasions, provided a safe night shelter. 

Nevertheless, their vulnerability remains very high. These groups have to be accessed and 

quantified so that a structured response can be implemented integrating HIV activities in all of 

its components. 

Blood safety services  

Blood safety services in Darfur are located in the mains cities with limited storage capacities and 

most of the available stock comes from donations to patients. It is important to encourage 

voluntary blood (non-remunerated) donation and raise awareness. It is equally important to 

decentralize blood services in the states. 

Gender base violence  

Another important component of the humanitarian response is the protection from gender based 

violence. In Darfur this is an integrated response with the medical management of rape, 

including the provision of PEP, STI treatment, family planning, psycho-social counseling and 

long term support. This is a well coordinated response but if the cases are not reported there is 

a higher risk of acquiring HIV and other STIs. 

PMTCT and syphilis management 

Reproductive health coverage is expanding and it is an important mean to improving women’s 

access to PMTCT and syphilis management. It is generally noted that PMTCT services are 

readily acceptable in areas where it is integrated at PHC/RH services.  

Integration of HIV/AIDS into food security, nutrition and livelihood support 

Food assistance and livelihood support in Darfur are an integral part of the humanitarian 

response especially with the disrupted food security system and normal productive life due to 

insecurity and environmental difficulties. The inclusion of carefully selected families and/or 

communities who are affected by HIV in the food distribution will reduce the burden on the 

families and improve treatment adherence. In Sudan PLHIV are not included in WFP food 

rations, but due to the special situation in Darfur, PLHIV should be given exceptional 

consideration and included in food distributions as a special category. 

Integration of HIV into shelter activities 

Well-selected and planned sites with adequate shelter and infrastructure are essential at the 

early stages of a humanitarian crisis—they can save lives and reduce suffering and stigma. 

Initial decisions on the location and layout of sites, including self-settled camps, can have long-

term effects on the protection of settlers and on the delivery of humanitarian assistance. The 

factors that need to be taken into consideration when designing a camp or shelter include, 

among others, gender, vulnerabilities, climatic condition, cultural habits, religious practice, soil 

mechanics and environmental impacts. In addition, it is important to take into account the fact 

that people living with HIV and their families may lack the resources or capacity to build, rent or 

secure their own shelter—proper site planning must therefore include support for them, in order 

that they are not excluded. Statutory and customary laws may deny women and children equal 

property rights, thus affecting their livelihoods. 
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Integration of HIV in camp coordination and camp management 

 

The coordinating bodies for the camp management are to consider and include at least one of 

the health facilities in each of the IDP cams in Darfur especially the large camps, and to 

integrate HIV activities into their humanitarian response. This will guarantee that these activities 

are owned by the national authorities and the camp management for the benefit of the 

population.  

CONCLUSION 

 

There are increasing humanitarian needs requiring a continuous response. Tremendous efforts 

are being exerted to control the consequences of the existing humanitarian situation by national 

and international humanitarian actors. It is observed that HIV is not perceived as an immediate 

priority and this has created large gaps in HIV preventive and treatment services. Therefore if 

HIV is not addressed immediately, there are potentials for it to flare up among vulnerable 

populations in humanitarian settings. Therefore we need to make the best use of existing 

opportunities to ensure that HIV does not reach uncontrollable levels and that its risk factors in 

Darfur are adequately addressed. 

 

Expanding on the HIV response by integrating it into ongoing humanitarian activities will lower 

intervention costs compared to a standalone HIV response, and will also yield better results. 

The prioritization of IDP camps with 30,000 population or more will provide HIV service to more 

than a million of the 7 million persons who are in need for humanitarian assistance in Sudan. 

Addressing border areas and hard-to-reach populations will reduce the risk of transmission from 

countries with higher prevalence, and expanding the STI management throughout PHC 

activities will reduce transmission risk within the population. Integrating HIV in the humanitarian 

response does not only improve access to HIV services but is a catalyst for a more integrated 

health response for the rest of the country. 
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Annexes 

 

Map 1: Presence of INGOs, UN and IOs, UNOCHA, 2013. 

 

 
 

 

 

 

 

 

 

 

Map 2: NNGO presence in Darfur, OCHA, 2013. 
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Map 3: Largest camps identified in Darfur, taken from OCHA, 2014. 

