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ABSTRACT This study examines the policy implications of decentralization of the health system in North Darfur
State, Sudan. This study used documentary material collected from government offices and medical organizations.
This study also relied on interviews with government and NGO representatives. This paper argues that coordination
among the federal, state and district levels to manage and implement a health policy has been very weak, especially
at the district level. This weakness is primarily due to security issues, a lack of trust and lack of human and financial
capacity. While the curative health system in North Darfur State is formally decentralized, in practice, the federal
government has centralized control, leaving little autonomy and resources to the state government in North
Darfur State and even less to the districts. The state and district levels in North Darfur do not have the capacity,
capability and infrastructure to implement health policy and to provide quality curative health services.

INTRODUCTION

Federal systems of government are a com-
mon arrangement, especially in large countries
with scattered and diverse populations (World
Bank 2003). In some countries, a Ministry of
Health is responsible for policy formulation and
implementation, while in others implementation
of health services is a responsibility of the state,
provincial, district or local governments (Siddi-
qi et al. 2009). Sudan’s health system is struc-
tured on a federal basis. The National Health
Policy of 2007 specifies that the Federal Minis-
try of Health is responsible for formulating na-
tional policy and setting national priorities, the
State Ministry of Health is responsible for fi-
nancing public health services, and the district
level implements health programs by providing,
managing and assessing health services (World
Bank 2003).

Usually, decentralized health policies have
two objectives, namely, to increase the respon-
sibilities and capacity of lower levels of govern-
ment, and to transfer authority for facilities such
as hospitals and clinics (Mills 1998; Faguet 2014).
Makinde (2005) and Sow and Razafimahefa (2015)
suggest that the links between federal, state,
district, and community levels are critical to fa-
cilitate the implementation of health policy by,

for example, information flowing upwards from
communities to federal government and resourc-
es flowing downwards to where they are need-
ed. Where there is a need to address horizontal
imbalances or differences between regions, na-
tional governments might be able to distribute
equalization grants. This is important because
the poorest regions usually have the greatest
need for social services, yet have the weakest
ability to pay for them (Morse and Struyk 2006;
Sow and Razafimahefa 2015).

Sudan, like many developing countries, has
introduced a decentralized health system. Con-
sequently, the tasks of carrying out health poli-
cy have shifted from federal level to state and
district levels. The case study for this research
is North Darfur State1, a poor state in Sudan,
which has been affected by the conflict that start-
ed in 2003. In this new decentralized system,
attempts to implement health policies have been
hampered by lack of coordination among the
three levels of government, namely, federal, state
and district. The impact of this lack of coordina-
tion has been affecting the “delivery of curative
health services to the poor and conflict-affected
people” (Yagub and Mtshali 2015). Many fac-
tors have contributed to weakened coordina-
tion among the three levels of government. These
factors include the system of decentralization
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itself, conflict, distance and communication,
transfer of funds and lack of trust.  These fac-
tors will be investigated in this study.

METHODS

This research used Rondenelli et al.’s (1989)
political economy approach and qualitative re-
search method to achieve its purpose. Docu-
mentary data, which includes published and
unpublished reports in Sudan and North Darfur
State, were collected from government and
NGOs. To further source its primary data, this
research also relied on consultative meetings
and in-depth interviews with government and
NGO representatives. In addition, this research
also used questionnaires to acquire additional
data. From November 2010 until January 2011
one of the researchers conducted numerous for-
mal and informal interviews with health profes-
sionals and administrators working in the health
sector at federal, state and district levels (N=60).
At federal level, 10 health administrators were
interviewed, and at state level 22 employees (8
health professionals and 14 administrators) were
interviewed. At district level 28 workers (20 health
professionals and 8 administrators) were inter-
viewed. After data gathering had been complet-
ed, the data were transcribed, coded and ana-
lyzed, assembling all the evidence and present-
ing a synthesis of the findings of the study. The
following section will discuss the health system
and policy responsibilities of different levels of
government.

POLICY  AND  THE  STRUCTURE  OF
THE HEALTH  SYSTEM A T  FEDERAL,
STATE  AND  DISTRICT  LEVELS  IN

SUDAN

According to a WHO report (2006), the man-
agement and delivery of health services in Sudan
operate in a decentralized environment. The 1993
Sudanese Federal Government Act, which was
revised in 2007, allocates the following respon-
sibilities to the three levels of government:

a. The Federal Ministry of Health is tasked
with “formulating national policies, inter-
national relations, human resource devel-
opment, health legislation and the control
of epidemics”.

b. The State Ministry of Health is assigned
the role of “planning, administration and

financing of health services within the
framework of national health policies”.

c. The Health Area System is accountable for
“for the planning and implementing health
programs at the district level”.

