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Introduction:  

Throughout the year 2020 health partners continued to provide lifesaving and life- sustaining 

health services to 8.6 million people in need for health assistance. The health sector prioritized 

the reach of 5 million people in the highest areas of need in accordance with the 2020 

Humanitarian needs overview HNO severity scale.  

During the year 2020, Sudan faced several emergencies, episodes of intercommunal violence 

affected several parts of the country especially in Darfur states, seasonal floods impacted all the 

18 states with over 900,000 people affected, vector-borne disease outbreaks (malaria, Dengue, 

and chikungunya) are still encountered annually in addition to the emergence of vaccines 

preventable diseases such as diphtheria and polio.  

On March 2020, the first case of COVID-19 was reported in Sudan. Since, the virus spread across 

the country with all states reporting positive cases. The case fatality ratio CFR averaged at 6.6 

percent and being one of the highest recorded globally. The effect of the pandemic extended to 

impact service delivery across all levels of the health system adding to the burden on the already 

fragile system.  

By the end of 2020, the inflation rates reached 260 percent with health cost estimated to be 

increased by 200 percent. Deteriorating economy compromised the health authorities’ capacity 

to retain health staff, avail the needed medical supplies, and address health emergencies.  

As of November 2020, the world health organization WHO classified Sudan as level two acute 

emergency.  

 

Leadership and Coordination:  

The World Health Organization 

WHO continued to provide the 

necessary leadership and 

coordination of humanitarian 

health activists through the health 

cluster. 67 partners supported the 

coordination effort participating in 

12 health coordination meetings at 

national level in addition to weekly 

health coordination meetings at 

state level in the five Darfur states, 

South Kordofan, Kassala, Red Sea, 

and Blue Nile. 

Starting the month April 2020, the 

COVID-19 working group chaired 

by WHO and OCHA was formed 

and comprised of UN agencies, 

national, and international NGOs. 

The group met on weekly bases and 
 

https://reports.unocha.org/en/country/sudan/card/4CqXth2k5d/
https://reports.unocha.org/en/country/sudan/card/4CqXth2k5d/
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provided updates for partners and informed the COVD-19 strategic coordination group chaired 

by the  

humanitarian coordinator. In addition, dedicated technical meetings on Surveillance (WHO Led), 

infection prevention and control IPC (UNICEF led), risk communication and community 

engagement RCCE (UNICEF led), logistics (WFP led). The COVID-19 country preparedness and 

response plan CPRP was devised as early as the end of March and updated on August 2020 with 

contribution from all health actors.  

Daily updates on COVID-19 situation in Sudan, guidelines, and online training courses were 

communicated to health partners with feedback provided through the COVID-19 working group 

and other specialized technical meetings. Throughout 2020, WHO made available over 400 

guidelines, tools, and publications  and 17 training courses in 7 languages addressing all pillars of 

the response to enhance the capacities of health authorities and partners to launch evidence based 

response.  

During the 2020 flood response that affected over 900,000 people across the 18 states of Sudan, 

health cluster partners actively coordinated their response both at state level and national level 

participating in weekly meetings. The health cluster was part of the OCHA led inter-sector 

coordination group ISCG meetings and planning effort throughout the response.  

The Sudan multi-hazard preparedness and response plan by the health sector was an important 

exercise to complement the HRP, identify specific health risks, and  plan to mitigate and respond. 

during the response to the needs of people affected by 

the conflict in Darfur states (Jan-March 2020), health 

partners provided 70,000 consultations through 54 

INGO supported primary health care centers across 

West Darfur state.   

Health cluster partners supported the UNHCR led 

response for the Ethiopian refugees in Kassala and 

Gadarif states.    

By the end of the year, 23 operational partners were 

reporting their activities on the 4Ws (79 percent of all 

active partners).   

Health Response Analysis: 

Throughout the year, health partners provided 5.1 million consultations through 596 supported 

primary healthcare centers, this represent 40 percent of the total 1,682 functional primary 

healthcare centers PHCs accounted for (source SMOHs). 72 percent of total functional PHCs 

across the five Darfur states is being supported by health cluster partners, 47 percent in South 

Darfur and 35 percent in Blue Nile. Out of the total consultation provided 4.3 million were 

provided by facilities supported by the INGOs (82 percent), 803,882 consultations through 

facilities supported by UN agencies (15 percent), and 142,024 consultations supported by national 

NGOs (3 percent). 