 

 
 

 

 

Abushouk 55,000 
Zamzam 164,000 
New Zamzam 83,444 
Elfashir camp 35,000 
Shangil Tobay 33,000 

Kalma 81,975 
Otash 55,000 
Salam 55,164 
Kass 84,792 

Elhasahisa 30,239 
Al Hamedia 30,000 

Girada 119,629 
 

Mornei 73,500 
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Table 4: Estimated population and those affected by HIV in Darfur 

 

 North 

Darfur 

East 

Darfur 

West 

Darfur 

South 

Darfur 

Central 

Darfur 

Total 

Estimated 

population34 

2,668,921 1,106,628 1,307,329 3,727,597 1,071,803 9,882,278 

Estimated # 

PLHIV35 

3,500 1,500 1,700 4,900 1,400 13,000 

Estimated # 

of new 

infections 

annually36 

350 

 

140 170 500 140 1,300 

Estimated # 

of AIDS 

deaths 

annually 

210 90 100 290 80 770 

Registered # 

PLHIV in 

associations37 

82 - 58 183 - 323 

Estimated # 

pregnancies38 

106,074 43,876 49,806 147,792 40,833 388,380 

                                                      
 
 
 
34

 EPI estimates, 2014, using a population estimate of 40 million 
35

 Proportionate estimates using CBOS population and UNAIDS HIV estimates from May, 2014. 
36

 Based on EPI estimates, 2014, using a population estimate of 40 million 
37

 National PLHIV association, information from 2012. 
38

 EPI estimates from Unicef, 2013, using a population estimate of 38 million. 
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Table 5: HIV/AIDS Related Services in Darfur Camps39 

A. North Darfur 

 Camp # of 

population 

Services offered Implementing 

NGOs VCT STIs PMTCT TB/HIV Awareness 

1 Abushouk/Elfasher 127,45      FPDO 

     Anhar 

2 Salam/Elfasher 23,94      Sudanese red 

crescent 

3 Zamzam/Elfasher 347922      FPDO 

     Anhar 

4 New 

Zamzam/Elfasher  

497222       

5 Kasab/Kutum 447,21      GOAL 

6 Fatabrno/Kutum  9713,      

7 Tawela/Tawela 5,72,9       

8 Abassi/Maleet 57,31       

9 Shangili Tuby 497,94      Anhar 

 

B. South Darfur 

 Camp # of 

population 

Services offered Implementing 

NGOs VCT STIs PMTCT TB/HIV Awareness 

1 Kalma/ 

Nyala 

81925   2   IMC, ARC 

Merlin, NCA, 

ERRADA 

2 Otash/ 

Nyala 

71408      World vision,  

Rufaida, 

SRCS 

3 Assalam  65256      IMC, Care CIS 

 Beleil 32958       

4 Elsireaf        MSF-B 

5 Kipm        

 Hilat 

hawsa 

1454       

6 Direg 25706      PHF 

7 Kass  84792      Care CIS,  

Mubadiroon 

8 Girada  120278      ARC, merlin 

9 Mirshing        World vision 

 

                                                      
 
 
 
39

 Note: This information is collected by SNAP through the SAP in the Darfur region in March/April 2014.  
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C. West Darfur 

 Camp # of 

population 

Services offered Implementing 

NGOs VCT STIs PMTCT TB/HIV Awareness 

1 Abuzar 15820       

2 Dorti 9403      IMC 

3 Ardamata 27340       

4 Hujaj 3929       

5 Jamaa 1782       

6 Kirinding 37617      Sudanese 

Red Crescent  

7 Rayd 20715      Sudanese 

Red Crescent, 

IMC 

8 Sultan House 10052       

9 Assalam/Habila 15799       

10 Alwadi/Habila 3270       

11 Jamaa/Habila 3522       

12 Madaris/Habila 3654       

13 Masteri 15217       

 

D. Central Darfur  

 Camp # of 

population 
Services offered Implementin

g NGOs VCT STIs PMTCT TB/HIV Awareness 

1 Alhamidia/Zalin

ge 

51,49      IMC 

2 Khams 

Dagayg/Zalinge 

,534       

3 Elhasahisa/ 

Zalinge 

14,55      NCA 

4 Assalam/Zaling

e 

555,4       

5 Tyba/Zalinge 4,,4      IMC 

6 Galol/Nirtiti 433       

7 Galol/Nirtiti 5454       

8 Mugar/Mugar 

(refugees from 

Chad and 

central Africa) 