Federal Ministry of Health

The Federal Ministry of Health works togeth-
er with the 15 state ministries of health. The
Undersecretary Council leads the different di-
rectorates, departments and programs of the
Federal Ministry of Health. The Councils are
under the Federal Ministry of Health, which con-
venes regular meetings with policymakers at fed-
eral and state levels. It also sets “standards,
norms, protocols and guidelines” for the federal
level and for states, and develops checklists for
supervision, monitoring and evaluation (WHO
2006). The Federal Ministry of Health is “respon-
sible for developing national health policies,
human resources planning and development,
strategic planning, health legislation, response
to epidemics, international health relations and
coordination”. It “is also responsible for the
management of the National Health Information
System, in addition to the monitoring and evalu-
ation of all health activities and interventions in
the country” (WHO 2006).

State Ministry of Health

A State Ministry of Health is mainly respon-
sible for the management of the health system
and the supervision and monitoring of health
policy implementation in a particular state. This
ministry is primarily responsible for implement-
ing national health policy and for coordination
between federal and district levels, with more
direct control over the provision of health ser-
vices. A State Ministry of Health is also tasked
with managing and implementing health systems
and health policy, and this ministry achieves this
by holding regular meetings with district repre-
sentatives (State Ministry of Health Survey Re-
port 2008). Each state has a Minister of Health
who ensures that the Ministry’s policy is imple-
mented through cooperation with the state gov-
ernors and their administration staff. The State
Ministry staff are responsible for monitoring and
supervising the health service delivery work of
the districts’ health Services. At state level, there
is a committee of health, which consists of the
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Minister of Health, and representatives from the
State Governor, health professionals, civil soci-
ety, the private sector, and representatives of
health committees from each district. The Min-
ister of Health presides over this committee,
which holds meetings four times a year in order
to discuss issues of health services delivery.
Thus, at the higher level of North Darfur’s health
system is a State Ministry of Health with a gen-
eral manager. The latter official is responsible
for administration of emergency and humanitar-
ian work, which became necessary due to the
civil conflict. In collaboration with the State Min-
istry of Health, the large numbers of NGOs work
to provide healthcare to Internally Displaced
Persons (IDPs) and the affected population.

District Level

A district is the organizational level that im-
plements health services and disease control.
According to the structure of the health system
of Sudan, there are 134 districts in total in Sudan.
Formally, there are 15 districts in North Darfur
State but in reality there are 14 districts, because
El Waha district is a district for nomads with its
administration office in El Fasher, the capital of
North Darfur State (Ministry of Cabinet Affairs
Secretariat General 2008). At the helm of each
district is a District Governor who is responsible
for health system management in the districts.
Reporting to the Governor is the Executive Di-
rector who is responsible for the implementa-
tion of health programs at district level. The Dis-
trict Health Council is responsible for providing
financial and material support to the health sec-
tor in a district, through contact with the State
Ministry Health, the Governor of the State and
the Federal Ministry of Health. The Department
of Health Affairs is responsible for the manage-
ment of the Departments of Primary Health, Pre-
ventive Medicine and Curative Medicine.

Using National Health Policy guidelines, the
districts are responsible for local implementa-
tion of health policies. Each district has a direc-
tor of health service who is appointed by the
State Ministry of Health. Each director has wide
powers to manage the health institutions’ build-
ings, budgets, staff, appliances and equipment.
However, not all health institutions within dis-
tricts are the responsibility of district authori-
ties. For example, although teaching hospitals
and specialist hospitals are included in a dis-

trict, the director is not responsible for the activ-
ities of these hospitals, and the latter have their
own administrative head, working directly with
the State Ministry of Health. The director is re-
sponsible only for rural hospitals, health cen-
ters and Basic Health Units.

This section has discussed the health sys-
tem and policy responsibilities of the different
levels of government. The following section
will discuss factors that affect the implementa-
tion of health policies at these different levels
of government.

FEDERAL,  STATE  AND  DISTRICT
GOVERNMENTS’  RESPONSIBILITIES

Through interviews with government offi-
cials, one of the researchers gathered informa-
tion about the decentralization of health servic-
es in North Darfur State. This information is
shown in Table 1.