 

https://www.who.int/emergencies/diseases/novel-coronavirus-2019/technical-guidance/maintaining-essential-health-services-and-systems
https://openwho.org/channels/covid-19
https://www.who.int/health-cluster/news-and-events/news/Multi-hazard-Country-Prepardness-Plan-May-2020.pdf
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1.2 million consultations were provided in in Central Darfur (23 percent of total consultations), 

819,482 consultations in North Darfur (16 percent) and 778,042 consultations in Blue Nile (15 

percent).  

4,973 health staff were supported with incentives through humanitarian health programs 

including 218 doctors, 1,014 nurses, 1,285 midwives, and 480 health assistants. Out of the total 

supported facilities only 165 had doctors 

as part of the staff (27.5 percent ) posing a 

question over the quality of services 

provided and capacity to diagnose, 

provide accurate treatment, and refer to 

higher level of care when needed. In 

addition, the absence of patient’s 

registration and poor record keeping 

challenges proper follow up of cases.  

Postnatal and prenatal consultations 

exceeded the target with 122 percent and 

152 percent respectively. However, 

supported caesarian sections stood at only 

21 percent of the total targeted women in 

need for the intervention. According to 

UNFPA, In Sudan around 70 percent of 

the deliveries are home based, and in 

Khartoum it is 40 percent. Only 805 people living with disability were supported, and 152 mental 

health sessions were provided. The 2020 multi-sectorial needs assessment MSNA indicated that 

the prevalence of disability across Sudan can reach up 27 percent among households. Mental 

health and services for people living with disabilities are severely under addressed in a country 

that suffered from the longest civil war in the African continent. Currently, no dedicated programs 

or specialized agencies active in such fields are present in Sudan.  

Despite considerable underreporting on 

supplied medicines through humanitarian 

programs, during 2020, health partners 

reported delivering medicines enough for 6.5 

million people mainly through provision of 

Interagency Emergency Health Kit (IEHK), 

Trauma and Emergency Surgery Kit (TESK), 

Cholera Kits, and Rapid Response Kits. In 

addition, malaria, HIV, and TB programs are 

supported by the global fund initiative and 

implemented through a multi-agency program 

(WHO, UNICEF, and UNDP). The support 

includes technical support and provision of medical supplies. 1.9 million cases of malaria were 

reported throughout 2020 with the malaria burden constituting up to 22 percent of the total 

outpatient consultations. Reported Malaria cases across all states exceeded the epidemic 

threshold specifically around the rainy season, White Nile, Kassala, and Sinnar states consistently 

breached the epidemic threshold throughout the year.     

 

 

 

2020 multi-sectorial needs assessment MSNA 

https://reliefweb.int/report/sudan/sudan-multi-sector-needs-assessment-msna-sectoral-key-findings-protection-8-december
https://www.who.int/emergencies/emergency-health-kits
https://www.who.int/emergencies/emergency-health-kits
https://www.who.int/emergencies/emergency-health-kits
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30,000 people in need were supported through 

enrolling them with the national health 

insurance fund NHIF scheme. While “in 

principle” the approach can cut down the 

operational costs of supporting new facilities and 

strengthen an already existing healthcare 

provider, however, the federal ministry of health 

reported that the NHIF contribution to the 

overall health expenditure does not exceed 7 

percent  while the reported coverage 

approximate 70 percent  of the population. Such 

discrepancies necessitate a vigorous monitoring 

of service quality provided to the insured population throughout the agreed-on period the 

insurance. Further, several partners reported that the NHIF can provide paid services through 

facilities supported by NGOs. Further coordination at field level is needed to avoid duplicating 

services at facility level.   

 During 2020, deteriorating economy, diverting resources in response to the COVD-19 pandemic, 

and frequent closures of health facilities due to lack of staff, impacted the functionality of PHCs 

to register a decline by 37 percent compared to 2019.  