55,4       

9 Mugar/Mugar 

(IDPs) 

4295      IMC 

10 Shargi/Mugar 

 

5,2,      IMC 
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11 Shamali/Mugar 

 

53,4      IMC 

12 Garbi/Mugar 

 

555,      IMC 

13 Bandasi/Bandas

i 

1,,5       

14 Rungatas/Azoo

m 

2915       

15 Refugees/Azoo

m 

14,5      Save Sweden 

16 Kalma West/Um 

dukhun  

1445      IMC 

17 Kalma North/ 

Um dukhun 

5934      IMC 

18 AbuZr/Umdukhu

n 

43,5      IMC 

19 Umkhir/Wadi 

Salih 

2525       

20 Assalam/Wadi 

Salih 

52459       

21 For Branga 12814       

22 Sisi 7529       

23 Mornie 73582       

 

East Darfur 

 Camp # of 

population 

Services offered implementers 

VCT STIs PMTCT TB/HIV Awareness 

1 Alneem 15,44      SAP 

2 Muhagria 1,,,       

3 Labado 2491       

4 Alfirdos 41,,      SAP 

5 Shearia 154,       

6 Yasin  91,,       

7 Khor Omar 1,9,      SAP 

8 AbuGabra 515,       

9 Abumatarig 44,,      SAP 
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Table 6: Treatment overview in Darfur 

 

 

                                                      
 
 
 
40

 Sudan National AIDS Program, 2014. 
41

 Sudan National AIDS Program, 2014. 
42

 Sudan National AIDS Program, 2014. 
43

 Sudan National AIDS Program, 2014.  

Services North 

Darfur 

East 

Darfur 

West 

Darfur 

South 

Darfur 

Central 

Darfur 

Total 

# tested 1392 106 2472 3033 1905 8908 

# +ve 45 2 125 44 2 218 

% +ve 4% 2% 5% 2% 1% 2.4% 

# new on ART 26 0 6 6 0 38 

% of +ves new on ART 58% 0% 5% 14% 0% 18% 

# currently on ART 109 11 62 86 2 270 

# females on ART 66 8 30 38 2 144 

# males on ART 43 3 32 48 0 126 

# children on ART 5 0 24 1 0 30 

# treated for OI (at ART 

centers) 

37 0 67 29 0 133 

# STI cases 558 145 632 1134 613 3082 

# STI cases tested for 

HIV 

79 0 319 60 0 458 

# pregnant women 

tested40 

816 240 774 1031 1677 4538 

# pregnant women 

+ve41 

0 0 0 1 0 1 

# pregnant women on 

ART42 

0 0 0 1 0 1 

# ANC attendees 

tested43 

975 - - 776 - 1751 

# ANC attendees +ve 6 - - 0 - 6 



 

40 

 

Graph 8: HIV prevalence by state, ANC HIV Sentinel Sero-survey, 201044 
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44  Federal Ministry of Health, SNAP;  2010 ANC HIV Sentinel Sero-survey , Technical Report- January 2014 
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Map 9: 
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Map 10: 
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Table 11: Distribution of HIV services in Darfur 

 North 

Darfur 

East 

Darfur 

West 

Darfur 

South 

Darfur 

Central 

Darfur 

Total 

Estimated 

population45 

2,668,921 1,106,628 1,307,329 3,727,597 1,071,803 9,882,278 

ART46 1 147 1 1 1 5 

VCT48 11 1  15 14 6 49 

VCT (IDP 

camps) 

1 4 0 4 8 17 

PMTCT 

(SNAP 

estimate) 

(PMU 

data)49 

8 9 17 33 9 76 

PMTCT 

(camps) 

3 4 1 6 8 22 

TB/HIV 

(camps) 

0 0 0 0 0 0 

STIs 

(camps) 

0 4 3 6 7 20 

TB/HIV on 

ART 

14 0 0 3 0 17 

Blood units 

tested 

8858 - - 6696 - 15554 

Blood units 

+ve 

11 - - 31 - 42 

 

 

                                                      
 
 
 
45

 EPI estimates, 2014, using a population estimate of 40 million 
46

 These also function as the 5 TB/HIV centers in Darfur. Sudan National AIDS Program M&E database, 2014. 
47

 Not functioning, according to Sudan National AIDS Program M&E database 2014. 
48

 Sudan National AIDS Program M&E database, 2014 
49

 UNICEF Sudan Country Office, 2014. 