As shown in Table 1, most responsibilities
for health services delivery, system management
and policy implementation have been assumed
by the federal and state levels, while the actual
provider of health services and the implementer
of health policy is the district level. The main
responsibility of health financing is shared be-
tween the federal and state levels, and the dis-
trict level plays a minimal role in financing. With
regard to human resources, the federal govern-
ment has substantial responsibility for staffing,
salaries and benefits, and training, the state has
substantial responsibility for contracts, and the
district government does not have any respon-
sibility for human resources. With regard to ser-
vice delivery management and policy implemen-
tation, the federal government has wide respon-
sibilities for setting standards and regulations,
managing insurance schemes, managing con-
tracts with health providers, managing payment
systems, providing services for targeted people
and policy design. The state and federal gov-
ernments share wide responsibility for policy
supervision and evaluation. The state govern-
ment has substantial responsibility for provid-
ing services to targeted people. The district gov-
ernment has substantial responsibility for poli-
cy implementation. The state government has
substantial responsibility for maintenance of
health facilities, health infrastructure, vehicles,
equipment, and communication tools. With re-
gard to information management, the federal
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government has substantial responsibility for
health information system design, while the state
government has substantial responsibility for
data collection, and information sharing.

SOCIO-ECONOMIC  AND  POLITICAL
FACTORS  AFFECTING  POLICY

IMPLEMENTATION  IN  NORTH
DARFUR  STATE

Political Factors

Rondenelli et al. (1989) argue that political
factors play an important role in the success or
failure of decentralization. This claim is support-
ed by Athanasiadis et al. (2015), Maharani et al.
(2015) and Sow and Razafimahefa (2015). One of
the most important factors in North Darfur is the
conflict that started in 2003. The conflict in North
Darfur State has resulted in massive population
displacement and widespread insecurity. The
conflict in North Darfur, like the conflicts in oth-
er parts of the world (Gaber and Patel 2013), has
led to further deterioration of the already under-
developed state health system and infrastruc-
ture (WHO 2007). The fragile health service sys-
tem in Darfur was unprepared for the large influx
of people requiring healthcare. The need for
health services infrastructure became obvious
as only primary healthcare facilities were estab-
lished in IDPs camps and in some small towns.
State and local rural hospitals in Darfur were
unable to sustain their programs to provide free
treatment to IDPs and conflict-affected people
(WHO 2007a).

In this regard, eighty-nine percent of inter-
viewees at federal and state level, and ninety-
five percent at district level, disclosed that the
conflict weakened the infrastructure of health
services in North Darfur State. Most of them
indicated that this caused the marginalization of
the Darfur region from national government. This
is confirmed by the Federal Ministry of Health
Report (2007) and the State Ministry of Health
Survey Report (2010).

The conflict resulted in the destruction of
rural hospitals and clinics, shortage of health-
care providers at these health facilities, unavail-
ability of health commodities and difficulties in
conducting supervision and monitoring visits
by state health officers at district level (State
Ministry of Health Survey Report 2010). In Au-
gust 2015, Radio Dabanga, a Sudanese based

radio station, confirmed the persistence of these
negative factors. These factors have all impact-
ed health policy implementation in the State. This
was confirmed by ninety-five percent of inter-
viewees, at all levels of government. According
to an interviewee (1-1, 11 January 2011, El Fash-
er2) working in the State Ministry of Health:

“The conflict, which exploded in North
Darfur State, has affected health policy imple-
mentation. This is because health policy is de-
signed at the federal level and needs to be mon-
itored and implemented at district level. We don’t
have enough funds or enough qualified admin-
istration health staff to send them to the dis-
tricts to evaluate the situation there and even if
we send teams from the state level they cannot
reach the health centers and basic health units
at district level, due to the insecurity.”

Brinkerhoff (2008) pointed out that sustain-
able health service delivery capacity, and effi-
cient management systems and policy, along
with effective policymaking and health gover-
nance, are necessary for conflict-affected states
to establish the sustainable development of their
health sectors. According to another interviewee
(2-1, 05 January 2011, El Fasher), working in the
State Ministry of Health:

“The conflict in North Darfur State affected
every aspect of the health service delivery sys-
tem in the State, such as limiting the human,
material and financial resources for the imple-
mentation of health services policy. In the long-
term, the government should take the responsi-
bility to improve and reform its health system
and policy, so as to provide quality free medi-
cal treatment to all people in need of health
services. In the short-term, quality health ser-
vices delivery to the population needs strong
collaboration and coordination between all
stakeholders, the Federal Ministry of Health,
the State Ministry of Health, NGOs, and the
community.”

The position of this interviewee is support-
ed by Gaber and Patel (2013), who emphasize
the role of the central governments in reassess-
ing the entire healthcare system.