Sudan country polio program reported a total number of 706 acute flaccid paralysis AFP cases 

from January to December 2020. 48 confirmed a circulating vaccine-derived poliovirus type 2 

(cVDPV2) cases were reported, 14 positive contacts and 4 healthy children in 13 states were 

tested positive for cVDPV2, Eleven samples from environmental surveillance in Khartoum State 

which were collected during March, July, August, and September 2020 tested positive for 

cVDPV2 Date of onset of the first case was 7th March 2020, the last confirmed cVDPV2 case was 

notified on 24th October 2020. outbreak response vaccination campaign aimed to reach 8.47 

million children with mOPV2 vaccines 28 Nov-01 Dec 2020. Coverage data from campaign 

indicated that 97.2 % of targeted children was reached by the campaign. The vaccination 

campaign was made possible through logistical support offered by all NGOs in their area of 

presence and the Sudan Humanitarian fund SHF contribution of one million USD.  

 

 

2020 multi-sectorial needs assessment MSNA 
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Dengue virus is considered endemic in Sudan, with frequent resurgent outbreaks reported 

following the rainy season each year. The vector for Dengue fever is abundant in most States of 

Sudan, and as such, outbreaks are reported frequently. Surveillance for Dengue (and 

Chikungunya) is limited, with little information on the normal burden of these infections. The 

highest prevalence has been in the Eastern and Red Sea bordering States. The last outbreak 

reported in Sudan was from October to December 2020 and primarily affected  West Darfur 

(65.4 percent), North Darfur (19.7 percent), South Darfur (8.6 percent), Kassala (4.9 percent) 

and East Darfur (1.2 percent) with a total of 81 cases and 1 death reported.  

By the end of December, 599 cases of suspected chikungunya were reported in Sudan. out of the 

109 confirmed cases 77.1 percent reported from West Darfur (4 localities), 14.7 percent from 

North Darfur (6 localities), 7.3 percent from South Darfur (3 localities), and 0.9 percent from East 

Darfur (1 locality). 

1,744 health staff were trained on rapid response to health emergencies including disease 

outbreaks. By the end of the year, 407 rapid response teams were trained across all localities of 

Sudan.   

On the 13th of March, the first laboratory confirmed case of COVID-19 was reported from 

Khartoum state. By the end of 2020, number of confirmed cases reached 23,041 cases with 1,576 

associated deaths and a case fatality ratio CFR of 6.8 percent. the country preparedness and 

response plan CPRP was developed around the eight pillars of the response in accordance with 

the strategic preparedness and response plan SPRP by WHO. The eight pillars were 1) Country 

Level Coordination, Planning & Monitoring of the response, 2) Risk Communication & 

Community Engagement, 3)  Surveillance, Rapid Response Teams & Case Investigation, 4) Points 

of Entry, 5) National Laboratories, 6) Infection Prevention & Control, 7) Case Management, 8) 

Operational Support & Logistics. By the end of the year two additional pillars were added 

addressing continuity of essential health services and COVID-19 vaccine.  

A dedicated coordination modality was adopted and integrated into the existing structure, 

inclusive to all stakeholders to inform partners, assist reporting, and collect feedback.   

 



 

6 
 

 

During the month of March, COVDI-19 testing capacity was limited to 30 tests per day at the 

national public health laboratory NPHL in Khartoum. By the end of the year, and with support 

from UN agencies, a network of ten public labs across the country was operational with over 1,000 

tests per day capacity in addition to several private labs offering the services to the public and 

reporting to the NPHL.  

Throughout the response, reporting on suspected, confirmed, and recovered cases faced several 

issues such as standardizing the line list and reporting lines, sharing of raw data, possible double 

counting of cases due to the presence of several layers of reporting. In addition, testing of cases 

stayed on the passive mode depending on people reaching out either due to developing symptoms 

or needing the test certificate for travelling purposes. Active, randomized, and community-based 

sampling did not take place. As a result, the reported figures might not reflect the real 

transmission status of the virus within affected communities.   