Organizational Factors

Among organizational factors that can fa-
cilitate decentralization, Rondenelli et al. (1989)
list “appropriate allocation of planning and ad-
ministrative functions among levels of govern-
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ment and local organizations with each set of
functions suited to the decision-making capa-
bilities of each level of organization”. They fur-
ther suggest that there must be “laws, regula-
tions and directives that clearly outline the rela-
tionships among different levels of government
and administration, the allocation of functions
among organizational units, the roles and duties
of officials at each level”. Rondenelli et al.’s views
are supported by Athanasiadis et al. (2015), Lee
and McKee (2015), Maharani et al. (2015) and
Sow and Razafimahefa (2015).

As shown in Table 1, the state and district
levels of government are responsible for both,
managing health institutions and facilities and
monitoring service providers. Responsibility for
contracts with health providers, payment mech-
anisms and regulations, providing services for
targeted people and providing medicines and
supplies are mainly transfers from federal gov-
ernment, but in reality these are left to state and
district levels to deal with. As one interviewee,
(2-2, 23 December 2010, El Fasher), working in
the Federal Ministry of Health elaborates:

“The federal level has a right to sign con-
tracts with international NGOs and donors to
provide health services, especially in conflict-
affected areas such as North Darfur State and
this do not cost the government any money.
Problems arise when the federal level is respon-
sible for payment mechanisms and regulations
and is not able to activate this task. As a result,
some state administrators receive their sala-
ries very late and sometimes the transfer of
health equipment from federal to state to dis-
trict level takes months.”

Table 1 shows that the federal government
is responsible for policy design. Supervision and
evaluation are shared between federal and state
levels, while districts are mainly responsible for
implementing policies. Expressing a view similar
to that of Lee and McKee (2015), an interviewee
(2-3, 3 February 2011, Khartoum), working in the
Federal Ministry of Health points to the contra-
dictory aspects of decentralization:

“Sudan applied decentralized administra-
tive procedures to the lower levels but it is still
strengthening central control over policy de-
sign and budgetary activities. Decentralization
is very sensitive in that it is concerned with the
distribution of power and the allocations of
resources. The implementation of national
health policy in a decentralized system requires

strong political commitment to achieve a good
result. In North Darfur State, the State Ministry
of Health is unwilling to implement national
health policy effectively because state and dis-
trict authorities have been reluctant to accept
their new responsibilities of power without
resources.”

One interviewee, (2-4, 22 December, El Fash-
er), working in the State Ministry of Health
points to the implications of the federal and
state government failure in their human resourc-
es responsibilities:

“Poor states, such as North Darfur State do
not have enough resources to meet their re-
sponsibilities regarding implementation of suc-
cessful health policies. This is due to insecurity
regarding financing of health services and a
lack of sufficient well-trained administration
staff. Since 2002, the federal government has
not provided any budget for the development
of the health sector and therefore, they have
been unable to manage and implement health
systems and policies.”

According to an interviewee (1-2, 26 Decem-
ber 2010, El Fasher), working in El Towasha dis-
trict hospital:

“There is no administrative staff to control
health policy implementation. As a doctor and
administrator, he is busy treating patients and
does not have time to manage health policy as
well. Also, those responsible for implementing
health policy are not consulted by state level
authorities, who design these policies.”

As Table 1 indicates, operational mainte-
nance of health facilities and infrastructure, pro-
vision of vehicles, equipment, and communica-
tion tools, is mainly the responsibility of the State
government. One of the interviewees, (2-5, 20
December 2010, El Fasher) who works in the State
Ministry of Health, noted that lack of natural,
human and economic resources as well as con-
flict, impaired North Darfur’s health facilities in-
frastructure. This interviewee observed that,
“Health facilities, especially in rural areas,
were looted and destroyed and other health
infrastructure issues still beleaguer the exist-
ing health facilities, including inadequate and/
or complete lack of medical equipment, trans-
port and communication equipment, water and
energy, all of which are required for the health
infrastructure to be fully functional.”

Designing information systems for the health
sector is very much the responsibility of the fed-
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eral government, whereas operating the systems,
that is, collecting, analyzing and disseminating
the data, is left mainly to the state level. This
division of roles is indicated in Table 1, but in
practice, there seems to be confusion and un-
certainty. According to an interviewee (2-6, 05
January 2011, El Fasher), working in the State
Ministry of Health:

“The state does not have any kind of effec-
tive health information system. Weak communi-
cation across all levels is characterized by in-
adequate and inconsistent reporting, informa-
tion gathering and feedback, resulting in a lack
of clarity among health staff of key health pol-
icies, poor information sharing, and inade-
quate use of evidence to support planning and
decision-making. This undermines the health
system and policy development, stakeholder
engagement and policy implementation on the
ground.”

In general, ninety percent of interviewees at
the federal, state and district level said that the
decentralized systems in Sudan and the effec-
tiveness of health system management and pol-
icy implementation face many challenges.
Among these challenges are shortages of trained
human resources, a high turnover of existing
qualified staff, inadequate office facilities, and
limited financial resources within the State Min-
istry of Health and within health institutions at
district level. Overall, data collection, reporting,
use and storage were serious constraints hin-
dering proper monitoring and evaluation of the
implementation of the decentralization strategy
at state and district levels.

This confirms recent research by El-Saharty
et al. (2009), which revealed that the decentrali-
zation policy in Sudan “created opportunities
for local governments to be responsive to local
challenges, but also created a major challenge in

Table 1: The responsibilities of the three levels of government for the functioning of the North Darfur
State health system

Health system functions                      Level of government
Federal North Darfur State

    District

Financing
Income generation and sources **** *** **

Budgeting, revenue allocation **** **** *

Expenditure management and accounting *** **** **

Financial audit **** **** **

Human Resources
Staffing (planning, hiring and evaluation) **** ** *

Contracts * **** *

Salaries and benefits **** ** *

Training **** ** *

Service Delivery Management and Policy Implementation
Health institutions and facilities management * **** ***

Setting standards and regulation **** * *

Monitoring of service providers * **** ***

Managing insurance schemes **** * *

Contracts with health providers **** ** *

Payment mechanisms and regulations **** * *

Providing services for targeted people **** *** *

Providing medicines and supplies ** * *

Policy design responsibility **** * *

Policy implementation responsibility * ** ****

Policy supervision and evaluation responsibility **** **** *

Operational Maintenance
Health facilities and infrastructure * **** **

Vehicles, equipment and communication tools * **** *

Information Management
Health information systems design **** * *

Data collection and analysis * **** **

Information sharing with other partners ** **** *

*= Not responsible; **= Limited responsibility; *** = Substantial responsibility; **** = Wide responsibility
Source: interviews, December 2010.
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ensuring that national priorities were adequate-
ly funded in regional” and district plans. These
researchers further point out that weak “man-
agement capacity, in particular at [district] level
stood out as a key constraint to governance in
the health sector. Rapid staff turnover affected
health sector management at all levels and was
arguably the most common and serious bottle-
neck. The key lesson learned was the need to
strengthen planning and management capacity
at all levels”.

The size of a country is likely to strongly
influence the type of decentralization chosen
and the degree of decision that peripheral agen-
cies may exercise. The larger the country, the
more difficult it is to ensure efficient manage-
ment from the center (Mills 1990). In a large coun-
try such as Sudan, it is difficult to ensure effi-
cient health system management from the cen-
ter. For example, the distance between Khartoum,
where the Federal Ministry of Health is located,
and El Fasher, where the State Health Ministry
is located, is 809 km. Equally, North Darfur State
itself is very large, covering an area of 296,420
square kilometers, with 15 districts. Some of these
districts are very far from El Fasher, the State
capital. For example, El Tina is 300 km to the
west, El Malha is 200 km to the north, and El
Liyit is 185 km to the east. Ninety five percent of
health professionals and administrators work-
ing at district level disclosed that due to the
distance between some districts and El Fasher,
they are unable to manage and implement cura-
tive health policy effectively. Interviewees in-
formed the researcher that there are times when
they do not communicate with the state capital
for two or three weeks.

This is corroborated by an interviewee, (1-3,
19 January 2011, El Fasher), working in El Tina
rural hospital:

“Due to the distance between El Fasher and
El Tina on the Chad Republic border (300 ki-
lometers), sometimes we run out of necessities
such as trauma drugs and oxygen for two or
three weeks. Due to the insecurity situation, we
usually receive our healthcare needs through
the African Union/United Nation Hybrid Oper-
ation in Darfur (UNIMED) helicopters.”

To some extent, adequate means of commu-
nication can overcome the challenges of dis-
tance. Clear communication channels provide
direction and certainty for all actors and con-

tribute to effective policy implementation. Eighty
eight percent of interviewees at all levels, eighty-
three percent at state level and ninety-five per-
cent of interviewees at district level, indicated
that health system management and policy im-
plementation have been facing difficulties of
poor communications tools among all levels in
North Darfur State. This study thus confirms
Khan (2006) and Nowak et al. (2015), whose study
stated that the implementation process suffers
from communication gaps between health pro-
fessionals, civil servants and administrators at
the different levels.