32 isolation centers (both standalone centers and case management wards) were designated by 

SMOHs across Sudan for management of moderate to severe COVID-19 cases. Only 17 centers 

operated in full capacity with nine of them located in Khartoum state. Out of the 17 functional 

centers eight were receiving support from INGOs. Further six isolation centers were partially 

functioning despite receiving support from both INGOs (two centers) and UN agencies with the 

main reason behind the suboptimal service provision being lack of operational costs. 

580 beds in isolation ward, 74 intensive care beds, and 47 ventilators was available during 2020 

to manage the caseload of COID-19 patients who in need for hospital care. Outside Khartoum, 

only 45 doctors and 61 nurses were designated to operate the functional isolation centers. The 

overall lack of capacity and trained staff was a major factor contributing to the high case fatality 

ratio of 6.8 percent (globally third by end of 2020).  

According to the financial tracking system FTS , out of the 110 million USD original health sector 

appeal for the 2020 HRP, 30 percent was funded. In addition, 44 million USD were received to 

fund the health component of the COVID-19 country preparedness and response plan CPRP 

totaling to 35 percent of the 128 million USD requested.  

Challenges: 

Sudan is subject to many dynamic events that still hindering the achieving the desired impact of 

many years of humanitarian effort and development attempts. Inter-communal violence, political 

changes, ongoing peace process, challenging economy, and recurrent natural disasters, all 

negatively impacting the health system capacity to maintain provision of essential services and 

expanding the gaps that are in need for support through humanitarian programs.    

The coordination effort is still facing challenged due to complexity of intervention levels. Health 

projects are implemented at village, camp, and locality levels, while planning, fund raising, and 

reporting functions are centralized at national level, with most of the existing capacities 

concentrated in the capital state of Khartoum. The limited capacity located at states constricts the 

engagement in strategic planning -including the HNO/HRP processes- keeping the field at the 

recipient side with no effective role in decision making. In addition, coordination of activities is 

being managed by operational staff in each state as an extra duty. Beyond conflict affected states, 

health partners presence -including UN cluster lead agencies- can be very symbolic further 

limiting the capacity to conduct assessments, deploy and scale up the response at the onset of 

emergencies, and resulting challenges in launching timely and effective response.     

https://fts.unocha.org/appeals/870/summary
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Despite the annual effort to finalize the HNO and the HRP to inform the health partners in 

launching an evidence-based response. The prioritizations and targeting have not been fully 

adopted while implanting health programs. prioritization processes can be challenged at field 

level with widespread needs that can blur the fine lines calculated to define severity of needs. In 

addition, implementing agencies are struggling to accommodate the several frameworks and 

program modalities that have evolved over years of protracted emergencies. Context changes, 

development frameworks, stabilization initiatives, resilience programs, and the many localized 

peace programs are being implemented by the same agencies, in the same geographical locations 

following different criteria of prioritization.  

The health indicators profile of Sudan is outdated and at least a decade old in many areas of 

intervention causing health partners to plan based on projections and estimates. Further effort 

should be made to assess the current health services status further, Health information is 

primarily based on health facility reporting supplemented by surveys. The main challenges in HIS 

include fragmentation and low reporting rates especially at PHC facilities (reporting rate is 72.5% 

from hospitals and 60% from PHC facilities). Data quality assurance is limited. Systems for data 

management and analysis are largely manual and focus on the public sector, while data from the 

private sector is rarely reflected feedback. Availability of services and health human resources is 

not systematically collected. the Health Resources and Services Availability Monitoring System 

HeRAMS have been abandoned in favor of other more centralized data collection tools that are 

facing challenges to produce the desired outcomes. Health programs reporting on output level 

only without the ability to contextualize or monitor the impact of programs due to absence of a 

baseline data.  

 

Contacts: 

 
Dr. Nima Saeed ABID 

WHO representative and head of mission in Sudan   

 abidn@who.int  

 
Dr. Kais ALDAIRI                                                                                  

Sudan health cluster coordinator. 

aldairik@who.int  

 
Dr. Annette HEINZELMANN 

WHO emergency coordinator and team lead.  

 heinzelmanna@who.int  

 
Mr. Muhyeldeen Abdalla Mohammadi SALIH  

WHO Information management officer  

msalih@who.int  

 
Mr. Kabir Yunusa  

Sudan Health cluster officer  

yunusavsl@yahoo.com  
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