The implementation process was character-
ized by inadequate and inconsistent reporting,
information gathering and feedback. Inter-
viewees stated that health information in North
Darfur State is not produced on a regular basis.
Even limited statistics on the health sector are
not made publicly available, partly due to con-
flict and considerable reluctance to reveal infor-
mation on government performance. These de-
ficiencies resulted in a lack of clarity among
health staff regarding key health policies, poor
information sharing, inadequate use of evidence
to support decision-making and insufficient staff
support. Distance and bad communications fa-
cilities undermined health policy development,
stakeholder engagement and ownership and
health policy implementation on the ground.
Health management teams cannot effectively
fulfill their supervisory roles, nor effectively
manage and implement health policy.

Financial and Human Resources

For Rondenelli et al. (1989) financial and hu-
man resources conducive for decentralization
“include granting sufficient authority for local
units of administration or government, coopera-
tive and private organizations to obtain adequate
financial resources to acquire the equipment,
supplies, personnel and facilities needed to ful-
fill decentralized responsibilities”.

Table 1 indicates that the main responsibili-
ty of health financing is shared between the fed-
eral and state levels. According to an interviewee
(2-7, 23 December 2010, El Fasher) in the State
Ministry of Health finance division:

“Due to the decentralization of the health
system in Sudan, the state governments are pri-
marily responsible for the funding and delivery
of health services. Yet, the amount and type of
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public financing is jointly determined by both
the central and state governments. However,
the state government bears a large proportion
of total government health expenditure, with
the federal government accounting for only a
small proportion.”

Table 2 shows the contribution of different
stakeholders in the health budget of North Dar-
fur State. The federal government’s contribu-
tion to the health budget in North Darfur State is
much greater than that of the state government,
that is, 40.3 percent as opposed to 7.7 percent in
2003, leading to 26.5 percent compared with 7.4
percent in 2009. Although in 2006, the State’s
share rose to 12.5 percent. The North Darfur State
government is thus very reliant on federal sup-
port. It is also noticeable, however, that the fed-
eral government’s contribution has declined sig-
nificantly since 2003. This is partly accounted
for by the conflict, which has resulted in the
diversion of resources to security issues. The
conflict has also resulted in reduced revenue.

What is listed as “other external support” in
the State Ministry of Health statistics is user
fees. These have also declined over the years,
from 21.4 percent in 2003, to 18.7 percent in 2006,
to 13.2 percent in 2009. Again, the source of pay-
ments in monetary value has remained fairly con-
stant throughout. What is more telling is the
indication in 2009, for example, that revenue from
user fees was nearly twice as much as the con-
tribution from state government and fifty per-
cent of the federal government’s provision. Ta-
ble 2 shows that external financial support for
healthcare in North Darfur State is substantial
and it has become increasingly so, from 30.6
percent in 2003 and 31.3 percent in 2006, grow-
ing even more to 52.9 percent in 2009. The State
is therefore greatly dependent on the role of
NGOs. This raises concerns of overreliance on
external funding, which according to Gaber and
Patel (2013), tends to focus on short-term
projects.

As shown in the Table 3, the main financial
support from NGOs for health services in North
Darfur State comes from WHO and UNICEF,
which contribute 34.4 percent and 48.2 percent
of total health expenditure, respectively. The sta-
tistical portrait of sources of financing on health
was confirmed in most of the interviews. Thus,
one interviewee, (2-8, 15 January 2011, El Fash-
er), in the finance division in the State Ministry
of Health, stated:

“The State Ministry of Health faces big chal-
lenges to finance health services in the State.
Most people are not able to access health ser-
vices by paying. In the meantime, the govern-
ment is not able to provide free health services
in the public sector because of financial prob-
lems. Therefore, since the conflict started, the
State Ministry of Health is depending completely
on donors and international NGOs to support
it.”

Ten of the eleven interviewees disclosed that
the financial situation of health services in the
State is very bad and that the government is not
able to provide enough funding to finance cura-
tive health services. Without support from do-
nors and international NGOs, the government
cannot provide curative health services to IDPs
and all the poor affected by the conflict. Only
one interviewee stated that although there is a
scarcity of funds to finance curative health ser-

Table 2: Health funding in North Darfur State, 2003 - 2009

Year     Total budget for   Federal     State     NGO      Other
  health in millions contribution contribution contribution    external
of Sudanese  pounds       (%)      (%)      (%) support (%)

2003 327 40.3 7.7 30.6 21.4
2006 480 37.5 12.5 31.3 18.7
2009 1 134 26.5 7.4 52.9 13.2

Source: State Ministry of Health Financial reports 2006 and 2009

Table 3: Relative financial contributions by NGOs
to health services in North Darfur State in 2009

Organization names NGOs contributions
    (%)

World Health Organization 34.4
UNICEF 48.2
United Nation Population Fund 7.1
Others NGOs 11.3
Total 100

Source: State Ministry of Health Financial Report,
2009.
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vices in the State, the government has been
making a considerable effort and that the situa-
tion is now better than when the conflict started
in 2003.

Given the context of the decentralized sys-
tem in Sudan and the desired linkages between
the various levels of government, the federal
government should fulfill its obligations to pro-
vide financial transfers to the state level. The
state level, in turn, should transfer finances to
the district level smoothly and without delay.
Ninety percent of interviewees at all levels and
ninety-five percent of interviewees at district
level suggested that the transfer of funds from
the federal level to the state, and from the state
to the districts, is not working effectively.

This seriously compromises the delivery of
health services throughout North Darfur State.
According to an interviewee (2-9, 08 January
2011, El Fasher), working in the finance division:

“In the State Ministry of Health, fund trans-
fers from federal government are usually re-
ceived around the 5th to the 10th of the month
and this interrupts their health services deliv-
ery and policy implementation. Transfers of
funds from the federal level play a crucial part
in increasing the amount of, reducing the ine-
quality in, and enhancing the efficiency of
health expenditure in North Darfur State.”

According to an interviewee (2-10, 03 Febru-
ary 2011, Khartoum), working in the Federal Min-
istry of Health:

“The national government has struggled
with both the amount and mechanisms of trans-
ferring funds to state level. Delays occur, and some
funds are transferred directly for the improvement
of facilities and priority programed for the con-
trol of specific diseases. Often states accept the
central funds but are unable to allocate addi-
tional balancing funds according to national
health policy guidelines and objectives.”

As seen in Table 1, the federal government
is mainly responsible for offering salaries, bene-
fits and training, while the state government is
in charge of contracts. The district government
has no responsibility for human resources. How-
ever, one interviewee who worked at State Min-
istry of Health (2-11, 23 December 2010, El Fash-
er) points out that both the federal and state
level of government failed in their responsibili-
ties. This interviewee suggests that:

“Since the conflict in 2003 there has been a
severe shortage of qualified health staff as this

is no longer a priority. Most of government’s
budget is directed towards stability of security.
Therefore, many hospitals and health centers
in districts such as Kalamondo and El Waha
districts are without doctors and the majority
of the existing health workforce lacks adequate
technical capacity to deliver quality health
services, address priority health problems or
activate health system functions.”

The ratio of medical doctors and medical as-
sistants in North Darfur State is far below the
World Health Organization (WHO) norm. While
WHO recommends a minimum of ten doctors
per 100,000 people, Sudan had a ratio of twenty
to 100,000 people and North Darfur had five doc-
tors per 100,000. While WHO suggests a norm
of 12 nurses per 100,000, Sudan had 4.9 nurses
per 100,000, and North Darfur had 2.8 nurses per
100,000 (WHO 2006; Logie et al. 2008). The in-
formation that was gathered by the researcher
in North Darfur was confirmed by the State Min-
istry of Health survey report (2010), which stat-
ed that most health workers are not trained,
eighty-five percent of administrators have no
training in their field, sixty-six percent of nurses
were not trained after graduation, and sixty-five
percent of general doctors do not receive train-
ing after graduation.

Appropriate Behavioral and Psychological
Conditions

Finally, Rondenelli et al. (1989) believe that
there are appropriate behavioral and psycho-
logical conditions are conducive to decentrali-
zation. Among these conditions they include that
a “minimum level of trust and respect must be
created between local organizations and gov-
ernment officials, and a mutual recognition that
each is capable of performing certain functions
and participating effectively in various aspects
of financing and management”. Rondenelli et
al.’s claim is supported by Makinde (2005) and
Nowak et al. (2015).

According to Walker and Gilson (2004), the
gap between policy “objectives and outcomes
is a demonstration of how policy is recreated
through the process of implementation, rather
than an implementation failure”. They further
suggest, “Developing interpersonal competence
and trust within organizations is necessary to
strengthen [policy] implementation”. Strong re-
lationships and high levels of trust among all
levels of government are needed to produce a
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good quality health system. However, eighty
eight percent of interviewees at all levels and
ninety-five percent of interviewees at district
level pointed out that there is a lack of trust
between the authorities at the federal, state and
district levels regarding their responsibilities in
managing and implementing health systems and
policy. This is clearest at district level, where all
but one interviewee indicated that the authori-
ties at federal and state level do not trust the
abilities of district officials to manage and imple-
ment health systems and policy.

According to an interviewee (2-12, 23 Janu-
ary 2011, El Fasher) working in the State Minis-
try of Health:

“Central officers do not trust the state offic-
ers’ technical skills of managing and imple-
menting health systems and policy. Federal
Ministry of Health officials feel that their role
of initiating guidelines for technical programs
can be done without consulting unqualified
state authorities that can, if necessary, be sum-
moned to headquarters in Khartoum.”

This same interviewee believes that the state
has little to contribute to the health policy pro-
cess at central level. This, in turn, results in a
lack of participation and lack of ownership of
policies by the people in state government re-
sponsible for their actual implementation. Final-
ized policy guidelines have not always been ef-
fectively distributed to the implementers. Many
complaints, mainly concerning the lack of inter-
action in technical support, were heard about
extensive interference in the operation of tech-
nical programs in the State by the central level.
The weak relationship between central and state
levels, particularly with regard to technical pro-
grams on managing and implementing health
policy effectively, was observed at the state lev-
el. This lack of trust blocks fruitful collaboration
between the federal government and North Dar-
fur State.

According to an interviewee (1-4, 19 Janu-
ary 2011, El Fasher), who is a bureaucrat in Mal-
lit district rural hospital,

“We don’t have administrative health staff
but a specialist in health system management
and policy implementation and he is a doctor.
He knows that health system management is
very important, especially at district level, be-
cause the districts assumed the responsibility
of health policy implementation.”

An interviewee, (1-5, 22 January 2011, El Fash-
er), who is a bureaucrat in Mallit district rural
hospital pointed out that it is only doctors that
send monthly reports to the state health depart-
ment about the situation of health delivery and
the difficulties facing them. This interviewee
suggested that the State Department of Health
does not trust the local officials’ money man-
agement skills and abilities to implement poli-
cies. However, this interviewee argued that fail-
ure of policy implementation was partly a result
of a lack of consultation. Makinde (2005) argues
that the success of a policy “will depend on
how the implementers see the policies as affect-
ing their organizational and personal interests”.
In the case of North Darfur, district officials felt
that they were not acknowledged by their coun-
terparts at the Federal and State levels.

CONCLUSION

Sudan has a decentralized health system,
however, the state and district levels, especially
in North Darfur State, do not have the capacity,
capability and infrastructure to implement health
policy and to provide quality curative health
services. Many factors have widely affected and
complicated the decentralization system and
made the three levels of government unable to
cooperate properly in order to manage and im-
plement health systems and policy in North Dar-
fur State. These factors have been aggravated
by the effects of violent conflict and instability,
which began in 2003.

Coordination among the three levels of gov-
ernment in North Darfur State is made more dif-
ficult by the long distances, which have to be
travelled, over poor roads, in dangerous condi-
tions, between the districts and El Fasher, the
capital. Communication, whether by telephone
or over the Internet, is also weak. There is also
lack of trust between the federal government
and the lower levels of health services and ad-
ministration. These weaknesses in coordination
highlight the collapse of health system manage-
ment among the three levels of government in
North Darfur State. These weaknesses also point
to the health system management and policy
implementation that is at serious risk.

RECOMMENDATIONS

From a long-term perspective, the resolution
of the conflict in North Darfur requires the
Sudanese government to embark on a sustain-
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able conflict transformation path. The Sudanese
government also needs to embark on a sustain-
able development path that will diversify its econ-
omy, increase employment and thus increase the
revenue sources for all levels of government.
Economic growth and economic development
will further enable a larger segment of the
Sudanese population to finance their own health-
care needs. In the short-term, the three levels of
government need to improve their communica-
tions. There also needs to be coordination of
roles of the three levels of government, that is,
each level should play its assigned role. It is
only when each of the three levels are playing
their roles that trust will be cultivated.
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NOTES

1. North Darfur State is located in western Sudan and is
divided into 15 districts and inhabited by 2,260,262
people, according to information gathered from the
census of 2008 (Central Bureau of Statistics, 2008)

2. The interviewees and interviews are coded as follows:
1= professional (doctor), 2= administrator. Thus 1-1
indicates an interview with the first professional, 1-2
with the second professional, and so on.
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